M edicare Special Needs Plans:
L essons from Dual-Eligible Demonstrations
for CM S, States, Health Plans, and Providers

|. Badkground

A. MMA, SNPs, and the Dual Eligible Demonstrations

Section @2310f the 2003Medicare Modernization Act (Marshdl, Longet al.)
created the oppotunity for anew type of Medicare Advantage health plan focused on
enrollment and services to "special needsbeneficiaries,” i.e., bendficiarieswhoresidein
nursing facilities, who were dudly eligible for bath Medicare and Medicaid, or who had
severe and disabling chronic conditions Theintent istha such "specia needsplans'
(SNPs) will address the high cogs and care chdlenges of growing numbers of
beneficiaries with chronic illnesses and disabilities.

The SNP provision alows health plansto target special needsbendficiaries, butit
does notcall for the Centersfor Medicare and Medicaid Services (CMS) to specify
requirements for other "specia” thingstha SNPs mightdo or provide Thisflexibility
has the potential to stimulate health plans providers, and states to innovae and
demondrate modds to inform future pdicy for SNPs. Since thelargemajority of the275
SNPs approved for 2006will serve dud eligible benficiaries, modds are paticularly
needed for thedud-eligible SNP option.

Many of these new dud-€ligible SNPs stem from current Medicaid HM Os that

passively enrolled dud-eligible beneficiariesinto acompanion SNP.! CMS allowed this

! Beneficiaries were told that they could get ther Part D benefitsin thenew SNP, and
unless they respondel that they did notwant to join, they were "passively" enrolled.
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to try to minimize the problems that occur when care systems are fragmented. Because
theinitial implementation of SNPs occurred during a period when there were other
important changes taking place in Medicare and Medicaid, it islikely tha these new
planshaveinitialy taken aminimal approach to coordinaing Medicare and Medicaid
finances, bendfits, and services, i.e., they will continueto jus manage Medicaid andllary
services as a Medicare wrap-around,and they have notinduded longterm care in thar
Medicaid capitations(Peters 2005) In thefuture, however, they could develop more
comprehensgve modds that add some responsbility for Medicaid-covered long-term care
services and that seek more coordination across acute and long-term care lines.
B. Thelntegrated Demonstration Programs

This report synthesizes approaches and lessons from 11 demondration health
plans contracting with CM S and three states tha can be seen as prototypes of this more
comprehengve and coordinated approach tha SNPs might take to integrating Medicare
and Medicaid (GAO 2000) Onedemondration modd was pioneered by the State of
Minnesotain 1997in the Twin Cities area as the Minnesota Senior Health Options
(MSHO), followed in 1999by the Wisconsn Partnership Program (WPP). All these
planshad subgantial suppot fromfoundaions paticularly the Robet Wood Johnon
Foundaion, which suppoted replications of the MSHO, WPP, and SCO modds through
theMedicare Medicaid Integration Program, Building Health Care Systems Program, and
the Center for Health Care Strategies. The Massachusetts Senior Care Organization
(SCO) initiative, which began opeaationsin 2004, was the only other state to implement
thefully integrated Medicare/Medicaid modd. 1n2001,Minnesota added a Disability

Health Options(MnDHO) plan for under-65 disabled beneficiaries, which opaates as a
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suboontractor to oneof theMSHO plans Two of the WPP plansalso serve physcally
disabled adults age 18-64. All of the 11 plansbecame MA SNPs for 2006.
Evaluaionsof the Minnesota and Wisconsn demondrationsshowed decreased
utilization in anumber of services compared to comparisons indicating tha the
integrated modds had some success in subgituting community services and care
coordination for ingitutiond services (Kaneand Homyak 2003;Kane and Homyak
2004) Althoughresults were notsignificant for all comparisons demondration plansfor
elders outperformed fee-for-service in hogital days (WI), hogital length of stay (MN &
WI), preventable hogital admissions(WI), and preventable emergency department
services (WI & MN). In no areas was fee-for-service performance supeior. Resultsfor
unde-65 plansin WI were mixed.
Thethree states and thar demondration sites share some features, which could
serve as afoundaion of an integrated SNP modd for dud eligible bendficiaries:
¥ Voluntary enrollment by both dud-eligible and Medicaid-only bendficiaries,
which requires plansto reach eligible beneficiaries and convince them to join.
¥ Finance throughrisk-adjuged capitationsfrom both Medicare (for eligibles) and
Medicaid, and assumption of finandal risk by health plans
¥ Indusonin thecapitation of Medicaid waiver and persond care attendant (PCA)
fundsto cover community care services tha suppot indgpendence and avoid
ingopropriate ingitutiondization, e.g., persond care, homemaking, trangportation,
persond emergency respon® systems, home-ddivered meals, adgptive

equipment, home modifications incontinence supplies, and respite care.
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¥ Indusoninthecapitationof all (WI and MA) or some (Smith and Smith)
responsbility for long-term nursing facility care.

¥ Full coverage of prescription drugsthroughthe Medicaid capitation (now shifted
to Medicare but with wrap-aroundMedicaid phamacy) .

¥ Specid efforts at care coordination of medical and sodal care servicesusng
capitation funding to cover staff, information systems, teams, and bendfits not
covered in standad Medicare and Medicaid programs.

Thethree states show tha within thisframework, there can also bevariationin
how to structure a comprehensve, integrated approach to adud eligible SNP.

1. Minnesota. During 2005Minnesota required 41,000 of the state's 51,000
Medicaid-eligible seniors to enroll in aPrepaid Medical Assistance Plan (PMAP), which
by state law were opeated by non-profit health plans Three of thenineHMOs that
offered PMAP (UCare, Medica, and Metropolitan) also offered MSHO, and one(UCare)
also offered MNDHO for unde-65 adults with physical disabilities. Since 2001, MSHO
has been available in 7 Twin Cities metro countesand 3 rura counies. Themuch
smaller MNnDHO program has been available only in the Twin Cities counies (See Figure
1 for additiond characteristics of the plans). TheMSHO and MnDHO planshandle
enrollment, claims, reporting, and finances; and they contract with Gzare systemsO(e.g.,
clinic groups howitals and affiliated physcians), aswell as other providersto ddiver the
MSHO services. Coordinaion of medical andsodal carein MSHO is peformed by
nurse and soda worker care coordinaors. Coordinaionin MNnDHO is handled by a
suboontract from UCare to AXIS Healthcare, which identifies disability-compeent

providers, with which UCare has or developscontracts. AXIS then manages care with a
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team congsting of anurse, soda worker, and member representative. Both community

residents (frail and non-frail elders) and nursing home residents can beenrolled in

Figure 1: Integrated Special Needs Péns
A. Service areas, plan Service area Profit Status Enrollees
types, and enrollees served served
Minnesota
UCare Twin cities area Non-profit 65+
Metropolitan Health Plan Hennepin Co
(MHP) (Minneapolis) Non-profit 65+
Medica Twin citesarea Non-profit 65+
UCare & AXIS Hedlthcare Twin citesarea Non-profit Adult disabled
Wisconsin
Eldercare of Wisconsin Dane Co. (Madison) Non-profit 55+
(ECW)
Community Care for the Milwaukee & Non-profit 65+
Elderly (CCE) Racine
Community Health 3rurd counties near Non-profit 65+ & Adult
Partnership (CHP) Eau Clare disabled
Community Living Dane Co. (Madison) Non-profit | Adult disabled
Alliance (CLA)
M assachusetts
Commonwedth Care Metro Boston, Non-profit
Alliance (CCA) Springfield 65+
Senior Whole Health Metro Boston For-profit 65+
(SWH)
Evercare SCO (ESCO) Metro Boston, Fall For-profit 65+

River

MSHO. TheMnDHO plan focuses on unde-65 disabled bendficiaries.

2. Wisconsn. The WPP was conceived as a PACE withoutwalls,Oi.e., the plans
enroll only thefrail elderly and/or physcally disabled and coordinate all services through
amultidisciplinary or interdisciplinary team, but withoutthe PACE requirements to come
to theday center for care or to use the PACE physcian (Mui 2001) The WPP teams
typically indudea nurse practitione, oneor two registered nurses, oneor two sodal
workers, and a part-time service coordinaor. Each team manages from 30to 120
members, with thetypical rangeof 50to 75. In additionto benghousd in onelocation,

teams generally meet weekly to review ther pands of paients. Mos WPP services were
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ddivered in thehome, and a nurse practitione from theteam coordinaes with each
enrollee's current physcian by accompanying paients on mog primary care visits. WPP
spon®rs were small, community-based non-profits tha were not managed care
organizationsbefore the program. Two of thesites serve only frail elders (ElderCare of
WI and Community Care for the Elderly), oneserves physcally disabled adults age 18-
64 (Community Living Alliance), and oneserves both popuktions(Community Health

Partnership).

3. Massachusetts. During 2005,the state contracted with three SCOs, which were
something of a cross between Wisconsn and Minnesota in thaer approachesto
contracting for medical care andclinical care coardinaion. Like Wisconsn, al were
small, new managed care entities: Senior Whole Hedlth is a free standing for-profit,
Commonwealth Care Alliance is a free-standing non-profit, and Evercare SCO isa
subgdiary of for-profit United Health Care. Like WPP sites, they also use teamsto
coordinate care, rather than the single care coordinator, as MSHO does. However, the
SCO teams were smaller than the WPP teams, consisting of a nurse and a sodal worker,
and a nurse practitione for selected members. The soda worker is caled a Geriatric
Suppot Services Coordinaor (GSSC), and the SCOs were required to contract for the
GSSC's services from the Area Agendes on Aging (called Aging Services Access Points)
tha runthe state-fundel home care and Medicaid waiver programs. The SCO teams
coordinate with physciansthroughface-to-face contact, thetelephone and information
systems. All SCOs serve only elders Bboth thefrail and nonfrail, and they can enroll
nursing home residents directly. The state has arisk sharing arrangament with plansin

the start-up years.
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Given thisoverview of thegenera and state-specific approaches to integrated
SNPS, we turn to five issues in more depth: (1) bendiciary characteristics, utilization,
and service cogs, (2) Medicare an Medicaid payment; (3) contracting for and managing
community care services; (4) coordination between acute care and community care, and

(5) marketing and enrollment.

1. Dual-digible characteristics, utilization, and service cogs

Thegod of theintegrated comprehensve SNPsfor dud-eligible bendficiariesis
to coordinae acute and long-term care services to improve both medical and longterm
care outcomes for high-risk popuktions Taking on this chdlengerequires undestanding
theneedsof dud-eligible beneficiaries, thefull range of servicesthey use in both
programs, and the cogs and utilization patternstha hedlth plans can expect.

