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· Home health agencies expect to become visible and vital partners in a care delivery model that breaks through the insurance barriers that can stifle creativity and that incentivizes the use of less intensive, and higher value,  services for expensive inpatient care.  Medicaid ACO will need home health’s competencies in such areas as chronic care management, palliative care, pediatric care, medication reconciliation and patient self management.   
· Home care agencies provide community-based care to more than 20,000 MassHealth recipients.    This care can at times be considered “post acute” and at others classified as “chronic” or “long term care.”  The clients who receive long term home health care services pose the greatest challenge to ACOS.  They also present the greatest opportunity for improved care management and cost avoidance.   Contracting arrangements will need to ensure that the community-based providers that have history and experience with these populations are part of the ACO arrangement, and that payments reflect their special needs

· In devising a framework for ACO development, HCA of MA reminds that ACO architects that approximately two-thirds of the state’s home health agencies, including many community visiting nurse associations (VNAs),  are unaligned with hospitals or health systems.  This presents some special challenges to the formation and operation of an ACO because many of these unaligned agencies have a history of serving patients with complex clinical and socio-economic circumstances.    They are also the agencies that have strong local connections, providing free care, conducting public health clinics, administering flu shots and conducting community education.    
· The state should guard against allowing ACOs to be too tightly formed along current hospital or organization-based alignments, as it could consolidate market power in too few organizations and raising capacity issues for many of the state’s oldest and most experienced agencies. 

· To support a care model that is appropriately inclusive of a robust community health care network,  the Home Care Alliance of Massachusetts believes that the Accountable Care Organization design must: 
· Consider carefully the current composition of the home health care industry, their unique patterns of care delivery  and their dual role as providers of both post acute services and (Medicaid) long term care, and  

· Include in the infrastructure design some explicit direction on the use of home health services that supports inclusion of existing quality providers and avoids unintentional development by ACOs of duplicative community care services. 
To achieve these established goals, the Alliance firmly supports the following guidelines and principles for formation and operation of the ACOs.  The ACOs must:  
· allow broad participation in the networks from all home health providers who are contributing to quality outcomes and able to engage in and support an ACOS’ performance measurement  

· allow for informed patient choice around use of home health services with whom the patient has a historic, geographic or other relationship, and disallow ACOS from assessing financial penalties for those who seek home health care from an out of network agency.  
· must support models that include home health agencies as full partners, with opportunities to participate in risk and shared savings or receive payments based on quality and utilization targets.  
· must establish a methodology for fair allocations of global payments.   This methodology should move beyond the traditional fee for service arrangements and encourage use of innovation (e.g., remote monitoring, patient self management support).  For patients coming to home care from an acute care setting, ACOs should use a standardized episodic payment that is appropriately severity/risk adjusted clients, based on Medicare model, with the addition of a pay for performance risk pool. 
· must do what the ARRA HITECH funding has not, which is to support and fund IT integration that allows access to integrated patient data to and from the primary care, acute, post acute and long term care providers in an ACO network.
· not impose on partner agencies data collection and outcome measurements that add significantly to cost of services and instead base any determinants of quality on the existing federal home health quality measures 
For more information, contact Patricia Kelleher, Executive Director, Home Care Alliance of Massachusetts, pkelleher@thinkhomecare.org
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