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Invitation to Provide Public Comment

Pathways to Health: Medicare and Medicaid Integration in Washington State
Coordination of Medicaid and Medicare services is a critical step for Washington residents to be healthy, contributing community members who get the greatest value for every public dollar spent on healthcare. This is particularly important for people with disabilities and those who face challenges related to mental illness and/or addiction.  

Washington State is capitalizing on unprecedented opportunities created by the Affordable Care Act to create a plan that improves the quality, coordination and cost-effectiveness of the Medicare and Medicaid system.  The proposal includes three key strategies to move Washington to a more holistic approach to providing care and services that includes the right service, at the right time, in the right place.
Strategy 1: Health Homes for High Cost/High Risk Duals (January 2013)

Strategy 2: Fully integrated model purchased through health plans (January, 2013)

Strategy 3: Modernized and consolidated service delivery with shared outcomes and aligned financial                   

                    incentives (January, 2014)

The draft proposal is available for public comment until April 13, 2012.  Your comments will refine the proposal for final submission to The Centers for Medicaid and Medicare Services (CMS) in late April. CMS will provide an additional opportunity to comment directly to them and then determine if the proposal is approved for federal funding to assist with implementation. The draft proposal and supporting information are available at: http://www.aasa.dshs.wa.gov/duals/ .

We invite you to provide comment through April 13th by using one or more of the following options:

· Online Survey: https://www.surveymonkey.com/s/DualsIntegration .

· Email:              Duals@dshs.wa.gov
· Mail or Fax:     Duals Project Team

                                      PO Box 45600

                                      Olympia, WA 98504-5600FAX360-438-8633

Should you have questions concerning the design proposal or need alternative formats, please contact Renee Fenton, Communication Manager at duals@dshs.wa.gov or 360.725.2270.
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The analyses upon which this publication is based were performed under Contract Number HHSM-500-2011- 00043C, entitled, “State Demonstrations to Fully Integrate Care for Dual Eligible Individuals”.
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A. Executive Summary: 
Washington is one of 15 states that received an 18-month planning grant from the Centers for Medicare and Medicaid Services (CMS) to develop a multi-phased design and implementation plan for innovative service delivery models that integrate care for individuals who receive services from both Medicare and Medicaid.  The goals of the grant are to improve the care experience of individuals served under these programs, improve health outcomes and decrease costs.  This grant provides an opportunity for the State and CMS to design integrated care and a shared savings plan that would align incentives for the right care, for the right person, at the right time. 

Governance of the grant is shared between The Washington Department of Social and Health Services, Aging and Disability Services Administration (DSHS/ADSA) and The Health Care Authority (HCA).  Together with stakeholders, the two agencies have collaborated extensively over the grant period to develop new strategies to improve health care, services and supports and their associated costs. The HCA is the Medicaid agency and is responsible for purchasing Medicaid medical services.  ADSA is responsible for purchasing, program and service development for mental health, chemical dependency, long term services and supports and developmental disability services. 

The population of beneficiaries in Washington State who qualify for full Medicare and Medicaid benefits, often referred to as “dual eligible”, is approximately 115,000.  Approximately 65,000 duals are age 65 or above and 50,000 are persons with disabilities under the age of 65. Individuals who are dually eligible are by definition low-income with few financial resources.  Duals represent the most expensive and at-risk population served by Medicare and Medicaid. Many, if not most, experience significant challenges caused by disability, mental illness and/or chemical dependence, which complicate delivery and payment of their care.  

In most cases, care for dual eligibles is paid for separately by the Medicare and Medicaid programs through a combination of financial models and delivery systems. As a result of separate funding streams, service delivery systems, and a lack of focus on overall coordination, care is fragmented, difficult to navigate and lacks accountability necessary to ensure health outcomes are achieved.  In addition, fragmented care results in cost shifting, and potentially avoidable high cost care in emergency rooms, hospitals and institutional settings.   To address these challenges, interventions must be tailored to the unique needs of individuals and care coordination must be intensified for the segment of the population that would most benefit from high intensity care management.  

Integrating Medicare and Medicaid services means coordinating the delivery, financing, technology and human touches experienced by dual beneficiaries.  By aligning payment, outcome expectations and services, confusion and fragmentation will be diminished. This will improve the beneficiaries’ experience with service delivery, improve health outcomes and better control future costs. 
This proposal describes the planning, stakeholder input, data analysis and parameters that guided the development of a strategic approach to realigning and integration care through:

Strategy 1:  Health Homes – Managed fee for service financial model

Strategy 2:  Full Integration Capitation – Three-way capitation financial model

Strategy 3:  Modernized and consolidated service delivery with shared outcomes and aligned financial incentives – Design Plan Model with capitation and fee for service – Design plan financial model

Table A-1: Features of Demonstration Proposal
	Target Population
	Full benefit Medicare-Medicaid Enrollees (duals), all ages

	Total Number of Full Benefit Medicare-Medicaid Enrollees Statewide
	115,000 (June 2011); 65,000 aged 65 or above and 50,000 persons with disabilities under the age of 65 (June 2011). 

	Total Number of Beneficiaries Eligible for Demonstration
	All full benefit Medicaid-Medicare enrollees (115,000) will be eligible to participate in the demonstration.

	Geographic Service Area
	· Health homes will be implemented statewide The full capitatation integrated model delivered through health plans will be available in counties where legislative criteria are met
· Modernized and consolidated service delivery with shared outcomes and aligned financial incentives will be implemented in 2014 in counties where full capitation is not available

	Summary of Covered Benefits
	Strategy 1:Managed Fee for Service—Health Homes for High Cost/High Risk Duals (beginning January 2013) 
· Comprehensive care management, using team-based strategies; 
· Care coordination and health promotion; 
· Comprehensive transitional care between care settings; 
· Individual and family support, which includes authorized representatives;
· Referral to community and social support services, such as housing if relevant; 
· The use of web-based clinical decision support tool (PRISM) and other health information technology to link services, as feasible and appropriate.
Strategy 2: Full integration capitated financial model purchased through health plan (beginning January 1, 2013): 
· Medical Services provided under the Medicaid State Plan

· Medicare Parts A, B, D

· Mental Health Services

· Chemical Dependency Services

· Long Term Services and Supports

· Beneficiaries with developmental disabilities will be included in this model, but services in their 1915(c) waivers will be carved out of the capitation
Strategy 3: Modernized and consolidated service delivery with shared outcomes and aligned financial incentives (beginning January 1,  2014):
· Medical services provided under the Medicaid State Plan (capitated)

· Medicare Parts A, B, D (capitated)

· Medicaid behavioral health (capitated through Prepaid Inpatient Health Plans)
· Medicaid long term services and supports (fee for service)

· Medicaid developmental disabilities Services (fee for service)

· Medicaid chemical dependency ( fee for service)

	Financing Model
	Strategy 1:  Health Homes – Managed fee for service 
Strategy 2:  Full Integration Capitation – Three-way capitation 

Strategy 3:  Modernized and consolidated service delivery with shared outcomes and aligned financial incentives – Design Plan Model with capitation and fee for service 

	Summary of Stakeholder Engagement/Input
	· 4 Stakeholder Engagement Forums held Lacey, Everett, Yakima and Spokane—Total attendance 112 (Sept 2011)
· 13 Beneficiary Focus Groups – total attendance 147 (Oct, Nov 2011, Jan 2012)
· Provider Focus Groups (5) – total attendance 48 (Oct, Nov 2011)

· Website Informational Page: October 2011

· 7 Key Informant Groups: July-August 2011, January 2012

· Multiple Informational Sessions: September 2011 –January 2012

	Proposed Implementation Date(s)
	Strategy 1: Health Homes for High Cost/High Risk Duals                      January 2013

Strategy 2: Fully integrated capitation model                                          January 2013

Strategy 3: Modernized system of care with partial capitation 

Partial fee for services with shared outcomes and 

Aligned financial incentives                                                                 January 2014