This section reports data obtained from thedemongration sites on thar case mix,
utilization, and expenditures for several acute and long-term care services for Januay
throughJuneof 2005. Thelongterm care services may be unfamiliar to traditiond acute
care hedlth planstha may beinterested in starting integrated SNPs, while the acute care
services may beunfamiliar to potential community care sponsrs. For comparison
purposes, we have also obtained daa on some items from standard Medicare Advantage
programs.

We report thedaa by state but not by names of health plansbecause we do not
think the data suppot cross-plan comparisonsof why there are differences. We have
little reliable case mix daa, and we relied on thesites definitionsof howthey categorize

and countutilizationand cods. Itisnotpossible or appropriate to draw condusons
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from these daa abouttherelative effectiveness or efficiency of individud sites. Thedaa
were reported by the sites based on their own repotting systems and definitions and there
are differences in wha isinduded or excluded. Moreover, there are differencesin
practices with related services tha may mean tha the data provide less than thefull
picture of asite. For example, some geographic areas and plansmay rely more on home
health aides while other plansrely more on pesond care assistants (PCAs). Some areas
may have extended types of bath of these services unde the community waivers, and all
of these are used in combinaion or may subditute for each other.

Table 1 shows the case mix, number, and age of enrollees in each of the plans
With the exception of the MSHO plans all were quite small in 2005(less than 500
enrollees) and had highrates of igibility for community waiver services (i.e., they are
nursing home certifiable or NHC). Minnesota plansalso served large nunmbers of nursing
home residents. Average ageof enrolleesfor the plansserving elders was at or near 80,
while the plansfor thedisabled were around50. Amongelders, daanotindudel in the
tables show tha enrollees residing in nursing homes were generally six to eightyears
older than community residents.

Table 2 shows rates of emergency department visits per 1,000 members per year,
hogital admissiong1,000, hogital days/1,000,and hoital cogs per member per month,
annudized based on daafromthefirst 6 monthsof 2005. To theextent tha dataare
available, it can beseen tha NHC enrollees generadly had highe utilizationin all of these
howital categoriesthan nonNHC bendficiaries or even nursing home residents. Since
they do not serve non-NHC community enrollees, the Wisconsn planshad highe rates of

utilization, compared to MSHO and SCO plans Theunde-65 planswere congstently at
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thehigh end of al categories. By way of comparison, conventiond Medicare Advantage
plansreported hogital utilization of 1,500days/1,000in 2004 Similar paternshold for

hogital cods pe member per month: highest cogs generally in WPP and under-65 plans

Table 1 - Enrollees by
Rate Cell and Age NHC| Non-NHC
community| community| Institutional Totall Average
enrollees enrollees enrollees| enrollees age
MSHO Plans - 65+
A 687 786 1,138 2,611 80
B na na na na na
C 552 1,006 1,390 2,948 80
WPP Plans - 65+
D 436 na 22 458 79
E na na m 400 76
F 423 na 63 486 79
SCO Plans - 65+
H 167 173 1 341 76
I 135 465 6 606 75
J 75 575 89 739 76
Under 65 Disabled Plans
K 232 7 26 265 47
L 195 na 17 212 52
M 301 na 4 305 49
na: data not available from the health plan

Table 3 shows annud utilization rates and monthly expenditures for outpaient
physcian visits and phamacy. Dueto differencesin categorization and couning
methods physcian visits and cogs were typically difficult to compare across plans, and
these daailludrate thechdlenges. An additiond problem isthat some of these plans

use nurse practitionas to provide primary carein thehome and in nursing facilities, and

Page 9



some plansmay have counied these while others did not Thephamacy daain Table 3
showthevery highrates of prescription drug use in these dud eligible programs. To the
extent tha there are daa, thefigures show highe use by NHCs than nonNHC
community enrollees, buttherates of NHCs compared to nursing home residents are not
congstent. The WPP and unde-65 planswere paticularly high - with annudized rates
between 109to 190scripts pe person pe year and cogs above$397PMPM in five of
thesix plans

Table 4 shows annud utilization rates and monthly expenditures for Medicare-
covered skilled nursing facility care and non-Medicare, cusodia nursingfacility care.
Again, severa of the planshad difficulties breaking out utilization and codsin these
categories, in distinguishing between Medicare-type and other type nursing facilities, or
even reporting in thisareaat all. Largedifferences between NHC and nonNHC
community enrollees are appaent agan, but in this service area, nursing home residents
are notsurprisingly by far thehighest users of nursing facilities. Therisk for high cogs
inthisareais appaentin thefiguesfor PlansA, D, K. Plan D in Wisconsn isfully
responsble for the cogs of the 22 enrollees in theingitutiond category who used an
average of 342days of cugodia care each per year. Thissite may belosng significantly
onthelongterm care portion of the capitation, since the state pays only 95%of aformula
weighted heavily to community care cods.

Table 5 shows utilization rates and monthly expenditures for persond care
attendants. Thepropottionsof members with PCAs are also reported. Thedata show

that in mog plans abouthdf or more of the enrollees who were NHC had PCAs. Much
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smaller propationsof nonrNHC community residents receive PCA services, often
throughthe PCA portion of the Medicaid bendfit, which generally has less stringent
eligibility. Nursinghome residents do notreceive PCA services from plans with the
exception of oneof theunde-65 planstha sendsits own PCAs into facilities to
supplement services. Intwo of theplans nearly all members had PCAs. Thehours of
service or visits pe member aso vary congderably, and some of thisvariationislikely
dueto differencesin couning methods Spendingon PCAsin some plansis similar to
(A, H, and M) or subdantially more than (K) they spend on ho9ital services.

Table 6 shows utilization and cods for trangportation services. These figures
indudecoveragefor avariety of types of assisted trangotrt (e.g., taxis, char cars) to
primary care visits, adult day services, and other medical care. Thedaa showtha
trangportation benefits were used by NHC, nonNHC, and inditutiond beneficiaries
alike; but paternsof trangorting nursing home residents, versus providing rides for
thoe wholive a home appaently vary. Mog plansappear to provideenrollees at least
two roundtripsamonth. In some plans highrates of trangportation reflect tripsto adult
day services. Trangportationis also an expengve service for some plans althoughthe
lack of consstency in the data between high utilization rates and high cods agan reflects
thedifferences in reporting practices.

Theintegrated SNPs in thedemondration were shaped by thear states approaches
to theinitiative, by the health care systemsin ther communities, and by the contracting
organizations gods. Minnesotabegan MSHO and MnDHO in the Twin Cities, which
was characterized by large and sophisticated hedlth care systems and (by law) non-profit

HMOs. Wisconsn soughtto replicate the PACE program, butwithou the PACE
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Table 5: Personal Care

Non-NHC

Attendants NHC community [ Institutional Total
% of Members with PCA
MSHO Plans - 65+
A 47% 17% 0% 17%
B na na na na
C na na na na
WPP Plans - 65+
D 52% 0% 0% 50%
E na na na 94%
F na na na 38%)
SCO Plans - 65+
H 47% 5% 0% 26%
| 23% 1% 0% 6%
J(1) 8% 8% 0% 7%
Under 65 Disabled Plans
K 60% 14% 24% 55%
L na na na 44%)
M 86% na 0% 85%
PCA visits/hours/1000
MSHO Plans - 65+
A 646,260 144,046 503 208,806
B na na na na
C 698,915 195,288 6,034 199,462
WPP Plans - 65+
D 93,872 na na 89,362
E na na na 80,081
F na na na 86,557
SCO Plans - 65+
H 662,559 40,782 na 351,463
| 324,502 13,124 na 93,172
J(Q) 55,921 55,921 na 50,316
Under 65 Disabled Plans
K 1,313,750 93,081 42,844 1,163,551
L na na na 186,739
M 981,041 na na 967,813
PCA $PMPM
MSHO Plans - 65+
A $ 818 $ 182 $ 1 % 264
B na na na na
C $ 402 $ 91 $ 4 % 108
WPP Plans - 65+
D $ 264 na na $ 250
E na na na $ 126
F na na na $ 158
SCO Plans - 65+
H $ 658 $ 39 na $ 349
| $ 334 $ 14 % - $ 96
J() $ 351 % 351 $ - $ 316
Under 65 Disabled Plans
K $ 1,708 $ 117 $ 55 $ 1,513
L na na na $ 338
M $ 822 na na $ 811

(1) Plan J figures for NHC and Non-NHC enrollees pooled.
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Non-NHC

Table 6: Transportation| NHC community | Institutional Total
One-way Trips/1000
MSHO Plans - 65+
A 28,118 8,325 6,237 12,461
B na na na na
C 162,159 23,418 39,037 57,593
WPP Plans - 65+
D 88,904 na 11,091 85,166
E na na na 128,923
F na na na 49,910
SCO Plans - 65+
H 83,176 25,040 3,000 54,000
I 1,643 380 44,516 1,376
J(1) na na na na
Under 65 Disabled Plans
K 83,802 58,378 74,222 82,254
L na na na 74,083
M 26,617 na 36,000 26,744
Transportation $PMPM
MSHO Plans - 65+
A $ 53 % 17 $ 15 $ 25
B na na na na
C $ 69 $ 15 $ 32 % 34
WPP Plans - 65+
D $ 218 na $ 26 $ 209
E na na na $ 156
F na na na $ 27
SCO Plans - 65+
H $ 44 % 13 $ 5 % 28
I $ 37 % 11 % 841 $ 30
J na na na na
Under 65 Disabled Plans
K $ 232 % 170 $ 196 $ 227
L na na na $ 44
M $ 153 na $ 101 $ 152
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requirement to attend adult day center or to switch to the PACE physcian.
Massachusetts had no size or profit-status requirements, but they wanted plansthat would
serve al Medicaid-only and dud-eligible elders, go statewide, and bewilling to work
with theaging nework. Mog planswere still very small and ther membershipswere
characterized by high rates of disability and medical complexity. Utilization and cogs of
key services - howitals, physcians prescriptiondrugs nursing facilities, and persond
care - were also very high (Tables 1-6). Plan characteristics are summarized in Figure 1
above
[11. Payment Approades

For integrated SNPs to befinandally feasible, states and CM S need payment
approaches tha are sengtive to expected cods for covered Medicare and Medicaid
services, aswell as othe services and management expenses (paticularly care
coordination) tha are notnomally reimbursed by either payer. This section describes
the case-mix-adjused payment approaches tha have been used by Medicare and
Medicaid. A common core of payment schemes for both payers has been the concept of
"nursing home certifiable" (NHC), which refersto bendiciarieswhoresidein the
community, butwho meet pre-admission screening requirements for nursing facility care.
Medicare has used the NHC payment category in demondrationsfor more than 20 years
in Soda HMOs (Leutz, Kistner et al. 1990)and PACE (Assodates 1997) and it was
carried over into these three dud-eligible demondrations Medicaid community waiver
services were generally targeted at NHC beneficiaries, and Medicaid agendes also used

the NHC conaept to adjus payment in awiderange of demondrations Whilethe NHC
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approach is being phased outin Medicare in favor of a"frailty" adjugor (see bdow),

NHC islikely to remain afactor in Medicaid payment.

