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MassHealth Demonstration to Integrate Care for Dual Eligibles

Open Public Meeting
October 11, 2011, 10 am – 12 pm

Transportation Building, Boston
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Agenda for Today
· Updates

· Overview of Draft Demonstration Proposal

· Discussion

· Next Steps
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Design Process Status
· Stakeholder engagement has shaped and improved overall approach and benefit design

· Submitted Letter of Intent to CMS Sept. 30 to use the 3-way capitated financing model

· Data use agreements in place to enable additional analysis; awaiting updated Medicare data

· Continuing stakeholder engagement as we finalize the design proposal

· Will post draft Design Proposal for public comment in the coming weeks
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Design Proposal Key Sections
CMS requires that the proposal address certain core topics, including:

· Overall Approach (benefit design, delivery system, etc.)
· Stakeholder Engagement and Beneficiary Protections

· Financing and Payment

· Expected Outcomes

· Infrastructure and Implementation

· Feasibility and Sustainability

· CMS Implementation Support and Budget Request

· Interaction with Other HHS/CMS Initiatives
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Benefit Design
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Benefit Design
· Bring added value to services currently available

· Integrated care management for provision of all services covered by Medicare and Medicaid State Plan – managed, coordinated and authorized by the entity

· Medicare Services: All Part A, Part B, and Part D services

· Medicaid State Plan Services, including dental (preventive, restorative and emergency), personal care assistance, durable medical equipment, vision, long term services and supports (LTSS)

· Expand benefits to target the needs of adult dual eligibles
· Explore option to exclude LTSS from ICE covered services for members in HCBS waivers
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Benefit Design – Behavioral Health Diversionary Services

· Mental health and substance use disorder services provided: 

· as clinically appropriate alternatives to Inpatient Services, or 

· to support returning to the community following a 24-hour acute placement, or 

· to provide intensive support to maintain functioning in the community

· Community Crisis Stabilization 
· Acute Treatment Services (ATS) for Substance Use Disorders 

· Clinical Support Services for Substance Use Disorders 

· Community Support Program 

· Partial Hospitalization 

· Psychiatric Day Treatment 

· Structured Outpatient Addiction Program 

· Program of Assertive Community Treatment (PACT) 

· Intensive Outpatient Program 
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Benefit Design – Community Support Services

· Access to Community Health Workers

· To recognize the diversity of our members

· Cultural

· Linguistic

· Racial / Ethnic

· Disability

· To recognize the importance of non-medical staff on care team
· Chronic disease self-management

· Wellness coaching

· Peer supports for mental health and substance use recovery activities

· Navigation
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Benefit Design – Long Term Services and Supports (LTSS)
· Integrated Care Entities must:

· Employ community-based service providers (directly or through contracts) that advance independence of members and redirect to least restrictive settings
· Directly employ appropriately trained non-medical staff to ensure that LTSS are included in care plans to the extent needed and requested by members

· Have adequate connections to community-based agencies with population expertise, such as: Recovery Learning Communities, Independent Living Centers, Aging Services Access Points, Aging and Disability Resource Centers, others
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Benefit Design – Long Term Services and Supports (LTSS)
· Integrated Care Entities will have flexibility to substitute other services in lieu of high-cost traditional services, such as:

· Personal care assistance (including cueing and monitoring)
· DME that includes equipment repair, modifications, environmental aids, and assistive technology

· Day services

· Home care services

· Respite

· Peer support / peer counseling

· Transitional assistance across settings

· Home modifications
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Care Coordination and Management

· Care of every enrolled member is anchored in primary care with the competencies of a person-centered medical home (PCMH), including:

· Multi-disciplinary, team-based care

· Integrated behavioral health services

· Planned visits with the care team

· Easy and flexible access

· Person-centeredness, including cultural competence

· Care coordination and management 

· Care Coordinator works with member and other participants the member chooses to develop care plan that address full range of member’s needs
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Care Coordination and Management
· Other Care Coordination activities include:

· Coordination with other case managers and/or service providers

· Assurance of appropriate referrals

· Linkages to community-based services

· Assisting the member to develop wellness and self-management strategies

· Clinical Care Manager works with members for whom intensive clinical monitoring and follow-up may be beneficial (e.g. a person with several chronic conditions), such as

· Medication review and reconciliation

· Self-management training and support

· Frequent member contact as appropriate
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Enrollment Process
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Enrollment Process

· Statewide with defined service areas

· Enrollment Process: Key Principles

· Voluntary opt-out; change default from Fee for Service to integrated care

· Neutral/impartial enrollment broker

· Sufficient time and information to make a choice

· Choice of plans

· Preserve connections to current providers and caregivers

· Documenting the enrollment process to ensure member protections

· Active outreach and marketing by MassHealth

· In partnership with CMS, advocates, community organizations and others
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Enrollment Process Key Principles