B. Background:  
Washington is one of 15 states that received an 18-month planning grant from the Centers for Medicare and Medicaid Services (CMS) to develop a multi-phased design and implementation plan for innovative service delivery models that integrate care for individuals who receive services from both Medicare and Medicaid.  The award was executed in April 2011 with guidelines that have evolved over the last 11 months. Governance of the grant is shared between The Washington Department of Social and Health Services, Aging and Disability Services Administration (DSHS/ADSA) and The Health Care Authority (HCA) The two agencies have collaborated extensively over the grant period to develop new strategies to improve health care, services and supports and the associated costs. The HCA is the Medicaid agency and is responsible for purchasing Medicaid medical services.  ADSA is responsible for purchasing, program and service development for mental health, chemical dependency, long term services and supports and developmental disability services. 
The population of beneficiaries in Washington State who qualify for full Medicare and Medicaid benefits, often referred to as “dual eligible”, is approximately 115,000 with 65,000 aged 65 or above and 50,000 persons with disabilities under the age of 65 (June 2011). Individuals who are dually eligible are by definition low-income with few financial resources.  They also have a greater prevalence of chronic conditions and disabilities compared to Medicaid only or Medicare only populations.  As a result they also have significantly higher total per member per month costs compared to those populations; and use a disproportionate share of total spending due to greater needs for medical, long term services and supports, mental health and developmental disability services.  For example, although duals make up only 11% of the overall Washington State Medicaid population, they account for 34% of Medicaid expenditures.  A close examination of the data shows that there is great variance among the dual population in their type of health needs as well as their contribution to the high cost of providing care.  
In most cases, care for dual eligibles is paid for separately by the Medicare and Medicaid programs through a combination of financial models and delivery systems. As a result of separate funding streams, service delivery systems, and lack of focus on overall coordination care is fragmented, difficult to navigate and lacks accountability necessary to ensure health outcomes are achieved.  In addition, fragmented care results in potentially avoidable high cost care in emergency rooms, hospitals and institutional settings.   To address these issues Interventions must then be tailored to the unique needs of individuals and care coordination must be intensified for the segment of the population that would most benefit from high intensity care management.  

Integrating Medicare and Medicaid services means coordinating the delivery, financing, technology and human touches experienced by dual beneficiaries.  By aligning payment, outcome expectations and services, confusion and fragmentation will be diminished. This will improve the beneficiaries experience with service delivery, improve health outcomes, decrease complexity and better control costs.

i. Overall Integrated Care Vision and Demonstration Rationale
Opportunities for better outcomes, system efficiencies, and cost containment lie in the purchase of increasingly coordinated and managed medical, behavioral, and long-term services and supports.  The models in this report present a path toward an overarching vision, shared by DSHS, HCA and stakeholders that an integrated system of effective services and supports must:

· Be based in organizations that are accountable for costs and outcomes

· Be delivered by teams that coordinate across professional disciplines including medical, behavioral, and long-term services and provide person centered assessment, care planning and interventions

· Be provided by networks capable of meeting the full range of needs and remain flexible to meet changing individual needs and changing populations over time

· Emphasize prevention, primary care and home and community based service approaches

· Provide strong consumer protections that ensure access to qualified providers

· Demonstrate principles of self-directed care, support of consumer choice and recovery

· Unite consumers and providers in eliminating use of unnecessary care

· Align financial incentives to impel integration of care 

Washington State is committed to integrating the delivery and financing of medical, behavioral health and long term services and supports for the Medicare/Medicaid dual eligible population. Broad stakeholder input has been sought during planning to ensure a process that is inclusive, transparent and responsive to the direct experience of beneficiaries, providers, health plans and advocates.  Our proposal includes the following three strategies for integrating care: 

1. Implement health homes for all high cost/high risk dual beneficiaries beginning January 1, 2013.  Health home functions will be supported by a nationally-recognized HIT application (PRISM) to support care coordination across Medicare, Medicaid and other sources;

2. Implement a fully integrated financial model purchased through managed care organizations beginning in January 1, 2013. The model will be a fully capitated model with three-way contracting between the Centers for Medicare and Medicaid Services, Washington State and health plans, where legislative authority permits and community readiness exists;

3. Modernize current service delivery system by implementing  three-way contracting and capitation of Medicare payments and Medicaid medical payments coupled with the use of performance measures and incentive pools to align financial incentives across medical, behavioral health, long term services and supports and developmental disability systems beginning in January 2014. 

Barriers to Integration and how they relate to the current financial and delivery system for dual enrollees
Beneficiary choice is a hallmark of the Medicare system and is also a fundamental principle of Medicaid services in Washington.  The models described in this proposal all rely upon beneficiaries making intentional decisions to try integrated approaches to service delivery.   Past experience shows that enrolment in voluntary models ramp-up gradually and that evaluation and sustainability rely on carefully designed enrollment and retention strategies. This poses significant challenges to this project and creates complexity in planning, outreach and communications. 

Accountability for Cost, Service Delivery, and Outcomes is Fragmented:

The current system of purchasing and service provision has been built in response to distinct population needs and opportunities to expand  reimbursement under Medicaid and Medicare using discrete federal and state authorities that have changed over time.   The result is a complex set of specialized staff and providers and distinct roles for local government entities, labor and other interests that impact both the approach and speed of system reform needed to shift focus to integrated care.   

Like many states, Washington provides, through separate delivery and payment systems:

· Primary, specialty, rehabilitative and acute care
· Long-term services and supports 

· Mental health and recovery services

· Substance abuse prevention and treatment services 
· Diverse range of supports for people with developmental disabilities
Each system has unique performance outcomes and goals that make sense within each sphere but typically do not hold providers accountable for influencing overall public expenditures or overall health outcomes.  That creates significant barriers in the face of mounting evidence that the greatest public expenditures and most preventable health outcomes are associated with individuals who have complex needs that cut across the disciplines represented by each of the current delivery silos. 
Payment is tied to the provision of distinct services, treatments or interventions and therefore is not oriented to prevention or performance based outcomes.  Money saved in one silo or funding stream due to the intervention by another cannot easily be moved to incentivize the outcomes desired.  As such, there are few incentives for the system to work together to comprehensively meet complex needs.   The result is often uncoordinated service delivery, where beneficiaries express frustration in accessing necessary services and navigating across systems of care. 
Without a comprehensive, beneficiary-centered orientation to care , it is difficult to identify whether beneficiaries are: 1)  getting the care they need; 2) experiencing avoidable emergency room visits, hospitalizations and institutional stays; 3) knowledgeable about opportunities to improve health outcomes; 4) accessing preventative care and routine labs; or 5) experiencing gaps in care or service transitions.  Getting this full view is complicated by separate Medicare and Medicaid funding streams where data systems are not aligned and cost shifting between fund sources is common.  

New state legislative authority is required to integrate financing through a single accountable entity such as a health plan.  Although there is stakeholder support to test integrated models through health plans, stakeholders have also expressed the need for the state to be thoughtful and deliberate to ensure current system strengths are not lost while the state makes overall system improvements.

Service Needs and Risk Factors Overlap:
The lack of coordination and overall accountability would not be a problem if individuals had singular needs that did not overlap and impact one another.  Policy discussions frequently refer to individuals with particular service needs as if they are part of distinct groups—the “long-term care population,” the “mental health population,” etc.   In reality, medical conditions and support needs for physical, cognitive, developmental disabilities, mental illness and substance abuse frequently co-occur.  In focus groups, beneficiaries stress that these needs are inter-related.  For individuals who are high risk and dually eligible for Medicare and Medicaid, 91% have at least one additional risk factor and 31% have more than one additional risk.