A. Medicare payments

The Medicare finanang approach has been uniform acrossthe 11 plans Unde
Section 402 waivers, Medicare has pad planswith a variant of the NHC-adjusted
demographic formulaused in Sodal HMO and PACE programs (Temkin-Greener,
Meinerset a. 2001) Plansreceive theregular demographic rate cellsfor nonNHC and
ingitutiondized members, butthey receive PACE adjudors, i.e., 2.39times the county
rate cellsfor both Parts A& B, for memberswho were NHC. Per mandée of the1997
Balanced Budge Act, between 2004and 2008 the demographic payment approach is
being phased out, and the Hierarchical Condition Category (HCC) risk adjusment
approach is being phased in (Kautter and Pope200). However, unde waivers (agan
similar to PACE and Soda HMOs), CMS addsfrailty adjugorsto theHCCs. To
determinethefrailty adjugment, the propottionsof community-living enrollees aged 55
and over in the plan with difficulties performing activities of daly living (ADLS) such as
bathing and dressing are calculated based on a survey conduded in the prior year
(Khautsky, Walsh et al. 2006) the propottionsare multiplied by the adjugors (Table 7);

and the produds are summed. Thisistheplan'soverall frailty score, anditisadded to

Table7- CMSHCC frailty adjustors

#of ADLs Adjustor

0 - 0.143

1-2 +0.172
3-4 +0.340
5-6 +1.094
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(or subtracted from) the plan'soverall HCC score for enrollees age 55 and over.

Thedecison on whether to indudethefrailty adjustment beyond 2008, as these
demondration plansfully trangtionto SNPs, has not been made Thefrailty adjugtor and
theNHC-AAPCC are not available to other new SNPs, but CMS is studying upddes and
changesto HCCs, induding the need for and use of thefrailty factor.

Table 8 shows tha all of thedud eligible planshad HCC scores consstent with
high-cog, complex enrollments (an HCC score of 1.0 istheaverage Medicare
bendiciary). Thefrailty adjugors add significantly to reimbursement for al plans
reflecting the high propationsof NHC bendiciaries with accompanying ADL difficulties
(e.g., Plan M's .46 frailty adjugor indicates a popukbtion with difficulty on averagein
more than 4 of 6 ADLS). Thethree Massachusetts plansall used afrailty factor of 0.30,
which was the default for start-up planswith no prior experience. Therighthand column
of thetable showing total risk adjugments indicates tha mog of the demongration sites

received at least doubke the average Medicare spending in thar locality.

Table 8 - Medicare risk Frailty Total
adjustors HCC Score factor Adjustor
MSHO Plans - 65+

A 1.43 0.15 1.58

B - - -

C 1.56 0.21 1.77
WPP Plans - 65+

D 1.91 0.39 2.30

E 2.36 0.44 2.80

F 2.28 0.45 2.73
SCO Plans - 65+

H 2.05 0.30 2.35

| na 0.30 na

J 151 0.30 1.81
Under 65 Disabled Plans

K 1.53 0.70 2.24

L 2.28 0.45 2.73

M 2.28 0.46 2.73
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B. Medicaid payments

In contrast to Medicare rates, where mos cods are in acute care, Medicaid rates
are domnaed by long-term care. Theonesmilarity across thethree statesisthat all
states had arate cell for beneficiaries who were NHC, which incorporates the state's
average spending for community waiver services for NHC bendficiaries, the estimated
codgs of supplementary services for NHC beneficiaries, and a component to cover the
plans risk for nursing home care. Thenursing home risk provides the planswith
incentives to keep beneficiaries livingin thecommunity. TheNHC cell istheonly rate
cell in Wiscondn, butthe other states also had Medicaid rate cells for community non
NHC bendficiaries and for ingitutiond residents.

1. Minnesota. The state puts plansat risk for thefirst 180days of nursing home
codsfor enrolleeswhoinitially resdein thecommunity (Figure2). A component to
cove theestimated risk for the 180daysisindudel in both the NHC and the community
"well" rate cells. Thestate paysdirectly for nursing home cods after 180days, aswell as
for enrolleeswho join MSHO directly from nursing homes. Fundsfor al of thebasic
care Medicaid bendits, induding PCA, home hedlth aide, private duty nurse, and skilled
nurse visits benefit flow throughthe nonrinditutionad Minnesota Senior Care rate to
PMAP, MSHO, and MnDHO plans and these components of therates are the same for
both NHC and non-NHC community residents.

2. Wisconsn. Thecapitationrate for WPP sitesis based on thefact tha amongall
elders age 65 and over in Wisconsgn who were NHC, 80%residein thecommunity and

20%resdein nursing homes. The state calculates the per capita cods for each group
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(nursing home and community NHC) for long-term care, medica services, and andllary
services. They usethecods of waiver paticipants for the community long-term care cost
profile (althoughthey know tha notal NHC bendiciaries were in waiver programs).
Then the state pays the WPP plansa weighted average of the two groups cogs, less 5%,
i.e.: (0.2 X NH resdent cogs + 0.8 X waiver participant cogs) X 0.95. Theeisaso an
annud retrogpective case mix adjusment to the Partnership rates. If therates change
based on actud plan experience, the state pays or collects thedifference. Therefore, the
state bdieves tha thisreduaes thefinandal incentive to "cherry pick" or practice

selective enrollment.

Figure 2. Payment approaches
Minnesota Wisconsin WPP M assachusetts SCO
MSHO/MDHO

Medicare capitation

NHC-AAPC - Phesing out - Phasing out - Phesing out

Frailty-adjusted - Phesingin (55 & older - Phasingin (55 & - Phesingin

CMSHCC only) older only)

Medicaid capitation

HCB waiver services - Yes - Yes - Yes

Personal care services - Yes - Yes - Yes

Custodia NH services - 180daysrisk - Unlimited risk - full risk, but offset by
transition to 3-tier
nursing home rates

3. Massachusetts. Massachusetts put plansat risk for thefirst 90 days of nursing
home cods, after which they pad plansat a case-mix adjuded rate (there were three tiers)
to cover nursing home costs directly. Enrollees who entered a nursing home from oneof
the community "well" rate cells were paid uang the NHC rate cells for three months
after which they were pad throughtheingitutiond cells. If aplan moved anursing
home resident into the community, thenursing home rates continued for three months

Thisrate structure put plansat risk for nursing home cogs (since planshad to pay nursing
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home per diems within therate structure) and also created incentives to move nursing
home residents back to the community. In addition, Massachusetts had a risk-sharing
arrangament with sitestha limits overall profits and losses on Medicaid reimbursement
and services within pre-defined risk corridors.
C. Discussion

In summary, thelongterm care components were the mos sengtive pat of the
Medicaid capitation for integrated comprehensgve SNPs, since the components for
nursing home care and for community care added consderably to therates. Rate
components for cugodia nursing home care differed by state: The Wisconsn rate
structure was the same regardless of residence; Minnesota limited nursing home risk to
six monthsof exposure for those entering from the community and no responsbility for
those enrolled in thenursing home; and Massachusetts put contractors at full risk for
nursing home cogs but limited tha risk by building in trangtionto highe rate cells (first
to NHC rates and then to three-class inditutiond rates) for those staying three monthsor
longe. These structures reflected tradeoffs for states between (1) wanting to give
incentives to keep enrolleesin thecommunity (by building long-term nursing home risk
into basic capitationg, and (2) wanting to avoid paying too much for enrollees with
relatively low risk of ingitutiondization (by making rate adjusments or risk limits tha
were closer to theactud cods of nursing home care).

All states based rates for community care waiver services on beneficiaries who
were NHC and actudly participated in waiver programs, rather than also induding
bendiciaries who were NHC and did not patticipate. Ratesfor PCA bendfits were

perhgosthe mog sengtive, since therates wereinduded in theandllary and other
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medical components of rates, which were pad for al enrollees, whether they were NHC
or not Each of these rate calculationswas based on assumptionstha the case mix of
enrollees within each of therate cells would approximate the case mix of the popuktion
used to calculate rates. Obvioudy significant discrepandes of enrollee case mix from
assumptionswould lead to over- or unde-payment.  States had variousways to track and
adjud for these possibilities (e.g., rebasing rates periodically in Minnesota, retrogoective
adjugmentsin Wisconsn), butit was beyondthe scopeof this evaluaion to assess ther
accuracy.

Thekey policies suppoting the planswere disability-adjusted capitationsfrom
both Medicare and Medicaid. Medicare'slongstanding use of special demondrationrate
cells(i.e, 2.39) for bendficiaries meeting NHC criteriawas bang phased out, and a
fraillty-adjugment was added to the HCC methodobgy. All planshad HCC scores much
highe than the Medicare average, and thefrailty factor was used with all of thedud
eligible plans In all three states, Medicaid pad a capitation tha induded fundsfor
community waiver bendfits, persond care attendant benefits, and some or al risk for
cugodial nursing facilities. Althoughit was beyondthe scopeof this report to assess
finanaal viability of theplans they all reported that they were viable. The combination
of risk-adjusged Medicare and Medicaid payments were covering ther high cods.

V. Contracting for and M anaging Community Care

A comprehensve approach to dud eligible SNPs requires tha health plansenter
theworld of policy, programming, and systems for community care services. A long
standing god of both federal and state policies for these servicesisto maintain

indgpendence in the community for dud eligibles, and in turn to reduce spending on
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long-term nursing facility care. Mog states now pursue these endsthroughMedicaid
waiver programs and/or persond care attendant (PCA) programs. Theintegrated SNPs
were capitated to ddiver services covered in both of these programs as part of ther
comprehensve bendit packages.

This section andyzes how states contract for these services with the integrated
plans and how theplansin turn contract for and managethese services. States contracts
lend to thereprodudion of certain waiver and PCA program features within the plans
and these programs continued existence guides and restrainswhat the plans can and
cannotdo regarding service eligibility and how benefits were managed. We first review
issues and then illudrate them with examples from the states and plans  Theissue of
coordinating these services with medical care will becovered in SectionV.