· Neutral/impartial enrollment broker

· Oriented toward member interests, not interests of contracted plans Providing clear, useful, accessible information about plan options

· Leveraging community organizations to support member choice

· Contracted by MassHealth or federal government

· Sufficient time and information to make a choice

· Time to select a plan

· Sufficient advance notice and information to eligible members

· Opportunity to select specific plan or FFS

· Timely confirmation of choice or auto-assignment before coverage begins

· Sufficient and knowledgeable member support (i.e. SHINE)

· Transparency about provider network’s inclusion of members’ current providers

· Opportunity for outreach to members’ preferred providers and caregivers

· Clear member information and support when electing new or different providers
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Enrollment Process Key Principles

· Choice of plans

· Attract sufficient plans to enable member choice

· Voluntary opt-out system

· No default to FFS

· Members enrolled into the better plan

· No lock-in period

· Ability to change plans or disenroll

· Clear, useful, accessible information about how to change plans

· Preserve connections to current providers and caregivers

· MassHealth outreach to providers currently serving dual eligible members ages 21-64

· Require entities to continually enroll providers that meet network requirements

· Outreach to members’ preferred providers and caregivers

· Documenting the enrollment process to ensure member protections

· Clear description in contracts and/or MOUs with CMS and plans

· Regulation
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Beneficiary Protections
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Beneficiary Protections

· Require entities to offer choice of providers

· Ensure enrollee choice of PCP and access to a broad array of specialists and other support service providers

· Outreach to members’ current providers if not already in network

· Demonstrate capacity to provide, directly or through sub-contracts, full continuum of covered services

· Ensure robust internal and external complaints, grievances and appeals processes

· Unified set of requirements for entities’ internal processes

· Single external process that meets all regulatory requirements and ensure rights of both Medicare and Medicaid are protected

· Require entities to operate enrollee customer services

· Accessible, toll-free telephone service; oral and TTY/comparable interpretation services available

· Training and clear expectations for providing information
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Quality Measurement
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Quality Measurement

· Assessment of entities’ performance in key domains including:

· Access

· Person-Centered Care

· Health and Safety

· Comprehensive Care Coordination

· Integration of Services

· Administrative Simplicity

· Cost savings

· Actual measures to be chosen via multi-stakeholder process
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Provider Networks
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Provider Network Requirements

· Capacity to provide full continuum of covered services

· Demonstrated ability to meet the needs of persons with disabilities

· Continuity of care

· Choice of providers in proximity to a member’s home

· Inclusion of members’ providers that are willing to join plan network

· Continual enrollment by entities of providers that meet plan requirements
· Outreach by entities to members’ preferred providers and caregivers

Slide 24

Global Payments
· Entities will receive one actuarially developed, blended (Medicare and Medicaid) capitation rate for full continuum of benefits provided to an enrollee

· Use linked claims data (CY 2009 and 2010) to develop base capitation rates, plus data related to expanded services

· Higher rates paid for higher risk populations

· Possible use of incentive payments based on quality targets in care integration; shared savings
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Impact on Medicare and Medicaid Costs
· Most profound impact on cost will be in the longer term, associated with helping members become and stay well

· There is also potential for savings in the short term

· Elimination of incentives for providers to shift costs by transferring patients from one service or setting to another

· Opportunity for MassHealth to share in acute care savings (such as decreased use of inpatient and ER) that would result from additional investments in care coordination, expanded behavioral health care and long term services and supports 

· Opportunity for savings due to decreased use of institutional care

· Detailed actuarial analysis to come following receipt of  Medicare data in November
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Alignment with State-level Payment Reforms
· MassHealth’s payment reform goals:

· Create payment models that hold providers accountable, reward high quality

· Support a delivery system built on PCMHs, that integrates services, provides care coordination, and incorporates transparent and robust quality measures

· Move to global payments
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Ongoing Stakeholder Engagement
· Continue public meetings throughout CMS negotiation and implementation phases

· Maintain web site and email box

· All posted information available in alternative formats for individuals with disabilities, and

· Designed to be easily understood by persons with limited English proficiency

· Translated into prevalent languages

· Monitor beneficiary and provider experience and satisfaction through surveys, focus groups, and data analyses

· Require entities to operate meaningful consumer input processes, including governing or advisory boards that include beneficiaries or representatives 
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Draft Implementation Timeline
· Submit final Design Proposal in fall 2011

· CMS negotiations

· Flexibility will be necessary to ensure maximum administrative integration, clear accountability, and shared financial contributions

· Global Payment Rates

· CMS Decision by Spring 2012

· Procurement Spring 2012

· Enrollment packages to members beginning October 2012

· Begin enrollment January 2013
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Naming Contest
· Thanks to everyone for the creative suggestions!
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Visit us at www.mass.gov/masshealth/duals
Email us at Duals@state.ma.us