As described above, the current medical system and the systems of support for people with needs related to physical, cognitive or developmental disabilities, mental health or chemical dependency challenges are not designed to address that level of complexity.  Service planning does not create coordinated responses to address co-occurring needs, financing is not aligned to support comprehensive responses, and the current administrative structures have not been charged with the responsibility or given the authority to be held accountable for addressing such complexity.  More than any other factor, correction of those shortfalls is the driving force behind the need to integrate service delivery. 
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Past efforts to integrate services provide valuable lessons that informed the design proposal. 
Washington State has been operating health plan administered financially integrated programs of care for over 15 years. These projects include: 1) The Program of All-Inclusive Care for the Elderly operating in King County since 1995 which provides fully integrated Medicare and Medicaid services (medical, pharmacy, long term services and supports, mental health and chemical dependency) to frail elders; 2) The Washington Medicaid Integration Partnership  operating in Snohomish County since 2005 which provides fully integrated services (medical, long term services and supports, mental health and chemical dependency) to both Medicaid only and duals; 3) The Medicaid Medicare Integration Project operated in King and Pierce Counties from 2005 – 2008 and provided fully integrated services (medical, mental health, long term services and supports and chemical dependence) to dually eligible individuals; 4) Disability Lifeline operating statewide since 2007 and provides integrated mental health and medical services for individuals with disabilities eligible for General Assistance Unemployable services.  
Through these projects, much has been learned about integrated service delivery, necessary contract requirements, accountability measures and monitoring requirements, and the capacity and expertise needed by accountable entities that deliver these services.  The state will take what has been learned through its direct experience, as well as the experience of other states, in integrating care through a single capitation and apply it in contracting with managed care organizations (MCO) to provide fully integrated care.  See lessons learned in Appendix A.
In addition to experience integrating services through financial capitation, Washington State has also developed, implemented and evaluated services designed to improve the health of individuals with chronic conditions while working with those individuals to utilize health care resources more effectively.  This model provides integration across silos of services through intensive care coordination and evidence based intent to treat protocols to support self management and behavior changes that result in improved health outcomes.  Although these models do not have financially integrated systems of care, they have been successful at bridging systems of care, increasing access and improving health outcomes.  These clinical efforts began with disease management activities, which focused on targeted disease states, rather than the overall health of the individual.  Disease management programs were based largely on telephonic communication with only limited in-person visits. Chronic care management evolved from these programs to focus on the mental, physical and functional health of the individual as a whole.  Chronic Care Management programs work with high-risk individuals with chronic conditions (including mental health and chemical dependency treatment) to develop and improve self-management skills. These programs have demonstrated clients’ improved ability to self- manage their health and have shown improved health care utilization.  Health homes are the natural next evolution of Washington’s efforts.

Through these projects, much has been learned about providing chronic care management to high cost/high risk populations.  These include the ability to achieve positive health outcomes for beneficiaries and reduce unnecessary usage of institutional care, emergency room visits and hospitalizations by creating accountable coordination of care and active engagement of the beneficiary in taking charge of their own health care.  Lessons learned through these projects have been used to inform the development of health home services which will provide integration of care in both capitated and fee for service models proposed under the design plan.
ii. Description of the Medicare-Medicaid enrollee population (included and excluded).

As of December 2011, there were approximately 115,000 full benefit dual eligible clients in Washington State. A table showing the number of duals in each Washington County can be found in Appendix B.  The dual eligible population is primarily comprised of persons under the age of 65 who meet federal disability program criteria (46%), and persons above the age of 65 (53%). Although these two populations are both high cost, they have distinct risk factor and service utilization patterns as shown in the State Fiscal Year (SFY) data presented in table 1 below. Relative to duals age 65 and over, individuals under age 65 are much more likely to use Medicaid-paid mental health services, services for the developmentally disabled, or substance abuse treatment services. Although duals under age 65 use long-term services and supports (LTSS) at a relatively high rate (24% at a per member per month (PMPM) expenditure rate of $430); duals ages 65 and older used LTSS much more intensively, (60% at a PMPM expenditure rate $1,201).
TABLE 1. Medicaid Health-Related Expenditures for Dual Eligible Beneficiaries, 
SFY2010

	Beneficiaries –Under age 65
	Clients Served
	Dollars

	
	TOTAL
	% OF POP
	TOTAL
	PMPM

	Long Term Services and Supports
	12,571
	23.8%
	$225,655,141
	$430.38

	Alcohol and Substance Abuse
	2,461
	4.7%
	$5,221,329
	$9.96

	Developmental Disabilities
	9,864
	18.7%
	$448,498,765
	$855.41

	Mental Health (Excludes State Hospital)
	16,521
	31.3%
	$79,001,616
	$127.07

	TOTAL POPULATION
	52,807
	
	
	


	Beneficiaries – Age 65 and Older
	Clients Served
	Dollars

	
	TOTAL
	% OF POP
	TOTAL
	PMPM

	Long Term Services and Supports
	41,067
	60.5%
	$810,290,432
	$1,201.31

	Alcohol and Substance Abuse
	183
	0.3%
	$475,058
	$0.70

	Developmental Disabilities
	974
	1.4%
	$51,273,184
	$76.02

	Mental Health (Excludes State Hospital)
	7,490
	11.0%
	$26,146,094
	$19.02

	TOTAL POPULATION
	67,884
	
	
	


One of the likely high-opportunity areas for cost savings in the dual population is through reduced hospital readmissions from nursing facility settings.  These hospitalizations can restart Medicare reimbursement at skilled nursing facility rates that are far higher than Medicaid nursing facility rates. In SFY 2010, more than 12,000 duals age 65 and over and nearly 2,000 duals under age 65 used Medicaid-paid nursing facility services. Although the state has not completed analysis of integrated Medicare and Medicaid claims data to calculate hospital readmission rates for dual eligibles hospitalized from nursing facility settings, the rate has been measured for non-dual disabled Medicaid beneficiaries. The 60-day readmission rate for non-dual disabled clients in Washington State in SFY 2010 was 40 percent, which suggests the shifting of nursing facility costs from Medicaid to Medicare could be significant in the dual eligible population.

The table below uses pharmacy data to characterize the prevalence of major chronic disease conditions in the dual eligible population. Among duals ages 65 and older, more than half receive cardiac medications; about a third receive medications for hyperlipidemia or gastric acid disorder; one in five receive medication for diabetes; and 15 percent are treated for asthma/COPD. Use of medications to treat infections and chronic pain are also common. Duals under age 65 show somewhat lower rates of heart disease, hyperlipidemia, gastric acid disorder, and diabetes, but show higher rates of asthma/COPD, infections and use of narcotics. 

TABLE 2. Pharmaceuticals for Dual Eligible Beneficiaries, SFY 2010

	MEDICAID-Rx 

PHARMACY GROUP
	SUMMARY DRUG 

DESCRIPTIONS
	Duals under 

age 65
	Dual age 65 and older

	
	
	TOTAL
	PERCENT
	TOTAL
	PERCENT

	Asthma/COPD
	Inhaled glucocorticoids, bronchodilators
	10,105
	19.1%
	10,375
	15.3%

	Cardiac
	Ace inhibitors, beta blockers, nitrates
	18,411
	34.9%
	36,350
	53.5%

	Diabetes
	Insulin, sulfonylureas
	7,647
	14.5%
	13,151
	19.4%

	Gastric Acid Disorder
	Cimetidine
	14,664
	27.8%
	20,496
	30.2%

	Hyperlipidemia
	Antihyperlipidemics
	11,751
	22.3%
	23,210
	34.2%

	Osteoporosis
	Calcium regulators
	1,469
	2.8%
	7,617
	11.2%

	Pain
	Narcotics
	19,427
	36.8%
	17,271
	25.4%

	
	TOTAL
	52,807
	 
	67,884
	


Mental health medications are among the most common drugs used by both dual populations. Among duals under age 65, antidepressants, anxiolytics, anticonvulsants and antipsychotics are all used with relative high prevalence rates. Duals ages 65 and older use antidepressant and antianxiety medications, although 11 percent were prescribed antipsychotic medications in SFY 2010. Use of antipsychotics in duals ages 65 and older is more likely to be related to the presence of dementia, rather than schizophrenia or mania/bipolar conditions that are far more prevalent among younger age duals. More than one in five duals ages 65 and older was diagnosed with dementia or a related condition.

TABLE 3. Diagnoses for Dual Eligible Beneficiaries



SFY 2010

	
	Duals under age 65
	Duals age 65 and older

	
	TOTAL
	PERCENT
	TOTAL
	PERCENT

	Mental Health, Substance Use and DD Diagnoses 

(2-year look-back)
	36,381
	68.9%
	31,546
	46.5%

	Psychotic disorder
	9,378
	17.8%
	4,553
	6.7%

	Mania/Bipolar disorder
	15,602
	29.5%
	13,953
	20.6%

	Depression
	14,937
	28.3%
	9,952
	14.7%

	Delirium & Dementia
	2,423
	4.6%
	14,818
	21.8%

	Developmental Disorders
	9,743
	18.5%
	2,323
	3.4%

	Alcohol Use Disorders
	4,288
	8.1%
	1,171
	1.7%

	Drug Use Disorders
	5,447
	10.3%
	653
	1.0%

	Mental Health Medication (2-year look-back)
	36,530
	69.2%
	34,731
	51.2%

	Antianxiety
	18,022
	34.1%
	15,826
	23.3%

	Antipsychotic
	14,829
	28.1%
	7,342
	10.8%

	Antidepressant
	25,230
	47.8%
	21,004
	30.9%

	Anticonvulsant
	18,974
	35.9%
	10,782
	15.9%

	TOTAL POPULATION
	52,807
	
	67,884
	


The term “5/50” is often used to refer to the concentration of health care costs among a relatively small number of high-risk individuals – the 5 percent of the population who account for approximately 50 percent of expenditures. That duals represent a high-opportunity, high-cost population is indicated by the fact that approximately 40 percent of the dual eligible population in Washington State are at or above the level of risk that defines the “top 5 percent” of medical costs in the broader Medicaid population. If this view of risk were broadened to include LTSS, behavioral health and DD services, this comparison would be even starker.

