Demonstration to Integrate Care for Medicare-Medicaid Enrollees (Duals Demonstration)

Status Update, April 22, 2014


Procedural Update:

·         In context of negotiating with the Centers for Medicare and Medicaid Innovation (CMMI) on the terms of a Memorandum of Understanding, we have confirmed that there is no flexibility in the terms of the shared savings arrangement between CMS and the State.


·         For each year after Year 1 of the demonstration, a Medicare Minimum Savings Ratio (MSR) (2%–5% based on the number of enrollees in the demonstration) must be achieved before the State can qualify for a retrospective award payment.  The amount of the federal share (50%) represented by those savings that is actually shared with the State will depend on a two-prong test; achievement of the MSR for a given year and performance on the established list of quality measures.

MSR 	
Number of Beneficiaries/MSR
5,000/4.50%
10,000/3.20%
20,000/2.45%
50,000+/2.00%

Depending on the number of Eligibles, we will have to meet at least the 2.45% threshold.


·         CMS will also use a Medicaid Significance Factor (MSF).  If Medicaid costs increases do not exceed the MSF for a given year, no deduction will be taken from the calculated savings. However, if Medicaid costs increases do exceed the MSF, that increase in Medicaid costs will be subtracted from the potential Medicare savings. CMS will utilize a Medicaid Significance Factor Medicaid (MSF) for the Demonstration. This factor will be set at the same percentage as the Medicare MSR.


·         Based on fall discussions with DSS and OPM leadership, and with the Complex Care Committee, we have confirmed with CMS that we intend to enter into a single MOU and a unified calculation of shared savings for all Demonstration activity.  This was done for the following reasons:


o   to increase the probability of achieving the required Demonstration MSR and to help ensure that Medicaid spending on new payments (APM II and supplemental services) does not result in exceeding the MSF and reduction of calculated savings;

o   to minimize concerns about movement between the two models, and across Health Neighborhood networks; and

o   to enable maximal participation of MMEs across the state in care coordination that is designed to support their needs.


[bookmark: _GoBack]·         Motivated by interests in optimizing the realizability of savings, and also in sustainability of the proposed Health Neighborhood approach, we are also proposing:


o   to eliminate the Administrative Lead Agency that was to have convened each Health Neighborhood, and also to eliminate the Behavioral Health Partner Agency, and to charge CHN and Value Options with performing these roles through the Regional Network Management teams; and

o   to petition CMMI for permission to change the authority under which we will make care coordination payments from 1915(b) authority (waiver authority) to 1932(a) Extended Primary Care Case Management (EPCCM) authority (State Plan authority).


·         Another important note is that the original estimate of 57,569 eligible participants must be revised downward to reflect participation by dual eligible in Medicare Shared Savings Program Accountable Care Organizations (ACOs).  Approximately 14,300 such individuals are currently aligned with MSSP Medicare ACOs, but not all are eligible for the duals demonstration (some are what are called “partial duals” – only eligible for Medicare Savings Programs).

