
Centers for Medicare and Medicaid Services (CMS) Demonstration to Integrate Care for Medicare-Medicare Enrollees (MMEs) Overview

What are the key features of the Demonstration?
In partnership with the Departments of Mental Health and Addiction Services (DMHAS) and Developmental Services (DDS), the Department of Social Services (DSS) intends to implement the Demonstration to Integrate Care for adults over the age of 18 who are eligible for Medicare and Medicaid. 

This Demonstration, using the Managed Fee-for-Service Financial Alignment Model, will begin no sooner than March 1, 2015 and continue until December 31, 2018. Under this Demonstration, there will be two models that rest upon the building blocks of the State’s existing Medicaid and long-term care re-balancing reforms, which include medical and behavioral health Administrative Services Organizations (ASOs) and the Person Centered Medical Home (PCMH) initiative.  

The Demonstration will integrate Medicare and Medicaid long-term care, medical and behavioral services and supports, promote provider practice transformation, create pathways for information sharing, and will improve the quality of life of its members through key strategies including:
· data integration and state of the art information technology and analytics;
· Intensive Care Management (ICM) and care coordination in support of effective management of co-morbid chronic disease;
· expanding access for MMEs to Person Centered Medical Home (PCMH) primary care; 
· use of performance measures concerning quality of care and care experience to assess impact and to determine eligibility for performance payments; and
· a payment structure that will align financial incentives
· Supplemental Services are servicers intended to increase a member’s independence, participation in their own care and improve their overall quality of life. For the purpose of this demonstration, these services will include Intensive Care Management, chronic disease self-management education, nutrition counseling, falls prevention, medication management services, peer support, and recovery assistance. 

What are the key model design modifications?
· Reduce the scope of the Administrative Lead Agency within the Health Neighborhood.
· Supplemental Services will be included in the PMPM and may be provided by the Lead Care Manager or The Lead Care Management Agency may contract out for these services.
· Supplemental Services are servicers intended to increase a member’s independence, participation in their own care and improve their overall quality of life. For the purpose of this demonstration, these services will include Intensive Care Management, chronic disease self-management education, nutrition counseling, falls prevention, medication management services, peer support, and recovery assistance. 
· LCMA will submit claims on behalf of the beneficiary and will include modifiers to indicate which supplemental services were provided. 



How is eligibility and model assignment determined?

Individuals eligible for Model 1 are those meeting the following criteria: entitled to benefits under Medicare Part A and enrolled under Medicare Parts B and D; and receiving full Medicaid benefits under fee-for-service arrangements, Medicaid State Plan, and/or Medicaid waiver Services (this includes both individuals receiving 1915(i) or 1915(c) services, as well as non-waiver individuals).  

To be eligible for Model 2, individuals must meet the above criteria and must also be eligible for Assignment to a Health Neighborhood (HN) under this Demonstration. Individuals eligible for Model 2 can choose to opt out of Model 2 and into Model 1. Individuals initially eligible for Model 1 based on the attribution logic may opt into Model 2. 

Beneficiaries enrolled in a Medicare Advantage plan are not eligible for Attribution to this Demonstration. Such beneficiaries are eligible for Attribution to this initiative if they disenroll from their existing programs and meet all other eligibility criteria. 
If a beneficiary qualifies for Attribution to this Demonstration and another model that involves Medicare shared savings, including a Medicare Accountable Care Organization (ACO), and both start on the same date, the beneficiary will be attributed to this Demonstration. Medicare-Medicaid Enrollees in Connecticut that are already attributed to a Medicare initiative involving shared savings as of the beginning of this Demonstration, including a Medicare ACO, will remain attributed to that model and will not be eligible for this Demonstration until they no longer qualify for Attribution to that model. 
How will these models be structured?
Model 1

Model 1 will focus upon improving the member’s quality of life by expanding and modifying the ASOs’ Intensive Care Management (ICM) and Care Coordination capabilities to better meet the needs and preferences of Medicare-Medicaid Enrollees, including integrating Medicare data within existing Medicaid-focused predictive modeling and data analytics, as well as enhancing provider use of these data in support of better integration.
Model 2