A. General Issuesin Community Care Contracting

Following long-standing state and federal pdiciesin awiderangeof community
care programs, all three states and the 11 contractors targeted community care services
and care coordination a aminimum to NHC bendiciaries, to bendiciaries who met
eligibility criteriafor PCA bendits, andto beneficiaries who met targeting criteriafor
skilled home health. Some contractors were more expangve in making community care
available to thar enrollees, butthey could not bemore restrictive.

We will see presently tha thecriteriafor beang NHC differed across thethree
states, as did the assumptionsand daa behind payment rates (as was described in Section
[11). Contracts called for plansquickly to identify and serve enrollees who were NHC,
and to develop care plansfrom ther widerangeof community care services. NHC

eligibility was assessed (and periodically reassessed) in the home by plans care

Page 24



manager's. Beyond contract requirements, there was afinandal incentive to find, assess,
and serve NHC enrollees, since enrollees needed to be assessed in order to bring the
highe NHC rates from Medicaid and Medicare. Oneinnovaion of the Massachustts
and Minnesota modds was tha non-NHC members also received an assessment, a care
plan, and care coordindion, althoughat a different intengty and variety of community
care services than NHC bendiciaries.

The PCA and home hedlth benefits were also pahsto receive community care
services. ThePCA and home hedlth rate components pad by these three states were
separate from the community care waiver comporent pad for NHC-eligible enrollees, as
were eligibility criteria, assessments, bendfits, and (in some cases) providers. In
Medicare, thecriteriafor eligibility for home health and hogice services, aswell asthe
payment components in the capitation, were also carried over into thedemongration
plans The specific approaches used by contractors to pay for, monitoring ddivery of, or
to coordinae theddivery of Medicare home health and hoice benefits and Medicaid
home health bendfits are nat addressed in thisreport.

To ddiver the services covered by Medicaid waiver and PCA bendits, health
plans contracted with organizationsfor services nat usualy covered by managed care
organizations Theeleven dud eligible planshad to decide whether to use theexisting
waiver program and PCA program networks, and even theterms of existing state
contracts, or to develop and managethar own services. Theformer path had the
advantage of usng existing infrastructure, butthere was the disadvantage of its beng
difficult to tailor servicesto thedemandsof the plans more closely coordinaed systems

of care.
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Plansalso had to establish relationshipswith local agendes tha ran the Medicaid
waiver programsfor thestates. Theterms of these relationshipswere more or less
determined by states, butmog sites could choos whether or notto purchase case
management and/or services throughthem, and all hope for referrals fromthem. The
following descriptionsillugrate how these issues played outin each state. The
arrangements by state are summarized in Figure 3.

B. Minnesota

1. Waiver services

Assessment, eligibility, and care planning. In Minnesota the care coordinator
performed theinitial and annud in-home assessment to determine NHC statusand
prepare acare plan. To deermineNHC, the coordinator weighed the evidence, and near
the end of the assessment form, checked a"yes' or "no" box as to whether "this person
require(s) thelevel of care provided by afacility." A "yes' resulted in acare plan and
NHC classificationif the member agreed to theplan. A "no" also led to a care plan, but
likely with much less contact unless there were medical issues, or the beneficiary might
qudify for the PCA bendfit (see bdow). Re-assessments are scheduled as needed. One
site reported tha few eligible enrollees refused services, but many more refused to be
assessed.

State staff pointed out that this assessment sequence reversed what takes place
outsideMSHO in thefee-for-service world. Therethe policy was to use state plan
services (i.e.,, PCA) first, and then refer to thewaiver program if a person’'sneeds could
notbemet with aPCA, or if apersonwas notéeligible. Within MSHO, plans seemed to

prefer to assess NHC (and waiver service) eligibility first, and then to turn to the PCA
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Figure 3: Community car e service contracting & management

county waiver program
- All added some
services beyond waiver
package

own HCB services, eg.,
persona care attendants
and adult day

- All added services
beyond waiver package

Minnesota Wisconsin WPP M assachusetts SCO
MSHO/MDHO

HCB waiver services
Targeting - NHCs - NHCs - NHCs

- Beneficiaries who lose

NHC statusare

disenrolled
Care management & - 2 planssdf-managed | - All plans self-managed | - 1 plan self-managed
service contracting - 1 plan contracted with | - 3 plansproduced their | - 2 plans contractedwith

waiver programs

- All plans got team
socia worker through
contract with waiver
programs

benefit for nonrNHCs. Perhgpsthis may be dueto the need to assess NHC dligibility
anyway for payment purposes, the ability to cover PCAs aswell as other services through
thewaiver, and the need to use outside assessors to determine PCA dligibility.
Community care providers. Plansboughtcommunity waiver services for the mos
pat from the same providers as county waiver programs, often usng theterms of county
contracts, induding counies standad elderly waiver rates. Onesite said they used the
county contract structure rather than the health plan'sstandard provider contracts because
usngthehedth plan'sstandad 30-page contract with small community providers would
notbe appropriate. Workingthroughthe same providers with standard county waiver
contracts madeit difficult for plansto get a highe level of peformance from these
providers than waiver programsreceived, e.g., no hdp fromthein-home aidein
suppoting medical care. To address this problem, oneplan developed a special contract
for mog home care and PCA services, which allowed it to expect assistance from thein-

home aidein suppoting medical care.

Community care bendfits. Plansreported the ability to use money fromthe pooled

capitation to purchase non-traditiond services, e.qg., grab barsthat are ingalled propely
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and quickly; a microwave oven for someonewho can't cook; podket amplifiersfrom
Radio Shack for people who were hard of hearingbut not qudified for hearing aids or a
bed or mattress for someonewith a bad back because of a bad mattress. Minnesota sites
occasiondly offered extracommunity care benefits for members who were not NHC.

Relationdhip with county waiver programs. Thesites described different modds
for handlingthefinandal, contracting, and referra relationshipswith counies. Onesite -
the county health plan - simply contracted back to the county for al care coordinaion
and purchase of community services. This protected the county fromlosng busness and
broughtthem into themedical care coordination process. The other two sites hired thar
own care coordinators (or used contracted health systems care coordinaors), and (with
the county exception) purchased services directly from vendors. Thuscounies were left
out, andthe potential for loss of participants and revenues existed. Since MSHO grew
dowly (after ten yearsit was serving only about6,5000f 41,000dud eligible seniors
who were required to enroll in PMAP in 2005) and was limited to 10 Twin Cities area
and rural countes, thesituation has been manageable. Theimpact of moving MSHO
statewidein 2006is discussed in Section VI on marketing. In 2005,all of theplans
contracted with countes for some aspect of the expanson.

2. PCA bendits

In Minnesota, mog utilization of PCA services was throughthe Medicaid state
plan, butsome PCA services were provided through waivers. Both funding sources had
to beinduded in MSHO and MNDHO plans andall PCA servicesfor thos digible for
thewaiver from both sources were run and managed throughthe same mechanism tha

ran thewaiver services. To assess bendficiaries for PCA €ligibility, the Minnesota health
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planshad to contract with public health nurses (from the Visiting Nurse Assodation, the
county hedlth department, or indgpendent) who were qudified to administer the required
assessment of ADL, behavioral, and cognitive issues, and then the health planswere
responsble for the care planning and managing thecare. Planswere frudrated with thar
management of the PCA bendit and services. Oneissuewas control: Theoutside
assessors recommend services to MSHO care coordinaors, who could approve or not
Anothe frudration was allowing family membersto be PCAs, which sites said increased
cods subgantially.

Summary of Minnesota community care contracting. Thestructures of waiver and
PCA programs & criteriawere replicated within the prepad program or at times
contracted for outsidethe program. There was some flexibility in creating new benefits
(e.g., aspecia mattress) from pooled fundsas deemed ben€ficial, but plansmodly
boughtwha was aready available throughstandad contracts and rates. Moving care
coordingion for waiver services into managed care created competition with couniesfor

bendficiaries and funds unless the MCO used the county care coordinaors.

C. Wisconsin

1. Waiver services

Assessment, eligibility, and care planning. Since being NHC was a requirement
for membership in WPP, al bendficiaries went throughthe same assessment and care
planning process. Wisconsn assessors were trained to use theonlinefundiond

eligibility screen developeal by the state, which had an automated scoring system tha
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determined whether a pasonwasin thefrail elder or physcally disabled target group.
Eligibility was based on both ADLs and Ingrumental ADLs (IADLSs), which were meal
preparation, managing medicationsand treatments, money management, and usng the
telephone In addition, "the screen has questionsaboutcognttion, behavior, diagnoss,
medically-oriented tasks, trangportation, and employment; as well as indicatorsfor
mental health problems, subgance abuse problems, and other conditionstha putaperson
at risk of ingitutiondization” (http://dhfs.wisconsn.gov). Thesodal worker ontheteam
was respongble for assessing the need for and coordinaing the ddivery of community
care services. Amongothe things the assessments focused on the persond care needs of
themember, induding whether they needed a PCA, meals on wheels, equipment at home,
etc. Theteam reviews care plansat least every six months

Therequirement tha all enrollees meet NHC dligibility criteria was reported bea
problem when fundiond statusimproved. In thiscase, bendficiaries either had to go
back to Medicaid fee-for-service (if they were income-eligible) or to thewaiver. Buton
thewaiver there was awaiting list, and they would not qudify anyway since they were
notNHC. So if they did nothave Medicaid eligibility except throughthe waiver, they
could lose notonly thar community care services, but also ther Medicaid coverage

Community care providers. Oneof the WPP sites generaly contracted with
existing providers to ddiver community care services, while the other three often
ddivered community care services with their own staff, induding PCAs, and varioudy
adult day centers, skilled nursing, and rehab. Staff reported tha PCAsin these sites
could do more medically related services because there was close professiond oversight

Onesite tha served both eldas and unde-65 disabled had 130 PCAs on staff to care for
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its nearly 700 membes, induding some who were more highly skilled Certified Nurse
Assistants. Another site tha served only unde-65 disabled had a pool of 700approved
PCAs from which its 300 enrollees could choo. About25%to 30% of members at one
Site used its day center, where staff had the oppatunity to provideclinical services as
well (they had a dental office, amemory loss center, blood pressure check, etc.).
Community care bendfits. The pooled revenues from the capitation allowed
plansto pay for the extengve team care management described in Section |, aswell asa
widerangeof community care services. Respondents pointed to advantages of ther
service package as compared to thefee-for-service world, particularly with respect to
physcal and restorative therapy. Oneof the sites serving unde-65 disabled set up a
Resource Allocation Committee to establish guiddines aroundcommunity services. Its
seven members met weekly and vote anonynoudy to review requests and/or establish
guiddines. They had guiddines and data on cog-effectiveness for air conditioneas,
complimentary therapies (acupundure and massage), health classes, warm water therapy,
dance therapy classes, carpet cleaning, blood pressure cuffs, lighttherapy, lotions
medication alarms, onetime moving fee, and support shoes for diabetics.
Relationghip with existing community care programs. Wisconsn'sintegrated

SNPs had paticularly complex relationshipswith existing community care programs.
First, dgpending on thecounty, there were oneor two such programsin WI: the
Community OptionsProgram (the community care waiver program), which isrun by
county human services departments, and the Family Care program, which is accessed
throughcounty Resource Centers and managed by capitated, county-run Care

Management Organizations In some counies, PACE was aso an option. Fully digible
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Medicaid beneficiaries had a choice to enroll in WPP or the other options and WPP
programs worked with these other local organizationsto seek referrals of eligibles. Each
program has a different type and level of care management, a different benefit package,
and a different approach to induding family members as caregivers. The county
Medicaid office certifies Medicaid eligibility, which is a prerequisite for enrollmentin a
dud eligible program. WPP programs reported that they tried to maintain good
relationshipswith county offices to minimize the degree to which WPP membersrolled
on and off Medicaid.