CHART 1. Identifying Sub-Populations through Overlap Patterns

	Service need and risk factor overlaps among HIGH RISK DUAL ELIGIBLE Aged or Disabled clients

SFY 2009

SOURCE: DSHS Research and Data Analysis Division, Integrated Client Database, January 2012
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Washington has focused initial profiling efforts on those who appear at high risk of future medical expenditures because this population presents the greatest opportunity for health interventions to increase health outcomes and show a positive return on investment. This population is identified by risk algorithms based on disease conditions identified by diagnoses and medication use. The medical risk score is calibrated to Washington State Medicaid Aged/Blind/Disabled costs patterns rather than using commercial population weights. The risk score is expressed as a ratio, with 1.0 equaling the average future expected healthcare costs for the reference (Supplemental Security Income) SSI-related population ($900 pm/pm).  A risk score of 1.5 means the individual is expected to incur 50 percent higher medical costs than the average Washington SSI client. This is the risk threshold that has been used to define eligibility for the state’s promising high-touch chronic care management initiatives and will be used for health home eligibility for duals and Medicaid only enrollees.
From a planning perspective, it is important to identify distinct sub-populations by their service need and risk factors. The chart above is a Venn diagram illustrating the distribution of high-risk dual eligibles across major categories of risk factors and service needs. The shaded box represents all dual eligible clients that have a risk score of 1.5 or higher. Important conclusions drawn from these patterns of overlap include:

· 79 percent use long-term services and supports

· 28 percent have an indication of serious mental illness 

· 7 percent have an indication of a substance use problem

· 6 percent received services through developmental disability 
· 9 percent received only medical services with no indication of need for LTSS or DD services, or indication of serious mental illness or a substance use problem

These findings point to the critical role that community-based non-medical service providers are likely to play in improving health outcomes for high-risk dual eligible clients.

The current system of supports for people with developmental disabilities reaches 63% of the 38,000 Washington residents with a qualifying developmental disability.  About 18,000 are under age eighteen and 20,000 are eighteen or older.  About 14,000 people or 37% wait for services to be available.  Of the people served approximately 24,000 live in the community; most with their families.  Fewer than 900 people live in one of the five Residential Habilitation Centers (RHCs). In the next decade the number of Washington residents with a developmental disability will increase to 51,000.  The future system of supports for people with developmental disabilities must meet more of this significant and growing unmet need.
	Forecasted January 2013 Caseload Composition
	Overall Total Dual
	Individuals receiving LTSS in institutional settings
	Individuals receiving LTSS in community settings (in-home or residential)

	Overall total 
	122,836
	14,420
	41,631

	Individuals age 65+
	69,629
	12,507
	31,358

	Individuals under age 65 
	53,207
	1,913
	10,273

	Individuals with serious mental illness
	47,295
	5,425
	     22,582


Table Notes: This is a forecast of the January 2013 dual caseload derived from February 2012 Caseload Forecast Council forecasts for CN/MN ABD populations, combined with LTSS utilization and SMI prevalence rates derived from the SFY 2010 experience. The LTSS service utilization measure is an estimate of the number in the forecast caseload who will use these services over the course of a 12-month period (not the average monthly caseload). SMI definition: diagnosed with psychotic or mania/bipolar disorder, prescribed antipsychotic or antimania meds, or experienced psychiatric hospitalization

C. Care Model Overview

i. Proposed delivery system/programmatic elements including geographic service areas, enrollment methods and provider networks
Substantive and timely progress in developing innovative integrated care models that improve care for all individuals who rely on Medicare and Medicaid for critical health and social services requires a balance of strategies.  increased purchase of health care through risk-bearing entities (e.g., health plans) that compete based on service, access, quality, and price; modernization of the current systems of care to simplify, improve financial alignment, and increase accountability; and embedding robust health home functions that will holistically coordinate care across medical and other risk factors/ service needs are all strategies that will integrate care for Washington’s dual eliglble beneficiaries.

Three strategies (outlined below) allow the state to test different models of integration which is necessary due to: 1) current statutory authorities that limit full financial integration; 2) the CMS requirement that managed care approaches be voluntary; 3) the geographic diversity and population distribution of duals; and 4) the need to respond to extensive stakeholder input.  As detailed in section D, the state reached out to a wide array of beneficiaries, providers, health plans and advocates who provided valuable insight that helped to inform the strategies outlined in this proposal.  There were a number of themes in stakeholder feedback that provide context for the proposed integration strategies.  These themes include: 1) medical and social services needs are inter-related and coordination and incentives need to be aligned across these domains; 2) care coordination is a key ingredient to effective care integration; 3) flexibility is necessary to allow for local variances based upon population need and provider network; and 4) change is both needed and feared. 
Although the current system as a whole has flaws, there are elements of service delivery that are high quality and are working well for beneficiaries.  Stakeholders expressed fear that what is working will be broken or the state’s performance on key indicators such as employment and community based long term care will be eroded while the state is trying to improve the overall service delivery system. Stakeholders expressed considerable concern about the readiness of health plans operating in Washington State to provide the full array of behavioral health long term services and supports and services to individuals with developmental disabilities.  Stakeholders wanted to continue to test models of full financial integration applying lessons learned to date, but felt strongly that the state was not ready to “flip the switch” on managed care statewide.  
The proposed strategies will improve the care experience for eligible beneficiaries. Each model places a priority on coordination of care and its impact on beneficiary outcomes by embedding health home services that would be offered in fee for service and managed care arenas.  In response to the need to better coordinate care across service domains, the state has developed the Predictive Risk Intelligence SysteM (PRISM).  It is actively in use to support care management interventions for high-risk Medicaid beneficiaries with chronic conditions. The tool combines three key innovations: 1) identification of clients most in need of comprehensive care coordination based on risk scores developed through predictive modeling; 2) integration of information from medical, social service, behavioral health and long term care payment and assessment data systems; and 3) an intuitive and accessible display of beneficiary health and demographic data from administrative data sources. It has proven to be an invaluable tool providing timely, actionable information to improve care and reduce costs.  A data use agreement with CMS has allowed testing of the integration of Medicare and Medicaid data. A PRISM prototype has been developed to provide the full view of Medicare and Medicaid services that will be used by care managers and health home providers under this demonstration in all three integration strategies to coordinate care across service domains and where applicable funding sources.  

In each of the integration strategies proposed in the design plan, beneficiaries will have a care manager who is charged with overall care coordination and ensuring a person-centered approach to service provision.  For high-cost high risk beneficiaries the care coordination will be performed by certified health home providers.  Based upon evaluation findings of current chronic care management programs operating in Washington, the beneficiary receiving health home services will experience improvements in care including:  

· Improvements in health condition, living environment and access to treatment

· Decreased mortality rates compared to people who do not receive chronic care management

· Decreased hospitalizations due to emergency care needs

· A health action plan that focuses on their goals identifying a specific plan, potential barriers to meeting their goals, and self-confidence assessment.

· Overall improved confidence in working with their health care providers

· Increased levels of confidence in  taking care of their health problems 

· Progress towards taking action in health care decision making and behavior changes

· Improved  understanding of how to prevent further problems with their health

In focus groups, beneficiaries expressed frustration and difficulties in navigating care, duplicative time-consuming approaches to information sharing and lack of coordination as a result of the fragmentation of care.  The use of these integration strategies are expected to result in significant decreases in the issues beneficiaries raised that do not work well under the current system.  

