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Under the Affordable Care Act, the Department of Health and Human Services has provided
flexibility to states to develop new models featuring care coordination and financial alignment to
serve the disproportionately complex and costly medical needs of dual eligibles (i.e., those
individuals eligible for both Medicare and Medicaid). These demonstrations seek ways to improve
guality and experience of care, while lowering costs. It is important to remember that these are
demonstrations, and, as such, will be testing new models with a difficult population, with new
opportunities for integration. While the body of knowledge about serving this population is limited,
there is some experience and evidence base on which the State can build.

Most of the dual integration models are using a more traditional managed care model.
Connecticut is pursuing an alternate route. It is testing two models, one where some of the
population across the state will be managed, to the extent appropriate, by medical homes
supported by an administrative services organization (ASO). The second will use new,
geographically-based provider networks known as “health neighborhoods (HN),” each with an
array of providers that will work together to provide team care management to those with complex
needs. The basis for reimbursement will be fee-for-service and incentive payments. This paper
examines what we can learn from more academic research, and from the practical experience of
a few states who have been leaders in the field of team care management, with respect to the
design of such health neighborhoods. It is a companion piece to a paper regarding lessons
learned with respect to the care management function, and follows a white paper related to
potential payment methodologies, focusing on shared savings.

What do we include in the term design? Following are some of the questions we think it is
important to answer. We have a better evidence base for some areas than others:

How are providers affiliated with one another?

Who leads the organization (administrative and content criteria)?

What are the functions of the lead (administrative and content)?

What type and how many providers need to be included in the neighborhood? Or
otherwise available?

What providers can participate?

Financial considerations: solvency, fiscal intermediaries, performance payments?
Data sharing/Health Information Exchange requirements?

How do HNs get formed?

Enrollment and member services function?

Supplemental service offerings?

More research has focused on the attributes of an organization’s care management than on its
structural elements, but some findings have emerged. While some may seem obvious — e.g.,
sharing data — they are often difficult goals to achieve, and it is worth repeating that they are
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important and deserve attention. The following findings regarding the characteristics of effective
networks were cited by one or more researchers. We follow them with some state case studies,
where you will also see many of these same themes echoed, particularly in North Carolina’s
recommendations:

e Communication and data sharing — this theme came up over and over again in many forms:
— Sharing patient information using centralized data and electronic health records
— Other communication among providers and between providers and beneficiaries
— Giving feedback to providers on their outcomes and costs
e Have the “right” practitioners, doing the “right” things in the most efficient way:
— Using comprehensive networks
— Using evidence-based practice
— Practitioners should practice to the top of their scope
e Make sure everyone is looking in the same direction — financial alignment of provider and
network incentives — as discussed in the shared savings paper:
— These need to address quality and cost to ensure value
— These need to be sufficiently disaggregated so that they provide incentives to those
making decisions
e Understand that this is hard to do and will take time, focus and money:
— Allow enough time for implementation, understanding that new entities, and support
structures for those entities, will need to be created or modified
— Help new entities at start up and throughout the process, financially and technically
— Have a project “champion”
o Ensure sufficient population with the right characteristics to maximize impact:
— Use an opt-out model to ensure sufficient enrollment
— Don’t assume all duals are alike. Even among high cost, duals only, 1% were high cost for
both Medicare and Medicaid — a group that may be where some of the greatest benefits of
integration lie

State Experience

Minnesota — Minnesota is in the midst of implementing community care teams. As reflected in the
RFP it issued for potential community care teams (CCT) to apply for start up grants, it has left the
specifications for its teams flexible with respect to staff design, scheduling and site of operation.
They allow nonprofit, for profit, government, Tribal government, clinics, hospitals, public health
departments, institutes of higher education to house teams. Each CCT must include at least one
certified or soon to be certified health care home (the state uses its own standards, not NCQA)
and have staff with chronic condition care management and prevention expertise. There must be
a local oversight structure which includes consumers. Other agencies may participate, but such
participation is not mandated. There must also be a component addressing transition support for
hospital discharges.

Vermont — Community health teams (CHTSs) support the medical home model in Vermont, offering
care coordination, health and wellness coaching, behavioral health counseling, and connecting
patients to social and economic support services. They also perform community outreach to
support public health initiatives. Each team is led by a registered nurse, who performs clinical
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duties and supervises the team. Other nurses, behavioral health counselors, dieticians and others
work with practices and individuals. There is an overarching grantee (need to verify) that supports
the care teams. This group houses an advisory group and a clinical operations group. Vermont is
in the enviable position of having an all-payer funding source — all payers in Vermont are required
to contribute to support the state’s Blueprint for Health that governs the CHTSs, as well as the
medical home model, more broadly. No formal evaluation has been completed.

North Carolina — North Carolina is generally considered to be at the forefront of states
implementing a medical home model, supported by a broader network of providers. They provide
a good case study for Connecticut to look at in more detail, given that they use a fee-for-service,
network-based model.