2. PCA bendits

The WPP sites did notreport frudration managing the PCA care as a sepaate
bendfit, as was foundin Minnesota and Massachustts. This may reflect thefact tha they
did not need to use outside staff to condud assessments and care planning, and to thefact
tha WPP sites did not need to provide PCA services to enrollees who were not NHC.

3. Summary of Wisconsn community care contracting

Since Wisconsn Partnership sites only enrolled NHC beneficiaries, they did not
have theissue of assessing and care planning for non-NHC bendficiaries, induding the
issue of managing a separate PCA bendfit with separate eligibility. Persond care benefit
fundswere included in the WPP capitation, but thefundsto suppot the service were
pooled and managed with other longterm care benefit fundsrather than managed
separately. Theteam care management approach, as well as the capability of team
members to ddiver services directly, provided theteam with greater control over
community care service ddivery than theMSHO modd. Moreover, thethree sites that

directly employed, trained, and managed their own PCAs had even more capability to
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enlist community care in the broader clinical enterprise. Competitionwith county
community care programs for bendficiaries and fundswas reported, butit did not appear
to beasintense asin Minnesota. Perhagpsthisis because there was noimmediate
progpect of mass convasionsof bendiciaries to WPP, eithe in the counies currently
served or in new countes.

C. Massachusetts

1. Waiver services

Assessment, eligibility, and care planning. Theinitial assessment process induded
(1) triageto see if thenew member mightbeNHC, (2) completion of the Minimum Data
Set/Home Care (MDS/HC) by theteam's nurse, and (3) entry of thedaa (to dae by hand)
into the state's secure internd web site. Then there were re-certificationsevery six
monthsfor some categories. The state SCO contract described NHC eligibility as
follows: "If an Enrolleeisa community resident, islimited in two or more activities of
daly living (ADLS), and has a skilled nursing need three or more times per week, as
recorded throughthe MDS/HC form and approved by DMA, the Enrollee will be
classified NHC."

Once the assessment was completed, two of the sites obtained leadership in
developing and implementing the plan for community care services fromthe Geriatric
Sodal Services Coordinaor (GSSC). The GSSC worked for Aging Services Access
Points (ASAPs), which are the state-chartered non-profit Area Agency on Aging tha
managed the state home care program and the Medicaid waiver program. The SCO
contract requires tha sites contract with ASAPs for the services of the GSSC, since they

were familiar with thecommunity provider system. Thethird Site to date based its teams
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in community health centers, many of which already had home visiting nurses, who
assumed tha role in the SCO team. The GSSC till fundioned as an expert in thelocal
service system, but Yhewas lessinvolved with home visiting if the health center had this
expeience.

Community care providers. The SCO sites differed in the extent to which they
used the ASAPs to access community care. Two sitesrelied heavily on ASAPs to
arrangeand providecommunity care. They paid the ASAP thecod of services plusan
administrative fee. Thethird site, in contrast, contracted directly with in-home and
community-based providers.

Community care bendfits. SCOs were responsblefor all waiver-covered and
PCA ben€fits, plusregular Medicaid benefits.

Relationdhip with ASAPs. All sites described close and mutudly bendficial
relationshipswith ASAPs. Besides the contributions of GSSCs, ASAPs aso had other
sources of revenuefor community care services, which were available to SCO members.
SCO staff bdieved that they also hdped bring ASAPs "to thetable" with the medical
community, which is something ASAPs did notnormally have asasoda modd. The
two sites tha contracted with ASAPs for community care contended that SCOs were a
new source of revenuerather than competitionto ASAPs, since the new people tha the
SCO foundwere new revenueto the ASAP through the SCO contract. No revenuewas
log, and awaiver sot opened up.

2. PCA bendfit

Two of thethree sites mentionead chdlenges related to differencesin philosophy,

practices, and policies between the PCA program and aging network programs opeaated
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by ASAPs. The PCA providers were reported to be less prepared to work with the
medical care system, to often use family members as pad providers, andto have less
awareness of some aging services, e.g., adult day care. Also, unlike relationshipswith
ASAPs, which were stipulated by the SCO contract, the SCOs were still in the process of
developing contracts with local PCA program managers and providers.  AlthoughSCOs
performed assessments and authorized hours for PCA services, they then had to work
with the Persond Care Management Agendes (which foundandtrained PCAS), and
Fiscal Intermediaries (which pad PCAs), and enrollees themselves (who hired and fired
PCAs). Findly, Massachustts plansalso reported occasiond frugration with finding
outonly after enrollment tha beneficiaries were receiving PCA benefits, and then having
to straighten out payment arrangaments and hours of care.

3. Summary of Massachusetts community care contracting

The SCO sites had been opeaating for barely ayear at thetime of the site visits,
and the ways they contracted for and managed community care services was till
evolving. Thearangaments differed by plan and by geography (i.e., by ASAP and by
enrollment level), but some thingswere common. The connectionsand expertise of
ASAPsin organizing community care was broughtto the SCOs in the person of the
GSSC, and the SCO teams were taking advantage of thisin care planning and
implementation. The GSSCs were planning care in a context that was much stronge in
medical information and leverage than the standad ASAP care coordinaor. Two of the
sites boughtwha might becalled the"full packag€e' of community care services and
coordingion fromthe ASAP (smilar to MHP in MN), while thethird took only the

minimum (the GSSC). Two sites expanded therole of the GSSC into a broader
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popuktion than NHC beneficiaries. Thiswas notso unusid in Massachustts, since the
other part of the state home care program tha the ASAPs managed (actudly thelarger
pat) wastargeted at elders who did notneed to meet NHC eligibility criteria
Management of the Medicaid PCA bendfit echoed MN in thetypes of problems
identified.

D. Discussion

Thestructures of the two state community care services programs (community
care waivers and PCA) werein many respects trangported into al of these comprehensve
dud eligible plans but management of theformer appeared to be smoother than the
latter. All plansfollowed state community care waiver policies of targeting waiver-
covered services to beneficiaries who were NHC, and some expandel dligibility and
services beyondwha community care waiver programs covered. In Wisconsn
beneficiaries needed to leave the program if they log NHC €ligibility.

Two modds for managing and contracting for community care waiver services
were usd: in-house/self-management, and sub-contracted management (to the waiver
program). Minnesota and Massachustts planssplit on choosng these modds, while the
Wisconsn sites all managed and contracted in-house for community care services.
Another difference was tha only the Wisconsn sites chos to employ, train, and manage
ther own PCAs.

Findly, theMedicaid PCA bendit was perplexingto managefor all plansexcept
tho in Wisconsn. AlthoughMinnesota plansin some cases exercised their option of
performing the required PCA assessment and care planning themselves, others chose to

contract with county health department nurses, leading to some loss of control. Plansin
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both Massachusetts and Minnesota reported that PCAs who were family members
presented different management chalenges.

V. Ddlivery of integrated acute and long-term care

Theandysisin Section |V traced how theintegrated SNPs managed and ddivered
Medicaid waiver and PCA services. This section reviews how the plansintegrated those
services with medical care. Thecentra objective of this comprehensve SNP modd is
tha integration will enhance the efficacy, qudity, and efficiency of care in both sectors,
i.e., tha havinglinkswith community care and care management will enhance medical
care, and tha having linkswith medical care will enhance community care.

Theplans common approach was to create a care coordinaion mechanism tha
was available to all members at al times, and that soughtto involve all care sectorsin
creating and implementing a common care plan. Thistype of care coordingion fundion
isnotaservice or benefit tha is covered by either Medicare or Medicaid, butit could be
financed from the pooled capitation available to these programs.

The QylueDor thedriver for care coordinaion ranged from an individud (the
MSHO care coordinator), to a small team (SCO), to a multi-disciplinary team (WPP).
Physcians seldom attended team meetingsin any of the states, butall modds used
flexible ways to try to involve physcianswhen they needed ther inpu or coopeation.
The coordinatorsCkey resources were a commitment to coordination, their presence in the
home and the knowedgeof themember they gained there, and theresulting capecity to
foder compliance. Theplanssometimes used community care coordinaors to extend
wha traditiond hedlth plansdid in awiderangeof interventionsfor prevention, qudity

improvement, end-of-life care, medication managament, and more. Theplansalso
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trained actud and virtud members of the care coodinaion enterprise, and they
monitored performance and try to improveit. A few examples fromthe programs
illugrate ther capabilitiesin these aress.