The focus of each integration strategy will be to ensure CMS goals of service integration from the beneficiary’s perspective, combined with alignment of financial incentives, strong performance expectations, and increased accountability for achievement of system-wide quality and cost-containment objectives.  

Strategy 1: Implement health homes for all high cost/high risk dual beneficiaries under Managed Fee for Service where financial integrated capitation model does not exist (beginning January 1, 2013)

Intentional and intensive care coordination that crosses over service domains and risk factors is essential to improve the integration experience.  It also provides the greatest opportunity for improving care and realizing cost savings. The need for effective care coordination was raised at every stakeholder engagement activity, including beneficiary, provider and advocacy groups.  To adequately respond to the diversity of the population’s needs, an array of options for the beneficiary’s care coordination is needed.  Care coordination will be most successful in engaging a beneficiary when it is provided locally by an entity that already has established care relationships with the beneficiary.  

Early evaluations of intensive care coordination models piloted by Washington State have shown that when comparing results for individuals in the treatment group to those in the abeyance group, Enrollees experience:  

· Positive outcomes, even the highest cost/highest risk individuals
· Lower mortality rates
· Better self-reported health outcomes, including overall health rating, improved patient activation measures, overall self-sufficiency, impact of pain and quality of life as measured through participant surveys
· Nearly half of the enrollees achieved improvements in health condition, living environment or access to treatment as evidenced through record reviews
· Less emergency room visits, in-patient hospital stays necessitated through an emergency room visit, and decreased use of nursing homes 

Washington will implement health homes as a way of ensuring intensive person-centered care coordination to beneficiaries.  A health home is not a place, but a list of services and functions provided by an entity that will be qualified by the state.   A health home is responsible for the integration and coordination of primary, acute, behavioral health (mental health and substance use disorder) and long-term care services and supports for high cost/risk* persons with chronic illness across the lifespan.  A qualified health home is a network of community based providers that can include entities such as primary care clinics, hospitals, health plans, community mental health centers, local government safety net providers, entities with long term care and independent living expertise or other providers with expertise in serving high cost/high risk beneficiaries.  Washington has developed a draft health home qualification process (see Appendix F) and will seek a State Plan Amendment under section 2703 of the Affordable Care Act to implement intensive care management through health homes beginning in January 2013.  

A health home is the central point of contact working with the managed care or fee-for-service beneficiary to:

· Establish person-centered health action goals designed to improve health and health-related outcomes; 

· Coordinate across the full continuum of health services (medical, mental health, substance use treatment and social);

· Work directly with entities or persons authorizing services to communicate supports or changes that support health outcome goals;

· Reduce avoidable health care costs, specifically preventable hospital admissions/readmissions, avoidable emergency room visits and reduced use of institutional care, such as nursing homes, psychiatric hospitals and residential habilitation centers;

· Organize and facilitate the delivery of evidence-based health care services; 

· Arrange for timely post-institutional or facility discharge follow-up, including medication reconciliation and substance use treatment after-care program; and 

· Increase the beneficiary’s confidence and skills to self-manage their health goals.

Health home providers must demonstrate their ability to perform each of the following requirements and document the processes used to perform these functions.  Documentation should include a description of the proposed multi-faceted health home service interventions, such as theory or research-based self-management support and transitional care provided to promote beneficiary engagement, participation in the development and management of the health action plan and assurance that beneficiaries have appropriate access to the continuum of physical, behavioral health, long term services and supports and social services in the health home network.  Health homes must assure that services are delivered in manner described as follows.  

1. Provide quality-driven, cost effective, culturally appropriate and person and family centered health home services.

2. Assign a dedicated care manager who is located in the community in which the beneficiary resides.

3. Use high quality, evidence-based assessment and intervention protocols in working with the beneficiary to develop health action plans. 
4. Coordinate and facilitate access to disease prevention and health promotion services.  Coordinate with and include timely access points for mental health, substance use disorder and long term care services and supports.

5. Provide the full array of health home services within the provider’s network in compliance with the definitions and standards listed below.

6. Develop a person-centered health action plan for each beneficiary that coordinates and integrates clinical and non-clinical services in support of achieving a beneficiary’s health action goals.

7. Demonstrate the capacity to use health information technology to link services, identify and manage care gaps; facilitate communication and case problem-solving among health home team members and between the health home network and the beneficiary, family members and caregivers.  

8. Provide feedback to prescribing/authorizing health care, behavioral health and long term care service providers as feasible and appropriate to the health action plan.

9. Establish a continuous quality improvement program and collect and report on data that permits an evaluation of increased coordination of care and chronic care management on individual and population-based clinical and cost outcomes, experience of care and quality of care outcomes.

Service delivery integration and effective health home coordination will be facilitated by a secure, web-based clinical decision support tool referred to as PRISM (Predictive Risk Intelligence SysteM) which combines claims, eligibility, assessment, risk identification and other Medicaid and Medicare sources organized by individual beneficiary. This technology, coupled with identification of risk factors, is not available through managed care plans, even the most technically proficient ones with Electronic Health Records (EHRs)  In addition to being critical for coordinating care, it is important as a contract monitoring tool for quality and performance outcomes.

Individuals enrolled in the state’s Program of All-Inclusive Care for the Elderly (PACE) receive intensive care coordination through a multi-disciplinary team and will continue to receive their care coordination through the PACE provider.  Enrollment to health home services will be made available to any eligible individual in the state whether served through a managed care organization or in fee-for-service.  Eligibility is based upon presence of identified chronic condition(s), risk of a second chronic condition and a predictive risk score in PRISM of 1.5 or greater.  Individuals receiving Medicaid medical services through managed care or Medicaid/Medicare services through a fully integrated capitated model will be assigned a qualified health home provider by the managed care organization.  Outreach and enrollment for beneficiaries outside of managed care will be performed by qualified health home providers.  The state will send lists of eligible beneficiaries to the managed care plan or in the case of fee for service to the qualified health home provider who will perform outreach and engagement activities.  A beneficiary will elect whether or not to enroll in a health home and may change or discontinue health home services.    
Health home services would be funded under the Managed Fee for Service financial alignment model described in the July 8, 2011 CMS State Medicaid Director letter.  Sustaining this model for duals past the first eight quarters of enhanced federal match will require negotiation with CMS around options for Medicare funding either through mechanisms described in strategy 3, shared savings, a service fee or another approach that may be identified through negotiations. 
Strategy 2: Implement full financially integrated model purchased through health plans (beginning January 1, 2013)

Full financially integrated service delivery through health plans has the potential to yield long-term benefits through improved financial flexibility, a single point of accountability over all services and supports and aligned financial incentives. Health home services will provide the care coordination necessary for high cost/high risk individuals.  Strategy 2 will be implemented using a three-way contract between the State, CMS, and health plans in geographic areas where legislative authority exists.    Services to be provided within the capitation include medical, mental health, chemical dependency and long term services and supports.  Health plans will be required to allow beneficiary self-direction in selecting, hiring, firing and supervising personal care workers, called Individual Providers.  Health plans will also be required to provide support necessary for a beneficiary to self-direct their services.  Health plans will be encouraged to offer  supplemental benefits as that will be an important factor in beneficiaries choosing to participate in an integrated model.  The supplemental benefits will be identified during the request for selection process which is targeted to begin in May 2012.  
With the exception of individuals residing in the state’s Residential Habilitation Centers, individuals with developmental disabilities will be included in this model but services provided through the state’s 1915(c) waivers for individuals with developmental disabilities will be carved out and provided by DSHS. Services for individuals with developmental disabilities will be coordinated between the health plan and the DSHS.  This is consistent with the state’s implementation of managed care for the Medicaid only populations with developmental disabilities.   The state has taken this approach due to strong stakeholder sentiment that individuals with developmental disabilities should be included in the state’s managed care strategies.  However, stakeholder have expressed significant concern about health plan readiness to provide the habilitative and employment services provided under state and federal 1915(c) authorities.  Stakeholders for individuals with developmental disabilities, including self-advocates and parents, are committed to working with the state to continue discussions about what competencies, outcomes and other factors would need to be present prior to determining whether a health plan could demonstrate readiness and expertise to deliver these services.  The state is not able to serve all individuals with developmental disabilities who are eligible to receive 1915(c) services and stakeholders would like to continue to explore whether managed care implementation would help the state deliver services to more individuals.  