One lesson North Carolina stresses is that the planning and implementation processes can be as
important as designing the right model. They strongly suggest pilot implementation, understanding
that a network system will not be developed quickly or easily, that such a system requires strong
physician and other champions, and that it is critical for physicians to feel they have ownership in
the system in order to assure acceptance. They suggest an advisory board of health care leaders
who would address the same questions as Connecticut in designing their system: characteristics
of the network (size, providers, structure, etc.), network functions and services, enrollment,
performance measurement, partner agreements, information infrastructure, etc. They also focus
on the need to support the planning and fledgling network development efforts — financially,
technically, with communications, with training, with feedback.

Enrollment — North Carolina started with less complex populations and added more complex
groups over time. North Carolina recommends mandatory enrollment, if allowed. This has resulted
in 70-75% participation for Medicaid-only enrollees. They have only achieved about 12%
enrollment for dual eligibles, where enrollment is voluntary.

Building Networks — Initially, North Carolina asked all 37 large primary care case management
(PCCM) practices (i.e., at least 2,000 Medicaid enrollees) to participate and got a high rate of
positive response. At first, most networks were composed of only primary care practices, but as
aged, blind and disabled (ABD) enrollees were added to the program, requiring more complex
services and supports, other network models were used. There are 14 geographic networks.

At start up, approximately $30,000 was provided to each network. This was accompanied by
technical support and various cross network groups. North Carolina sees the role of the state as
supportive, not prescriptive, beyond setting broad ground rules; for example, each network must
serve at least 30,000 enrollees to ensure adequate resources. Typically, networks are built
around urban medical centers and fan out from that central point.

While there is flexibility, all networks include care managers (RNs and social workers), medical
management committees, an administrator, a medical director, a pharmacist and a psychiatrist.
Some specialists, such as psychiatrists, may not be full time.

Central Office — North Carolina uses a central office to ensure consistency, learning and
coordination among networks. A nonprofit runs the program, but with strong ties to and
coordination with, the state. Approximately 70% of the central office staff is dedicated to
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developing North Carolina’s Informatics Center and providing data and analytic support to the
networks, including a Case Management Information System, in addition to the more traditional
claims data.

Funding — PCPs receive $2.50 PMPM for the “easier” populations — typically families —and $5
PMPM for the ABD population. This builds upon higher than average Medicaid compensation —
95% of the Medicare rate. The networks are funded similarly — through “enhanced care
management payments,” paid as PMPMs by the fiscal intermediary. These rates are $3.72 for
family populations and $13.72 for ABDs. Networks support the central office by paying $2 PMPM
for each ABD enrollee from their enhanced care payments.

Integrating Physical and Mental Health Care Management — Mental health services were not
originally integrated into North Carolina’s networks because the mental health system in North
Carolina was undergoing a major restructuring at that time. North Carolina is working to now close
that gap; the goal being to help PCPs identify mental health issues, treat to the extent of their
expertise and comfort, refer when appropriate, and to improve information sharing. Network
psychiatrists will serve as behavioral health leads.

Adding Dual Eligibles — North Carolina began a unique Medicare 646 demonstration in

January 2010, retaining its focus on acute, rather than long-term care. They built this model on
the one they had used to provide services to the ABD population. They also had a shared savings
arrangement with Medicare. They did very well on quality measures, but have not, to date,
accrued savings to share, potentially due to start up issues. The state has now proposed using
duals demo authority and suspending its 646 demonstration. They hope to:

o Continue and expand the use of the medical home model for duals in the community and
extend medical home offerings to duals in nursing homes and other residential settings (not
including the mental health population)

o Develop an integrated functional needs assessment and resource allocation system,
regardless of setting

e Improve communications for beneficiaries and providers

Conclusion

To assess the relevance of North Carolina’s experience for Connecticut, it is worthwhile to briefly
compare and contrast the experience and plans of the two states. North Carolina had the
opportunity to build its system much more slowly — it added populations and services
incrementally, starting with medical services for parents and children, and eventually adding the
aged, blind and disabled and a broader array of services and providers. They have still not fully
integrated management of behavioral health services, although they recommend that other states
do so; their exclusion is largely based on historical reasons specific to North Carolina. They also
built on relatively high rates paid to primary care providers. In contrast, Connecticut will be
including all dual eligibles and will be focusing on the more difficult populations, aiming to provide
a strong team approach that manages medical, behavioral and long-term services.

Despite these differences and despite the lack of rigorous evaluation of specific model
components, there appear to be lessons to be learned from North Carolina’s experience. These
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include recognizing the importance of initial and ongoing technical and financial assistance to
support formation of networks; emphasis on the sharing of data and on data analytics, including
clinical feedback; communication and learning within and across networks, supported by a strong
central office; strong health care champions, and supporting providers in taking ownership of their
networks.

The lack of findings that can guide the development of health neighborhoods that are derived
from rigorous evaluation, and that can be definitively supported, carries over to the rest of the
related literature. However, there are certain key attributes that most sources agree should be
built into the model — improved communication, strong provider networks, sufficient enroliment,
strong data analytics, shared records, etc. In this context of uncertainty, it is critical to remember
that Connecticut is engaged in developing a demonstration project that will be used to test
important design elements.
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