A. Minnesota

1. MSHO plans(for elders)

Thecare coordinator. Care coordinaors were either nurses or soaa workers,
and they were thekey community-based contact with members. Some care coordinaors
worked for hedlth plans (the three MSHO contractors), and some worked for the care
systems with which the planscontracted for services. Theonly required care
coordingion contacts in theMSHO contract were theinitial and annud assessments,
which were administered to all community members; but care coordinaors did much
more, induding preparing community care plansand authorizing all community care
services (as discussed in Section V), and coordinaing with medical care (as discussed
here). Thetheme tha stoodoutin talkingto site staff aboutcoordinaion with medical
care was flexibility, i.e., being ready to look for and use wha worked, according to the
terms on which themedical care system was ready to work collaborate. Our findingsare
also congstent with adeailed field comparison of MSHO, waiver, and HMO
coordinaion (Maoneg Morishitaet al. 2004)

Care coordinators and physicians According to one of theplans themedical
care/care coordinaor connestion was made Giny way tha works.O Every clinic was
different. In some practices, themedical director would even make ahomevisit. In
othersthe nurse practitione was a consultant and home visit resource. Factors tha

tended to foder collaborationinduddd:
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¥ ahyscian championCoased in aclinic

¥ many MSHO paientsinaclinic

¥ accessto themedical record

¥ basingthe MSHO coordinaorinaclinic
When phydcianswere not available, coordinatorstried to work throughanurse, or to
coordinate aroundadischarge, or to follow aregimen of care. At oneof theplans the
care management and clinical coordinaion staff had monthly meetingswith
physcians butwith others, they faxed the care plan and problem list. When anew
clinic came on, the care management supevisor went out with the care coordinaor
and asked how they wanted to work. The care management supavisor at oneplan
organized rounding (topics induded ethics, prescribing, assessment forms) and regular
care coordinator training (topics induded howto talk to the physcian, multicultural
ISSUes).

Cross-plan collaboration. The lynchpin of the MSHO care coordinaion modd
has been collaboration anongthethree contractors to develop a set of shared features for
care coordination, induding the assessment process, training, and care planning. This
way medical care providers who were serving patients throughmore than oneMSHO
contractor, or care coordinaors who worked for more than oneMSHO, all saw the same
requirements and expectationsfor wha care coordinaors did.

Quality improvement prograns. Cross-site collaboration was evident in thethree
sites development, implementation, and evaluaion of acommon set of Performance
Improvement Projects (PIPs), which were initiated unde CMS@ annud Quadity

Improvement System for Managed Care (QISMC). ThePIPs covered heart failure,
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diabetes, medication management, and hoice and pdliative care. In al theseinitiatives,
themodd wasto train care coordinators aboutpdient issues in thearea, to give them
information aboutthe problems and care status of the patientsin thar caseload, and to
give them theresponsbility to hdp thar patients get the care/tests tha were
recommended.

Theissuestha arose in these initiativesillugdrate the promise and thelimits of
how care coordinaors could take onarole in support of medical care. Oneissuewas
training - how expert could the care coordinator be expected to bein aclinical area? For
example, in thediabees initiative, coordinators needed some clinical information, but
they could never beexpected to be as expert as a diabetes nurse manager. Another issue
wastime. Care coordinators were in apostionto be hdpful to theclinical enterprise, but
they had thar own jobto do, so they couldn't be asked to take on something tha was too
time-conuming.

The Optimal Medication Management (OMM) PIP illudrated both of these
points. For theinitial and annud in-home assessments, care coordinaors were given lists
of al prescribed medicationson themembe's health record and asked to check it agang
wha the member was actudly taking, induding over-the-countrs, vitaming
supplements, and herbds. Discrepandes from therecord (induding non-compliance and
additiong were noted onthelist, and the corrected list was sent to aconsulting
phamacist, who prepared arepart on potential problems. The protocol called for thecare
coordinator to accompany the patient with thelists to his’her next PCP visit and to

discuss what to do.
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Thethree sites pooled thar OMM data throughthe Qudity Improvement
Organization. Theresultsin 2004for 532 members reviewed were: (1) memberstook an
average of 7.8 medications (2) 38% had at least one medicationissue (3) issues were
identified for 503 medications(12%); 530interventiongchanges were recommended, but
only 53 (10%) were resolved; (5) 22 resolutions(42%) were to stop or changetherapy
(MSHO QAPI News 3/05). Interms of process, sites said tha a benefit was tha OMM
Qvas a chance to get the coordinator clinically focused, notjus coordination focused.O
OMM ad so broughtreal information to themedical system. Onemedical director
reported: 'A physcian can have a great plan in theoffice and even (if lucky) get the
paient to undestandit. But carrying outthe plan is another thing. The care coordinaor
listens facilitates, identifies barriers and tries to overcome them." However, care
coordinaors were putin themiddle as thebearer of critical newstha they had not
created (the phamacist® report). Also, thebrown bagsand follow up took agreat desl
of the care coordinaors time. Thesiteswere lookinginto wheher OMM could be better
targeted.

Based on OMM and the other PIPs, the MSHO sites looked at other suppots to
care coordinaors and wha they became involved in, e.g., prevention activities such as
suppoting eye exams, dental appointments, and flu shots. MSHO care coordinaors were
foundto bemore effective than waiver case managersin hdping both NHC and non
NHC members connect with the medical care system (Maloneet a 2004) But they did
thislargdy by ther own presence and by bringing in medical system resources. They did
not make special use of contracted paraprofessiond workers to suppot medical care

plansin thehome.
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2. MnDHO plan (for unde-65 disabled)

The MnDHO care management organization (AXIS) was much more aggressive
and systematic than the MSHO plansin coordinating community care services with
medical care. AXISreported that its major responsibility unde the sub-contract with the
UCare HMO was to identify and work with providers who embraced the mission of
keeping severely disabled individuds as healthy and indgpendent as possible. If
contracts with these providers were not already in place with UCare, the plan added them.
Themos common conditionsof bendficiaries served by AX1S induded spind chord
injury, multiple scleross, and cerebral pdsy. In contrast to the single care coordinaor in
MSHO, the MnDHO care team congsted of anurse, asoda worker, and a member
servicesrep. There were 70 patients to ateam, and theteam could authorize specific
services (induding trangportation) and make appontments for care. AXIS aso handled
member services, which meant that members called AX1S not UCare when they had a
problem. Thecalsrolled to thecare team.

In June2005,AX1S worked with only 20to 30 physiciansin a handful of clinics
to serveits 265members. One-third of the members were in two clinics, and many were
in community health centers. More membersin aclinic meant greater visibility andthe
oppotunity to create a critical mass behind thingslike exam rooms tha work, longe
appointments, and mechanisms for fast response working with the care coordinaor.

Many of UCare's AXIS enrollees were subject to urinary tract infectionsand
pressure ulcers. To avoid cogly hogitalizations AXIS developed a qudity improvement
program to reduce urinary tract infections induding standadsfor care, hdp for members

to identify thesignsof infections standing orders from PCPs and guddines for nurses to
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assess and start to treat. They contracted with alab tha would not discard the samples
(which labsroutindy did when they saw the contamination from the catheter). The
contract made a stat andysis standad, andit induded tha they faxed theresults to the
right place. They were thinking aboutgiving stipendsto membersto train other members
in groups

B. Wisconsin

In contrast to Minnesota, the WPP plans serving elders and the unde-65 disabled
were not structured differently in terms of teams or thar work with phydcians
Differences were pronoun@d, however, in terms of member characteristics, as described
at theend of this section.

Theteam All members of thelarge multi-disciplinary WPP teams worked out of
the same office and generally met weekly to review ther pand of paients. Each site had
processes to keep teams running well and to monitor and improve performance. For
example, onesite had ateam leader (the o toOperson on theteam) and a practice leader
(responsble for assessing and resolving problemsrelated to team dynamics). Each team
at another site had adesignaed Gacilitator,0a person responsble for running all care
team meetings ensuring tha protocols were followed, reviewing utilization, and pulling
togdaher acare plan. All sites aso monitored team performance throughreview of
variousmetrics across teams, e.g., hogital and drug utilization paterns hogital
admissions satisfaction surveys, cos information,falls, ER use, nursing home
admissions disenroliment, and appedls. These metrics were used to flag problem teams

or staff within ateam.
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Working with physicians At all WPP sites, nev members typically kept thar
own physcian when they joined, which meant tha teams had to establish relationships
with them. Compared to MSHO and SCO, the connection of WPP care coordinaion to
primary care physcians (PCPs) was more structured and more intensve. At al WPP
sites, theteam's nurse practitione established a direct relationship with each PCP serving
theteam's members. One site worked with 130 PCPs for its 700 members, another
worked with 100for its 300members, and another worked with 30 PCPs for its 900
members. At two Sites, thenurse practitione attended every medical visit with the
bendiciary (primary care and specidty care visits), while at thethird, thenurse
practitione sent notes, made a phonecall, or went on thevisit, depending onthe
complexity of thevisit. To makethelink stronge, sitestried to limit the number of PCPs
anurse practitione worked with. Another strategy that made collaboration easier for
physcianswas to have nurse practitiona's be PCP-based rather than team-based.

Medications The power of WPP teamsin clinical coordinaion was evident in
medication management. All sitesreported that they actively managed medicationsfor
al of ther members, since all membe's were NHC, and across sites the average number
of medicationswas 10to 15amonth. Onesite reported tha after conaulting with the
PCP, the nurse practitione wrote amog all medication orders. Two sites packaged and
ddivered al medicationsto thar members at home, according to knowliedgeof the
patient's capabilities and living Situation. Two sites also used thar own PCAs to monitor
medications

Unde-65 disabled plans Theenrollees in theunder-65 disabled plansin

Wisconsn were similar to eldersin their multiple and complex medical conditions but
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they broughtadditiond needsin theareas of behavioral health, obesity, and concomitants
of severe physcal disability (e.g., need for woundcare). For example, two of theeleven
teams at onesite specialized in enrollees who had behaviors tha might alienate providers,
e.g., psychiatric problems (histrionic), drug abuse (in methadoneclinic), sodal chaos
(facing eviction), and complex medical issues. These teams had smaller caseloads (25 to
30).
C. Massachusetts

Theteam Thestate contract with SCOs stipulated tha clinical care coordindion
was theresponsbility of a"Primary Care Team, conssting of a PCP workingin
conjundionwith a Geriatric Suppat Services Coordinaor, a nurse practitionea, a
registered nurse, or physcian'sassistant, al of whom mug have experiencein geriatric
practice.” Sites described theteam as bang run primarily by the nurse, with the GSSC
sodal worker respongble for community care service plans(as discussed in Section 1V).
Sitesinduded nurse practitionas for members with more complex medical care issues,
paticularly nursinghome residents. Physcianswere broughtinto thecare planning
process as needed and available. The SCOs were each obligated to develop and use an
electronic Centralized Enrollee Record system tha is available at al times, and through
which cliniciansand care managers could access information aboutclient demographics,
health conditions and care plans butnotthe medical record. Each site developeal its own

approach to the CER.