Duals living in the counties where strategy 2 is in place, will be given the opportunity to choose integrated service delivery and if no choice is made will be passively enrolled to selected health plans and be given the opportunity to opt-out after a 90-day retention period in which the plan must ensure continuity of care. Individuals served in the state’s PACE program, will be excluded from passive enrollment.  During the 90-day retention period, the enrollee will not experience any reduction to his or her service plan or changes to providers or pharmaceuticals.  

In beneficiary focus groups, the need for clear, transparent and unbiased information to inform decision making about integrated care options was identified.  This was echoed during stakeholder engagement forums conducted in September, 2011 and was prioritized as a key consumer protection.   The state has contracted with a communications firm to assist in developing information and outreach strategies that can be used by the state to inform beneficiaries about integrated care options.  The state will also work with community organizations and Senior Health Information Benefits Advisors (SHIBA) to provide education, advice and information to beneficiaries with whom they work.  During stakeholder engagement meetings the push and pull between beneficiary choice in voluntary models and the need to have sufficient enrollment in integrated models to test their effectiveness was discussed.  The ability to choose whether or not to enroll in integrated care, a passive enrollment for those who do not make a choice and the ability to have a 90-day retention period for those who are enrolled with a continuity of care guarantee provides a balanced approach to these issues.
The state will continue to determine financial eligibility for all Medicaid populations including duals.  The state will continue to determine functional eligibility for Medicaid long term services and supports.  To ensure standardized collection of clinical characteristics and the ability to monitor quality and effectiveness of health plan service delivery, the state will continue to use a standardized assessment for individuals receiving long term care and developmental disability services. 

Core elements of the fully integrated capitated Health Plan Model:  

· Three way contract for all services (CMS, State, health plan)

· Passive enrollment with 90-day retention period

· Tiered health home benefit with community based providers for the high cost/high risk population
· Single point of contact and a coordinated plan of care

· Outcome measures and quality incentive pool

· Contract execution will be dependent upon demonstrated readiness and sufficient provider network

· Secure web-based clinical decision support tool (PRISM)

· Risk adjusted rates

The HCA recently concluded a joint procurement consolidating the Medicaid managed care program called Healthy Options with the state's Basic Health Plan, a subsidy program for low-income residents not eligible for Medicaid. This 18-month managed care contract is limited to medical services such as primary care, specialty care, hospital, pharmacy, rehabilitative and skilled medical treatments and is estimated to cover approximately 700,000 people. It is aimed at improving care, reducing costs, expanding service delivery options, and implementing payment reform and quality control features authorized by the Legislature. Other populations in this procurement include new Healthy Options clients such as foster children and blind and disabled SSI recipients. The recent HCA procurement of managed care plans to serve the Medicaid Healthy Options program and its expansion to the SSI population of blind and disabled individuals provides a foundation for strategy 2.  
The readiness review process of the five plans selected to provide medical services beginning in July 2012 is underway and enrollment of clients is contingent upon its successful completion which includes ensuring adequate provider networks are in place.  All of the plans have demonstrated experience serving individuals with disabilities in Washington or another state.  Washington will use the joint procurement process as the basis upon which to implement fully integrated and financially capitated service delivery to dual eligibles.  
Implementation will be based upon agreement between the state and affected local governments and successful completion of a request for selection (RFS) process and a readiness review to ensure key integration elements (i.e. provider network adequacy, necessary consumer protections, care coordination and health home functions, ease of access, cultural competence, etc.) are in place for a January 1, 2013 start-up.  The state will work with stakeholders over the next several months to develop readiness review criteria for the new services that would be provided by health plans under this full financially capitated model.  The selection and readiness review of plans will be jointly conducted by the CMS and the State of Washington to ensure both Medicare and Medicaid requirements are met.

County selection will be based upon the following criteria:  
· Agreement by the county legislative authority.
· The participating health plan must have a Health Care Authority contract to provide Medicaid medical services;

· Submission of a Notice of Intent to Apply to CMS by April 2, 2012;

· Commitment to three-year demonstration contract;

· An ability to begin implementation of full financial integration capitated service delivery in January 2013;

· Local support for integrating medical care, long term services and supports and behavioral health funding and services as follows:

· Agreement by entities to work collaboratively together to achieve goals of service integration, improved health outcomes, and decreased use of avoidable institutional care;

· Agreement by contracted entities to provide unbiased information that will support full beneficiary choice in selecting among available services and providers, this is referred to as “conflict free case management”;

· Demonstrate an understanding and commitment to self-management and recovery principles that ensures participant direction is incorporated into the model.

· Commitment to an on-going local stakeholder process that includes health plans, county based human services providers, community programs, other service providers and interested stakeholders in the implementation and operations of the demonstration project;

· Population of individuals dually eligible for Medicare and Medicaid exceeds 5,000 in the proposed county or multi-county service area;

· Enrollment is made available to any eligible individual in the county or multi-county area;

· Demonstrable commitment to person-centered practices that greatly improve the consumer’s experience, health, self -direction and community participation;

· Health Plan is an apparently successful bidder in the completion of RFS process which will include adequate provider networks, demonstrated readiness to provide mental health, chemical dependency and long term services and supports and meet the needs of the duals population.

Strategy 3: Modernize current service delivery system, implement three-way contracting and capitation of Medicare payments and Medicaid medical payments coupled with the use of performance measures and incentive pools to improve integration and financial alignment across medical, behavioral health, and long term services and supports systems (beginning January 1,  2014):
 

In geographic areas where full capitation integration health plans are not in place, or for individuals who opt out of them, we recommend steps to modernize and simplify the current systems of support.  Change is necessary to improve care coordination, better align financial incentives, and increase accountability for overall costs and health outcomes.  This change will be accomplished through the integration of all Medicare-paid health services and Medicaid medical services under three-way contracting between the state, CMS and the health plans in 2014. This will effectively combine all medical care, along with Medicare-paid SNF services and Medicare-paid outpatient mental health services under a single contract for each beneficiary participating in this option.  DSHS will work with stakeholders, contractors and interested parties in 2012 to: 1) determine statutory and system changes necessary to simplify existing service delivery systems and reduce administrative structures; 2) identify shared outcomes; and 3) develop performance measures to align incentives toward achieving integration.  The health plan integrating Medicare services with Medicaid medical services will be subject to quality withholds tied to performance targets described elsewhere in this document.  Financial incentives will also be built into existing contracts that will promote coordination that is lacking in the current delivery system.
The state uses a standardized assessment for beneficiaries receiving long term services and supports and services for individuals with developmental disabilities that embeds evidence-based screening and risk based protocols to support care coordination across service domains. These include:  PHQ-9 depression screen, CAGE alcohol and drug screen, diagnosis, medications and medical treatments, and use of the minimum data set to determine need for activity of daily living assistance or changes in health status.  In addition, nursing protocols are triggered to ensure in person or telephone consultation with an RN.  Nursing protocols in the assessment are triggered based upon: complicated medication regimens; unstable or changing diagnosis; untreated pain management issues; nutritional status or weight issues; and risk of skin breakdown.
 Strategy 3 improves integration and alignment of incentives through the following features:

· Provides medical care through a health plan with strong financial incentives to reduce inpatient medical admissions and avoidable ER/ED utilization;
· Integrates Medicare SNF services under the health plan creating strong financial incentive to reduce SNF entries and to reduce hospital readmissions from nursing facilities that restart Medicare-paid SNF payments at higher-than-Medicaid reimbursement rates;
· Builds health plan experience with SNF and community mental health providers directly through integration of these services in the health plan benefit;
· Builds health plan experience with the DD and home and community based long term service and supports system by requiring the health plan to contract with qualified providers in these systems for health home services when appropriate based on beneficiary choice;
· Creates incentives for the health plan to achieve quality metrics – including metrics tied to retention and engagement of high-risk clients with serious mental illness, substance use disorders, and/or significant functional impairments;
· Provides the health plans, mental health plans and long-term services and supports staff with access to the integrated patient health record through the PRISM application;
· Aligns contractual performance requirements and accountability between capitated medical, capitated Medicare mental health and nursing home, and fee-for-service Medicaid substance abuse treatment, long term care services and supports and services for individuals with developmental disabilities.

· Creates financial incentives to support the aligned contractual performance requirements and accountability.   