Under Model 2, Medicare-Medicaid Enrollees will be assigned to a new local, Person-centered, multi-disciplinary provider arrangement called the Health Neighborhood (HN).  HNs will be comprised of a broad array of health care and LTSS providers. This model will involve networks of providers working together to improve quality of life by delivering coordinated care consistent with a Medicare-Medicaid Enrollee’s values and preferences through connections that will include Care Management agreements and electronic communication tools. A dedicated care manager within the HN will work with the beneficiary to coordinate all services, both Medicare and Medicaid, and will collaborate with the beneficiary’s primary care provider, specialist(s), behavioral health care provider(s), and other providers directly involved in the beneficiary’s care. Each beneficiary will have a Person-centered care plan that coordinates and integrates all clinical and related non-clinical needs and services. 	
Under both Models, the Demonstration will also expand the State’s existing PCMH initiative to include Medicare-Medicaid Enrollees, with the goal of improving access to and utilization of primary and preventative care. Medicare-Medicaid Enrollees will also be attributed to PCMH practices quarterly, based on claims history.

Health Neighborhood (HN) 
Under Model 2, a local, Person-centered provider arrangement comprised of HN providers including, but not limited to: primary care physicians; specialists; extender staff (e.g. Advanced Practice Registered Nurses, physician assistants); behavioral health professionals; community-based LTSS providers; hospitals; hospice providers; nursing facilities; Access Agencies for the Connecticut Home Care Program for Elders and Local Mental Health Authority (LMHA) or LMHA affiliates; occupational, physical, and language therapists; and dentists. HNs will be responsible for providing supplemental services available to Demonstration enrollees. They will focus upon local accountability among providers working together consistent with a Medicare-Medicaid Enrollee’s values and preferences through connections that will include Care Management agreements and electronic communication tools, to achieve better integration.
Each HN must also identify a Health Neighborhood Coordinator as well as a Behavioral Health Partner Agency (BHPA) with expertise in serving MMEs with behavioral health conditions.
The Health Neighborhood Coordinator and the BHPA will be jointly responsible for:
· ensuring adherence to Demonstration care coordination standards and procedures 
· developing a quality improvement program for care coordination
· providing or contracting for and monitoring Demonstration supplemental services
· creating forums for core curriculum learning collaborative activities for providers  
· developing client education and outreach materials and strategies

[bookmark: _GoBack]Lead Care Management Agency (LCMA) – Under Model 2, a Lead Care Management Agency is any organization that is a participating, contracted provider in a Health Neighborhood, and employs qualified LCMs. An LCMA may not be an individual as noted above the LCMA must be an agency.
Lead Care Manager (LCM) – Under Model 2, An LCM is responsible for assessing, coordinating and monitoring a Medicare-Medicaid Enrollee’s Demonstration Plan of Care (POC) for medical, behavioral health, LTSS, social, and supplemental services. LCMs will be employees of Lead Care Management Agencies participating in the HN, and/or possibly provided through other means as identified by the HN.
Health Neighborhood Assignment Processes: After the ASO determines who is eligible for the Demonstration, Connecticut’s neutral enrollment broker will assign Medicare-Medicaid Enrollees eligible for Model 2 to HNs based on receipt of services from HN providers within the previous 12 months. The ASO will: 
· First consider whether the individual has received care from a primary care provider (PCP, FQHC, clinic, or geriatrician) in the HN, and if so, enroll on that basis.  If not, 
· Second, consider whether the individual has received care from a behavioral health care provider (psychiatrist, psychologist or licensed clinical social worker) in the HN, and if so, enroll on that basis. If not, 
· Third, consider whether the individual has received care from a specialist (cardiologist or nephrologists) in the HN for one or more condition and if so, enroll on that basis. If not,
· Fourth, the State will work with the ASO and the neutral enrollment broker to develop a process to reach out to those individuals who may have no history with a medical provider within the HN and reside within the geographic area of the HN.  

Individuals identified through the first three steps above will be notified by the neutral enrollment broker that they have been auto-assigned to a HN. The Assignment process requires no action by beneficiaries and does not change their eligibility for other services or choice of Medicare or Medicaid providers in any way. Individuals identified through the fourth step would have the option to opt into a Health Neighborhood, but would not be auto-assigned.
How will attribution and model assignment be determined?

Attribution is the process by which CMS will work with the State to align eligible beneficiaries with this Demonstration to create the Demonstration Group for the purposes of evaluation and making performance payment determinations, including ensuring that beneficiaries are appropriately attributed across Medicare shared savings initiatives.