Beyondthis core, thesites had different approaches to theteam. The
Commonwealth Care Alliance (CCA) site stationed the nurse leader of theteam in

paticipaing medical offices and also developed orientation, training, and monitoring

Page 45



activities to bring PCPs and medical offices into an active collaboration with the SCO's
clinical leadership. Up to the paint of thesite visits, CCA had chosen primary care sites
with large numbers of dud eligibles, and which had physcianswho were willing to work
with theteam. Of itsfirst seven primary care sites, three had PACE sites and several
others were community health centers. Both of these settingswere accusomed to
teamwork and already employed RN/nurse practitione team leaders, whom CCA
allowed to act as the SCO team member in this capecity. At theoneprimary care site
that did nothave anurse practitiona/RN, CCA was employing and supplying this
member of theteam to thesite. Beyondthe placement of thenurse care coordinaor at
theprimary care site, CCA a so expected primary care site staff to paticipaein training
aboutexpectationsfor staff and physcians in an interdisciplinary assessment committee,
in aconsumer advisory committee, andin reviews of statistics and comparisonsof
practice at each site. The GSSC onthe CCA team was theleader in knowing aboutand
arranging for community care services.

In contrast, the Senior Whole Health (SWH) site relied more onthe Centralized
Electronic Record to create something of avirtud team. SWH had broader strategies for
signing up physcian groups and this site subequently did not putas many expectations
on physcians participaion. While SWH looked for medical groupswith largenumbers
of dud-eligible bendficiaries, they also were setting up a network tha covered thewhole
areawithin the outer bdtway aroundthe Bogon metro area. Physcianswere expected to
paticipate in assessments and care planning, and those with decent size pands had a care
management meeting every other week. A specific nurse case manager was assigned to

each physcian, so there was a continued relationghip. The care manager, emergency
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department staff, the PCP, and others could get into the electronic record to see wha was
going on with the care plan and thereferrals. SWH also worked on making its teams
community-based, particularly throughthe person of acommunity resources coordinaor
on theteam, who knew the community, spokethelanguaye of non-English speaking
enrollees, received the 1-800call after hou's, and aso handled member relations The
biggest pand for asingle physcian was 100 members. This site'steams handled 65-75
members.

TheEvercare SCO (ESCO) plan lay somewhere beween these modds. It based
its nurse leaders in medical groupswhen there were large numbers of enrolleesin the
office, but it did notcontract with groupsto use their existing care coordinaors as team
members. Rather, the RN/nurse practitiona members of theteam were always ESCO
employees. Different team membe's played more-or-less prominent rolesin care
planning and coordinaionwith themedical system, depending onthe determined risk
level of theenrollee, as determined by a telephonescreen: (1) telephonecare managers
led the team for the community well, (2) nurses led for the community at risk, (3) the
GSSW led for theclinically complex, i.e., those who were NHC, and (4) thenurse
practitione led for nursinghomeresidents. A team meeting tha induded the physcian,
thenurse, and the GSSC was required (within 90 days of enroliment) only for the
clinically complex. Care teams were assigned to ageographic area, and nurseslived in
the geographic areas they served. ESCO reported that community health centers were
generdly very open to the SCO modd. At onecommunity health center, ESCO had 500
members, and ESCO had assignead a bi-lingud nurse and a bi-lingud telephonecase

manager to this center.
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Approadiesto clinical care. Inthearea of clinical care planning and
management, SWH and ESCO agan contrasted to CCA. Both SWH and ESCO relied
heavily on care planning guiddines within the Centralized Enrollee Record system to
suggest care plan elementsin both medical and community care. The SWH care plans
were driven by a pre-set menu in the system tied to members specific conditions andthe
ESCO plansand team leaders were tied to classification of membe'sinto oneof thefour
risk levels discussed above In both of these SCOs, physcianswere asked to contribute
to thedevelopment of plans and ther inputwas explicitly soughtwhen needed,
especially for more high-risk paients.

CCAGQ approach to clinical care was more individudized, withouta distinction
between NHC and nonNHC members, and withou standard care planstriggered by
assessment data. However, there was an extensve qudity improvement effort that
induded structure, process and outcomes components. Thestructural features were best
practice and standadization for physcians and case managers. Outcomes were tracked
for some diagnoss. The process monitoring compared sites on utilization measures
usng bar graph onaverageand by site. CCA clinical leaderstook datato the sites and
asked cliniciansto beready to talk aboutthe comparisons CCA leaders acknowledgeld
the chdlenges of expanding this modd to different types of practices.

D. Summary of acute care connections

Three modds for connecting community care with acute care were demondrated:
thesingle coordinaor, thenurse/sodal worker team, and the multi-disciplinary team tha
induded anurse practitiona. Thee was variationin how closely managers and

cliniciansin each of these modds were actudly connected to physcians andin how
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closaly they could use community care staff to suppot medical care plans e.g.,
monitoring medication problems and compliance. The Wisconsn teams use of nurse
practitione's to accompany patients on physcian visits was the only way to congstently
and closely connect community care and medical care, butit was required intensve
staffing.

All sites and states cited special efforts to hdp teams fundion and to spur
coordingion. Theseindudel joint training and quality initiatives in Minnesota, work on
teamwork in Wisconsn, standadized risk screening and care plansin two Massachusetts
plans and clinical leadership fromthe medical director in thethird Massachusetts plan.
All three plans serving unde-65 disabled bendficiaries had extensve teamwork and pro-
active efforts to ensure tha key sectors of themedical care system were working closely

with theteam. Figure 4 summarizes theways sites coordinaed acute and long-term care.
V1. Marketing and enrollment

Theintegrated SNPsilludrate arangeof approaches to finding and enrolling new

members. Thefirst section reviews some commonissues tha were identified, aswell as

approachesto addressing them. After tha, we provide state and site examples.

A. Common marketing issues and approades

Page 49



Theprodud andthe market: Theintegrated SNPs needed to convince
bendiciaries tha wha they offered was better than other combinaionsof hedth care and
longterm care alternatives. Theplanswere essentially been selling programs that
featured afull rangeof acute and long-term care bendfits, better care coordindion, the
ability (usudly) to keep your own dodor, and expangve formularies of prescription
drugswithoutcopays. With this broad bendfit package unde a single evidence of
coveage they had two kindsof competitionthat beneficiaries could choos from:
conventiona medical care systems (Medicare fee-for-service or managed care, Medicaid
fee-for-service or managed care), and alternaive community care systems (Medicaid

waiver or pesond care programs).

Figure 4. Integration of acute careand community care
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65 & over plans

Care management links

- Nurse or socia worker

- Multidisciplinary team

- Nurse and contracted

to physicians care coordinatorswork for | worksfor plan. socia worker teams.
the HMO or the contracted | - Team nurse - Links with physicians
acutecare system. practitioners go to vary by plan, practice,
- Links with physicians physician visits with and leve of enrollee
vary by clinic, health patients need.
system, and plan based on | - Teans pro-actively - Nurse stationed in
"what works" manage medications. medical offices that
- Two sites package and | serve many enrollees (2
deliver all medications. | plans).
- Electronic centralized
enrollee record.
Specia features - Cross-plan collaboration | - Attention to team - Standardized risk

in training, reporting, and
quality initiativesfor
coordinators.

process and leadership.

screening and care
recommendations (2
plans)

- Clinical leadership
from medica director
in coordination and
practice improvement
(1 plan).

Under-65disabled

plans
Care management links | - Nurse, soia worker, - Sane aselder care (Not applicable)
to physicians member rep teamswork for | plans

sub-contracted management

Page 50




Reaching bendficiaries - outreach andreferrals: The plansattempted to identify
and communicate with dudly eligible beneficiaries directly, and they aso cultivated
referrals from state community care agendes, medical offices, and word of mouth anong
enrollees, families, and staff.

Asin mog states, thethree states waiver programs were managed either by local
govanment (couniesin MN and WI) or by AreaAgendeson Aging (in MA). Few of
the plansreported tha such programs were a major source of goodreferrals, and this was
not surprising to mog informants. In part this may be dueto turf issues regarding
beneficiaries and funds As seen in Section 111, when adud eligible who was NHC joined
adud demongration plan, pat of the capitation from the state induded fundsto cover
the services and care management that normally would have flowed to thelocal waiver
program. It was policy in all three states that waiver program did not lose awaiver ot
automatically when abeneficiary chose oneof theintegrated SNPs. Thehitch was tha
there may or may nothave been an eligible person on thewaiver program's waiting list.
If the program could notfill thedot, they log revenueimmediately, and they might lose
thewaiver dotinthefuture. Minnesota had a pdicy tha there were no waiting lists for
waiver services - either in thecounty system, or when beneficiaries received ther waiver
services throughMSHO.

All planssaw primary care provide's as important sources for referrals for new
members. Thetypical approach wasto try to identify medical groupstha were bdieved
to have significant numbers of dud-eligible bendficiariesin ther pands, to try to sell the
groupson the advantages of the suppots tha theintegrated SNP could offer them, and

then to ask thegroupto reach outto patients onthar behdf. Themos successful
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outreach appeared to beto community hedlth centers and to practices serving ethnic
minorities and immigrants.

Thefind way tha plansfoundnew members was even more micro: word of
mouth among patients, thar families, friends and staff from plans Word of mouth was
paticularly cited at theunde-65 disability sites. The other micro source was referrals
from other parts of thesystem, e.g., discharge planners, home health agendes, senior
centers, and advocacy groups

Enrollment andassessment: Once bendiciaries applied for enrollment, planssaid
they moved quickly to identify and assess NHC dligibles so tha bendiciaries would
receive service entitlements, and the plan would receive payment at the appropriate
reimbursement cells. TheMedicare NHC rate cell was beng phased out, butthe highe
Medicaid cell for NHC beneficiaries appeared likely to continue All sites reported tha
initial and follow-up assessments took subgantial time and staff. Some plans said that
this could be a botleneck for enrollment growth.

Sdectivity: Theindividudized nature of the marketing and enrollment process
for these plansopened up oppotunitiesfor selectivity in enrollment. We saw the
potential in al states, particularly regarding enrollment of bendficiaries receiving high
levels of Medicaid PCA services prior to joining. Some planssaid tha they talked to
applicants aboutther policies regarding PCAs before enrollment was formalized, and
tha beneficiaries who did not want to see ther hous reduced were encouraged to
withdraw ther applications There was no discussion of this hgppeninginrelationto
waiver services, butit was certainly possible tha the same dynamic could occur. If so,

there was potential for favorable selection in terms of severity of disability (or weakness
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of informal suppots) and conamitant lower service needsin both medica and
community care. Siteswere more likely to arguetha they experienced negdive
selectivity, primarily because providers and waiver programsreferred their mog difficult
cases, and because many individuds joined a managed care program with strongcare
management only after they could no longe manage on ther own.