Duals living in the counties where strategy 3 is in place, will be given the opportunity to choose integrated service delivery and if no choice is made will be passively enrolled to selected health plans and be given the opportunity to opt-out after a 90-day retention period in which the plan must ensure continuity of care. 
This approach will demonstrate the extent to which CMS goals for duals could be achieved in a mixed managed-care and fee-for-service environment through promising health home service delivery models supported by innovative Health Information Technology (HIT) capability and the thoughtful design of financial structures to align incentives across medical, behavioral health, and long term services and support systems. This strategy is different from the two financial models outlined by CMS in their July 8thState Medicaid Directors letter and implementation would not begin until January 2014.  This strategy provides a mechanism to continue health home services for duals when the enhanced federal match of 90% drops to regular match of 50% after the first eight quarters.  CMS and the State would work jointly together to select health plans in 2013 and conduct detailed readiness review to ensure adequate provider networks, consumer protections and policies and procedures are in place prior to the enrollment of beneficiaries in January 2014.
ii. Benefits to be incorporated in all models include: (for full details and definitions see Appendix E and F)
All Medicare and Medicaid services.  Medicare services include Parts A, B and D (primary and specialty medical care, rehabilitation, hospitals, hospice, home health and pharmaceuticals).  Medicaid services are listed below:
Mental Health Services:

Outpatient Mental Health Services

· Brief Intervention Treatment 

· Crisis Services 

· Day Support

· Family Treatment

· Freestanding Evaluation and Treatment

· Group Treatment Services

· High Intensity Treatment

· Individual Treatment Services

· Intake Evaluation

· Medication Management

· Medication Monitoring

· Peer Support

· Psychological Assessment

· Rehabilitation Case Management

· Special Population Evaluation

· Stabilization Services

· Therapeutic Psycho-education

· Mental Health Services Provided in Residential Settings

Inpatient Mental Health Services
· Community Inpatient Psychiatric Services

· State Psychiatric Hospital Services

· Children’s Long-term Inpatient Program (CLIP)

Outpatient Chemical Dependency Services

· Case Management

· Chemical Dependency Assessment

· Expanded Chemical Dependency Assessment

· Intake Processing

· Individual Therapy

· Group Therapy

· Opiate Substitution Treatment

Residential Chemical Dependency Services

· Youth Inpatient Treatment Level I Secure

· Youth Inpatient Treatment Level II Secure

· Youth Recovery House Level II

· Youth Detoxification Stabilization (subacute)

· Youth Detoxification Stabilization (acute)

· Women without children Long Term Residential Treatment

· Pregnant and Parenting Women with Children Long Term Residential  Treatment

· Co-occurring Disorder (COD) Residential Treatment

· Sub-acute Detoxification

· Acute Detoxification

· Screening, Brief Intervention and Referral to Treatment

· Adult Intensive Inpatient Treatment

· Long Term Adult Residential Treatment

· Adult Recovery House

· Involuntary Treatment

Long-Term Services and Supports for Individuals with Functional Impairments due to Developmental, Cognitive or Physical Disabilities

· Environmental Modifications
· Self-Directed Care

· Enrollee Participation in Cost of Care

· Home Health Aide

· Adult Day Care

· Adult Day Health

· Caregiver Recipient Training Service including evidence based programs for depression and chronic disease mgmt
· Specialized Medical Equipment and Supplies

· Transportation

· Nursing Facilities

· Skilled Nursing

· Private Duty Nursing

· Personal Emergency Response System 
· Nurse Delegation

· Home Delivered Meals

· Budget based waiver services with financial consultation

· Personal Care (provided by Individual Provider, licensed home care agency, Adult Family Home or Boarding Home
1915 (c) services for individuals with Developmental Disabilities.  These services will be provided by DSHS in each of the three strategies

· Behavior Management & Consultation                  

· Community Guide

· Community Transition

· Emergency Assistance

· Employment and Day Program Services

· Environmental Accessibility Adaptations

· Mental Health Stabilization Services

· Residential Habilitation

Roads to Community Living: Washington’s Money Follows the Person Demonstration Program available to eligible persons relocating from nursing facilities, residential habilitation centers and state psychiatric hospitals.
· Community Choice Guide

· Community Choice Housing Specialist

· Informal Caregiver Support Services

· Challenging Behavior

· Life Skills

· Professional Therapy

· Transitional Mental Health and Substance Abuse Services

· Service Animals

iii. Description of whether the program will add new supplemental benefits and/or other ancillary/supportive services (e.g. housing, non-emergency transportation, etc ) or modify existing services.

During the request for selection process for full financial integration capitated models, the state will encourage plans to provide supplemental benefits and/or other ancillary support services.  Offering expanded benefits has proven important as beneficiaries make choices about voluntary enrollment into managed care plans.  During focus groups beneficiaries expressed time and time again how difficult it can be to get critical needs met on limited incomes. The ability to access supplemental services that might otherwise be purchased out of pocket was viewed as a very important factor by beneficiaries in making a choice to enroll in integrated plans.
Health homes for the high cost/high risk beneficiaries that provide intensive care coordination across all service domains is a new service that is not currently available in the state’s Medicaid program nor is it paid for by Medicare.  
iv. Discussion of how evidence based practices will be employed as part of the overall care model.

Throughout the design phase, Washington State has explored the value of integrating evidence based practices into the strategies. A clear result from stakeholder engagement activities was that they have an expectation that evidence based or evidence informed promising practices will be incorporated to support the highest health outcomes and beneficiary activation possible. Many evidence based practices are already commonplace and have standardized use in the existing service delivery systems, such as: depression, chemical dependence and suicide screens, Chronic Disease Self Management Program (an approved benefit in the COPES LTSS wavier),  Coleman and Naylor’s  Care Transitions models and many protocols for the treatment and prevention of chronic conditions.  DSHS jointly developed the “Living Well with Chronic Conditions in Washington State” website.  It is a website for providers, potential providers, leaders, trainers and participants to learn about healthy aging, self management programs and evidence based classes that are available throughout the state.  The state has also developed standards for completion of health risk assessments and health action plans that utilize evidence based tools and protocols in the provision of health home services. 
A comprehensive health assessment will be conducted within 30 days of enrollment using evidence based/informed practices where available.  The assessment identifies chronic conditions, severity factors and gaps in care, the beneficiary’s activation level and opportunities for potentially avoidable emergency room, inpatient hospital and institutional use. 
The overload of information, combined with a lack of tools to understand or test the information’s reliability, has led many health care professionals to turn to evidence-based medicine to identify best practices in treatment and diagnosis as well as payment and coverage decisions. The Washington State Health Care Authority has contracted for evidence-based health technology assessments to support the HCA’s evidence based Health Technology Assessment program. Contractors will utilize systematic reviews based on rigorous, comprehensive syntheses and analyses of relevant scientific literature and relevant effectiveness and cost effectiveness data, emphasizing explicitly detailed documentation of methods, rationales, and assumptions. 

v. As applicable, description of how the proposed model fits with:
(a) current Medicaid waivers and/or State plan services available to this population
The state uses authority under the Medicaid state plan and federal waivers to draw down federal match to support the delivery of medical, mental health, chemical dependency, long term services and supports and services for individuals with developmental disabilities.  DSHS and HCA are reviewing current state plan and waivers to determine where administrative simplification and efficiencies can be achieved and to identify revisions that may be necessary to implement health reform activities including implementation of integration strategies.  Where multiple waivers can be combined to promote efficiency and/or flexibilities, the state will work with CMS to do so.  As an example, two of the state’s 1915 (c) long term care waivers are being collapsed into the larger COPES 1915 (c) waiver and the Division of Developmental Disabilities is exploring whether to combine two 1915 (c) waivers into one.  

Strategy 1:  Beneficiaries will be eligible to receive current Medicaid State Plan, 1915(b), 1915(c), 1115 services and Roads to Community Living Services based upon eligibility criteria for those services. 

Strategy 2:  Health plans will be required to cover all services currently available under the state’s Medicaid State Plan, 1915(b), 1915(c) waivers and Roads to community living to eligible beneficiaries. 1915(c) waiver services provided under ADSA’s Division of Developmental Disabilities will be excluded from health plan coverage.  
Strategy 3:  Beneficiaries will be eligible to receive current Medicaid State Plan, 1915(b), 1915(c), 1115 services and Roads to Community Living Services based upon eligibility criteria for those services.