Beneficiary Eligibility: On a monthly basis, the medical ASO will identify which beneficiaries meet the Demonstration eligibility criteria, including which individuals are eligible for HN Assignment.
Attribution to the Demonstration: Effective the first of the following month, the medical ASO will attribute eligible beneficiaries to the Demonstration.  
Medicare-Medicaid Enrollees who received their primary care, behavioral health, or specialty care services from an HN participating provider within the twelve months preceding the Demonstration start date will be assigned to that HN, if they meet all other Demonstration eligibility criteria.
Assignment to Model 1: The medical ASO will assign to Model 1 those individuals who meet Demonstration eligibility criteria and who are not eligible for HN Assignment. Model 1 will receive a welcome notice from the ASO.  For Model 1, beneficiaries are attributed to this Demonstration starting on the date on which the Demonstration begins operations or the beneficiary meets the Demonstration eligibility criteria, whichever is later.
Assignment to an HN (Model 2): Following Attribution, the neutral enrollment brokers will auto-assign beneficiaries to an HN. The broker will use a stepwise approach to assign each individual to an HN, which considers beneficiary receipt of primary, behavioral health, or specialty care services from a provider participating in an HN. A neutral enrollment broker will have primary responsibility for issuing initial notices and welcome packets to each Medicare-Medicaid Enrollee who is attributed to Model 2. For Model 2, beneficiaries are attributed to this Demonstration beginning on the date on which the beneficiary meets the Demonstration eligibility criteria, or the date when the HN to which the beneficiary is assigned begins its participation in the Demonstration, whichever is later.

What payments and savings are available?

The main reimbursement mechanism will be FFS payments based on the established Medicare and Medicaid payment methods. There may also be additional payments, such as:

Start-up Funding. HNs meeting pre-established criteria may be eligible for prospective start-up payments from the State. The start-up payment is intended to offset a portion of the infrastructure cost associated with developing and implementing an HN. 
Risk-adjusted Advance Payments to HNs (APM). Connecticut will make risk-adjusted advance payments (APM) to HNs to support enhanced Care Management and to provide supplemental services available under Model 2. The State will make APM payments directly through the State Medicaid Management Information System (MMIS) to LCMAs for Medicare-Medicaid Enrollees who are enrolled in that LCMA.  The APM per member per month (PMPM) payment will be based on the semiannual risk score of the Model 2 enrollee using the ASO risk stratification process. Risk stratification will be refreshed on a semiannual basis.
Performance Payments to the State. Under this Demonstration, the State may be eligible to receive a retrospective performance payment based on quality and savings criteria.  Appendix 6 summarizes the methodology for savings determinations and the calculation of performance payments.
Quality Bonus and Value Incentive Payments to HNs. The State will use a portion of any retrospective performance payment received from CMS for this Demonstration to fund a Performance Payment Pool for HNs. The State will not make any Performance Payments to HNs in Demonstration Years that Connecticut does not receive a retrospective performance payment from CMS.  Connecticut will not seek FMAP on any Performance Pool payments to HNs. For Demonstration Year 1, the State will distribute the amount in the Performance Payment Pool based on HN performance on State-identified quality measures. The State will describe its performance pool payment methodology in the RFQ. In Demonstration Years 2 and 3, the State will divide the Pool into both a Quality Bonus Pool and Value Incentive Pool. Quality Bonus Pool payments will be based on HN performance against State-determined benchmarks and improvement over time. Value Incentive Pool payments will be based on actuarially determined cost savings the State will calculate by comparing actual PMPM expenditures to actuarially sound risk adjusted PMPM benchmark targets for a comparable population. Connecticut will define requirements for distribution of performance payments.

What are the key budget implications?
In January, 2013 CMMI issued guidance indicating that it was changing the means by which the fifteen states that received “design” contracts (of which Connecticut is one) would qualify for implementation funding.  In lieu of using the standing applications that were submitted in Spring of 2012, CMMI issued a new solicitation seeking more detail on implementation activities.  A notable change in this solicitation was that CMMI indicated that it would be providing over a two-, as opposed to three-, year period and that federal funding could comprise 100% of permissible Demonstration expenses in Year 1 and 75% of the same in Year 2.  CMMI reserved a pool of $95 million among the 15 states for these activities, and estimated that awards per state will range from $1 m. - $15 m.  

Connecticut submitted the required application to receive funding under the CMMI “Implementation Support for State Demonstrations to Integrate Care for Medicare-Medicaid Enrollees” opportunity on April 22nd, 2013. Our submission requested a total of almost $13 m. over the two identified funding years.   This budget will require review and revision after execution of the Connecticut MOU with CMS. Additionally, Connecticut will be eligible for Federal Medical Assistance Payments (FMAP).
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