B. Minnesota

State asthird party administrator. Uniqueamongthethree states participaingin
thedemongration,the MN Department of Human Services acted as thethird party
administrator for Medicare and Medicaid marketing and enroliment. Thisindudes
enrollment processing/recondliation for both Medicare and Medicaid to insure match
throughan interface with CMS systems.  The state al so reviews and approves
marketing/member materialsin collaboration with the CM S Regiond Office.

Internal HMO markets. Minnesota differed from the other two statesin tha it
mandéaed managed care for about80% of Medicaid bendficiaries. Themandéeto
choos from oneof ninePrepad Medical Assistance Plans(PMAP) applied to aged dud-
eligible beneficiaries but notunde-65 disabled. Three of the PMAP plansalso offered
MSHO to dud-eligible bendficiaries, while othersdid not Throughoutthe
demondration, the PMAP plans competed agang each other for members, butthe
MSHO plans marketed only to their own PMAP members, i.e, they did not market
MSHO to other plans dud-eligible bendiciaries after they had madea PMAP decision.
Having thedud-dligible beneficiaries already in the health plan madetheidentification of

MSHO eligibles very easy, butthe plansgeneally marketed only to dud-eligible
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beneficiaries who were assodated with providersin thar networks who were willing to
work with theMSHO care modd. Thusproviders were an important source of referrals.

Waiver programrelationships Therelationsipswith the county waiver programs
in Minnesota were radically atered in 2005 when planning started for the statewide
expandonof MSHO in 2006 PMAP planswere aready statewide, and MSHO plans
were allowed to gowhere theplan sponor aready had aPMAP. ThePMAP plans
aroundthe state applied to be MSHO sites, as did severa "county-based purchasing
plans' throughwhich counies banded togeher to offer PMAP in areas where HMOs
were not allowed to opeaate. (These wererural areas where CMS did notrequire choice.)
Because the county-based purchasing plans PMAPs, and MSHOs were Medicaid
managed care organizations they exercised ther new optionto passively enroll their non
MSHO dud dligible bendiciariesinto ther MSHOs (which had become dud eligible
SNPsin 2005) Theeffect of all thiswas tha counies could lose mos or even all of thar
waiver participants to nev MSHOs when bendficiaries were passively enrolled into the
variousMSHO plans It was anticipaed tha the situaionswould differ by county, since
some of the MSHOs would follow the Metropolitan Health Plan modd and suboontract
with counies for care coordinaion and services. Others were expected to use thisas an
interim measure, since there were subdantial start-up issues, perhgosmog importantly
theneed to hire care coordinaors. Also, all sites cited the political issues of not wanting
to alienate countes.

Relationdhipswith assisted living. Therelationdhipsof MSHO and assisted living
andfoder careillugrated another internd care coordinaion issuethat spilled over into

long-term care system finances and marketing. The MSHO care coordinaor could
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choos to not authorize thewhole package of community care services covered by the
waiver tha assisted living typically ddivered. Inthese cases, theassisted living facility
would not get thewhole rate that it was used to receiving throughthe county waiver
programs. Given this, two sites reported that nat all assisted living facilities were keen to
have ther residents marketed to and enrolled in MSHO.

MnDHO marketing. Since Medicaid bendficiaries with disabilities were exempt
from Minnesota's managed care mandéae, theMnDHO contractor had to find eligible
beneficiaries within the UCare provider network. Thear approach has been to first find
physciansand practices tha were willing to work within thar care modd, and then to
convince bendiciaries to use these physcians because they would receive better care.
Theideal setup was a physcian champion, plus2 or 3 othe physcians- 15 per provider
and 50 pe site. Thenumbe onereason beneficiaries do not want to join was having to
leave ther primary care physcian (or ther specialists, snce many do nothave a primary
care physcian).

C. Wisconsin and M assachusetts

Wisconsn and Massachusetts contrasted to Minnesota in that there was no policy
requirement for Medicaid beneficiaries to join managed care. Thusthese sites did not
have an internad market of dud eligiblesfamiliar with managed care to enroll into ther
Medicare plans

Waiver programrelationdhips Plansin both states had arrangements with local
waiver programs to ge referrals, but plans seldomfoundthis source sufficient. Thiswas

the case even at thetwo Massachustts plansthat contracted back to thewaiver programs
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onacog-plusbasis for care management and service arrangement. Generally plans saw
thewaiver programs as compeitors.

Physicians All plansin these two states tried to build thar enrollment by
identifying phydciansand medical groupswith large Medicaid pands who would be
willing to work with care teams. Two of the Massachusetts planswere actively seeking
relationshipswith community health centers, which qudified onboth count.

Ethnic outreach. All Massachustts plansalso were actively recruiting in ethnic
and immigrant minority communities, which they said were undeserved by the home
care system.

Unde-65 disabled plans Wisconsn Partnership plansalso relied heavily on
word of mouth, particularly at the sites serving under-65 disabled bendficiaries, where
persond and advocacy networks could betapped. Additiondly, oneWPP site had
something andogousto theinternd HMO market, since it opaated a PCA anda
community care waiver program alongsde WPP. New applicants had choices. The WPP
had the mog intengve management; there was await list for thewaiver program; andthe
PCA program alowed enrollees to hire and mangether own aides.

D. Marketing Conclusions

Medicaid community care waiver programs were cultivated as a source of
referrals, but few integrated SNP plansrelied on this source for many members.
Wisconsn sites were largdy reliant onreferrals and word of mouth from providers,
families, and membersthemselves. Massachusetts sites welcomed referrals butthey
relied more on signing up medical groupsserving large numbers of dud eligiblesin

which physcianswere willing to work with the plan'scare managers. Minnesota sites all
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also looked for referrals and for medical grouplinks, butthey had the added advantage of
internd Medicaid HMO markets. They took the onetime optionto passively enroll dud
eligiblesinto ther new SNPsin 2006. Sitesin all states reported tha high users of PCA
beneits might be discouraged from joining adud eligible plan. Sitesin Massachusetts
and Wisconsn reported tha enrollment could be slowed by the need to assess and plan
care for new enrolleeswhowere NHC. See Figure 5 for asummary of marketing

approaches and issues.

Figure5. Marketing

Minnesota MSHO/MDHO

Wisconsin WPP

M assachusetts SCO

The product

- Comprehensive acute and
long-term care benefits

- Better care coordination

- Keep your own doctor
(except MNDHO)

- Prescrptions without
copay's

- Same

- Sare

Primary sources of
members

- Interna HMO market
- Word of mouth and sign
up medica groups serving

- Professional referrals
and word of mouth
- Interna HCB programs

- Sign up medica
groups wih many
duds, e.g., community

enrollment
- Sekxctivity on PCA users

the disabled (MNDHO) market (one site) health centers.
Secondary sources - Waiver programs - Waiver programs - Waiver programs

- Outreach to immigrants - Sign up medica groups | - Outreach to

with many duals. immigrants

Special features - Passive enrollment from

Medicaid HMOs into SNPs

(2006 only)
Specid issues - Assessments can slow - Same - Sarre

V. Discussion and Recommendations

This brief overview of theopeaationsof theintegrated SNPs in three states

illugrates the complexity of developing and opeaating them, as well as the chdlenges of

paying and regulating them. Only ahandful of states and hedlth plansdeveloped
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integrated SNPs unde Medicare and Medicaid demondration waivers, and it will take
time for such comprehendve plansto emergeunde new SNP authority.

Health plan spon®rs face the chdlenges of reaching and enrolling beneficiaries
with highrates of chronic illnesses and disabilities, contracting for and taking risk for the
full rangeof acute and long-term care services, and integrating the ddivery of acute care
and community care. How new and difficult each of these chadlenges will bewill differ
by whether sponrs come from themedical care or community care sector. Amongthe
plansin thethree states, there were avariety of specific innovaionsin theddivery and
management of integrated care, indudng:

¥ Persond Care Attendant Pool (WPP)

¥ Collaboration among planson care coordinaion training, practices, and reporting
(MSHO)

¥ Web-based Centralized Enrollee Record (SCO)

¥ Community care coordinaors "at thetable" with medical care (all)

¥ "Formula' for integrating ddivery: Qphyscian champion,O
critical mass of patientsin aclinic, access to the medical record,

clinic-based care coordinaor (MSHO, MnDHO, SCO)

¥ Resource alocation committee to make policy on bendfit
expandons(WPP)

¥ Individudized dosng, re-packaging, home ddivery, and suppot
for prescriptions(WPP)

¥ Bi-lingud Community resources coordinaor onthe team asfirst
linefor after hours calls, as well as member relationsand
marketing (SCO).

So far, states have taken thelead in formulating the specific modds for these

comprehengve prototypes. They have specified benefits, targeting, care management
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modds, payment approaches, and relationshipswith the aging network; andthey have
limited plansby numbe and geography. Since states still control Medicaid programs,
states will continueto dictate key terms, induding whether the Medicaid side of the
comprehengve modd will beavailable at all.

Findly, HCFA and CMS have worked for years with states, health plans and
providers to shgpethese comprehengve, integrated modds of care. Foremos has been
suppot for specia reimbursement formulas for both Medicare and Medicaid. CMS will
need to continueto examinefrailty-adjused Medicare payment, which has been a central
pillar of finandal feasibility, or develop an acceptable alternaive for potentia
implementation throughoutthe Medicare Advantage program. Beyondmaking a
decision aboutpayment policy, CMS will need to work out howto encouragedud
eligible SNPs and Medicaid programs to work together to offer comprehensve,
integrated benefits. Since stateswill likely need to bein thelead in induding the
Medicaid side, it may betha comprehengveness and integration will remain optiond

features for dud-eligible SNPs for some time.
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Glossary

AAPCC - Adjuded average per capita costs

ASAP - Aging Services Access Points

CMS - Centersfor Medicare and Medicaid Services
GSSC - Geriatric Suppat Services Coordinaor
HCC - Hierarchical Condtion Categories

MA - Medicare Advantage

MMA - Medicare Modenization Act of 2003
MSHO - Minnesota Senior Health Options
MnDHO - Minnesota Disability Health Options
NHC - Nursing home certifiable

PACE - Program for All-indusve Care for the Elderly
PIP - Performance Improvement Plan

PCA - Persond Care Attendant

PCP - primary care physcian

PMAP - Prepad Medical Assistance Plan

PMPM - pe member pe month

RN - registered nurse

SCO - Senior Care Options

SNP - Special NeedsPlan

WPP - Wisconsn Partnership Program
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