(b) Existing managed long-term care programs
The Washington Medicaid Integration Partnership (WMIP) is a voluntary managed care pilot project in Snohomish County. WMIP is designed to improve care for disabled Medicaid clients who are 21 years of age or older by coordinating services that in the past have been provided through separate treatment systems. Molina Healthcare of Washington began providing care for clients in January 2005. The benefit package includes medical care, substance abuse treatment, mental health treatment (fully phased‐in October 2005), and long‐term care services (added October 2006).

(c) Existing specialty behavioral health plans

Mental health services in Washington State are administered by Regional Service Networks (RSNs). These networks contract with licensed community mental health providers to supply mental health services. RSNs coordinate crisis response, community support, residential, and resource management services. Funding is provided from the state to the local RSNs for consumers who are Medicaid eligible through capitated Prepaid Inpatient Health Plans. Limited services are available to those who are non-Medicaid eligible as general state funds allow. 

(d) Integrated programs via Medicare Advantage Special Needs Plans (SNPs) or PACE programs
Currently the Medicaid agency holds four information exchange contracts with Medicare Advantage Special Needs Plans to support their operation in Washington State. Through their experience with the provision of increased care coordination for dual eligibles, our expectation is they will align with and enhance the proposed duals innovation model. Several managed care plans that are apparent successful bidders to provide Medicaid coverage as of July 1, 2012 offer Medicare Advantage SNPs.  Health Plans are interested in participating in three-way contracts under strategy 2 must submit a non-binding letter of intent to CMS no later than April 2, 2012.
PACE provides the full scope of long-term care, medical, mental health, and drug and alcohol treatment services under one service package and capitated payment per member per month. PACE has been available in a limited number of zip codes in King County since 1995 and is operated by Providence ElderPlace in Seattle.   Total expenditures in FY10 were $8,401,930, with average monthly census of approximately 344.
(e) Other State payment/delivery efforts underway (e.g. bundled payments, multi-payer initiatives, etc) 
The proposed duals innovation model takes advantage of many health reform efforts underway in the state. In particular it leverages progress made towards fully integrated care in which service delivery, financing and administrative systems are increasingly less fragmented and accountability for improved health outcomes and reduced costs are clearer. The cumulative effect of these efforts, in conjunction with the proposed duals innovation model, is to accelerate the move away from inefficient health care purchasing practices to improved and sustainable access, quality, patient experience, population health, and affordability of coverage and care. Key health reform and program development efforts that inform and enhance the proposed duals innovation model include:

Expansion of Managed Care to individuals receiving medical services under the Medicaid State Plan 
The Healthy Options program currently provides a fully capitated, managed care program serving approximately 700,000 Temporary Assistance to Needy Families (TANF), TANF related Children’s Health Insurance Program (CHIP) clients, which is about 60% of Washington’s total Medicaid/CHIP population. Basic health serves approximately 40,000 low income clients. HCA intends to add clients who are eligible for Supplemental Security Income (SSI) who are not dually eligible for Medicare to the Healthy Options population.  
vi.  Other CMS payment/delivery initiatives or demonstrations (e.g. health home, accountable care organizations, multipayer advanced primary care practice demonstrations, demonstration to reduce preventable hospitalizations among nursing home residents, etc)

The Dual Innovation Design Plan will include core elements that link with other Affordable Care Act (ACA) and Washington Health Innovations projects including:  
Integrated services under Washington’s multiple home and community-based (HCBS) waivers into a combined benefit package;

a. Building capacity in organized health systems to deliver HCBS, and test integration/coordination of HCBS with organized health systems; 

b. Developing innovative payment methods for supports providers through bundled and capitation payments for example; 

c. Identifying areas where additional federal approval would increase flexibility and maximize the sustainability of programs for duals into the future;

d. Including health home and other supplemental benefits, building on Washington’s work to date on health homes including health home services permitted in ACA Section 1945(h)(4):

· comprehensive care management;

· care coordination and health promotion;

· comprehensive transitional care, including appropriate follow-up, from inpatient to other settings;

· patient and family support (including authorized representatives);

· referral to community and social support services, if relevant; and

· use of health information technology to link services, as feasible and appropriate

The 2011 Legislative Session, through enactment of House Bill 1738, directed DSHS and the newly created HCA to propose preliminary recommendations regarding the role of the HCA in purchasing DSHS provided mental health, chemical dependency and long term care services including services for persons with developmental disabilities. 

Washington State House Bill 1738 calls for a planning process in 2013 to identify the role of the HCA in the State’s purchasing of the programs that remain within DSHS.  The goal is to use the full purchasing power of the State to get the greatest value for its money and allow other agencies to focus more intently on their core missions. It further directs the DSHS and the HCA to consider options for effectively coordinating the purchase and delivery of care for those populations served by DSHS after seeking input from a broad range of stakeholders.   

Health Technology Assessment 

The HCA is contracting for evidence-based health technology assessments to support the HCA’s evidence based Health Technology Assessment program. Contractors will utilize systematic reviews based on rigorous, comprehensive syntheses and analyses of relevant scientific literature and relevant effectiveness and cost effectiveness data, emphasizing explicitly detailed documentation of methods, rationales, and assumptions. 

A major component of the program is the evaluation of medical interventions to determine coverage.  

Health Benefits (Insurance) Exchange 

An exchange is a key provision of national health reform that creates a new marketplace for each state to offer health benefits to individuals and small businesses. Under national health reform, states must have an exchange in place by January 1, 2014. The Washington Exchange will help consumers and small businesses buy health insurance in a way that permits easy comparison of available plan options based on price, benefits, and quality. By pooling people together, reducing transaction costs, and increasing price and quality transparency, Health Benefit Exchanges create more efficient and competitive health insurance markets to facilitate the offer of “qualified health plans” for individuals and small employers. A vendor provided Exchange Portal will use the State Eligibility Service offered by the state’s Automated Client Eligibility System (ACES) (add ACES to acronyms), Washington State Eligibility System, to determine eligibility for Medicaid, CHIP and Tax Credits. The Portal will be available by December 2013 and is expected to assist many newly Medicaid eligible beneficiaries to find coverage in 2014.

Electronic Health Records: (EHR)

Washington State's Medicaid EHR Incentive Program is playing an important role in establishing critical health information technology designed to reduce costs, improve care and advance coordination across our healthcare system, leading to better health outcomes and healthier lives. The state has developed a 5-year road map in its State Medicaid Health Information Technology Plan (SMHP) that includes investments that build toward more coordinated and integrated care and will be supportive of this proposed demonstration.  
D. Stakeholder Engagement and Beneficiary Protections
i. Discussion of how the state engaged internal and external stakeholders during the design phase and incorporated input into its demonstration proposal. 
A critical component in the development of the design proposal has been key engagement with stakeholders.  During initial planning, a strategic and inclusive conceptual framework was developed to guide and direct the state’s work with stakeholders. (Appendix C)  In addition, a stakeholder matrix was utilized to help identify the broad array of interested parties and assist in targeting and prioritizing efforts given the short planning timeframe.  As a result, stakeholders were invited to participate through interviews, forums, presentations, and focus groups.  Through the stakeholder process, the state shared approaches and sought comments from beneficiaries, their families, advocacy groups, providers, impacted organizations and entities, political stakeholders and other key informants. 

An external website was developed in the fall of 2011.  It described the project and provided a place where documents were posted after stakeholder engagement activities were concluded. The site address and link were shared in stakeholder forums and subsequently in email distributions to focus group contacts. The website can be found at http://www.adsa.dshs.wa.gov/duals 

There were a number of themes in stakeholder feedback that provide context for the proposed integration strategies.  These themes include: 1) medical and social services needs are inter-related and coordination and incentives need to be aligned across these domains; 2) care coordination is a key ingredient to effective care integration; 3) flexibility is necessary to allow for local variances based upon population need and provider network; and 4) change is both needed and feared.  Although the current system as a whole has flaws, there are elements of service delivery that are high quality and are working well for beneficiaries.  Stakeholders expressed fear that what is working will be broken or the state’s performance on key indicators such as employment and community based long term care will be eroded while the state is trying to improve the overall service delivery system. Stakeholders expressed that changes be made in a way that uses all due deliberate speed – but in a logical and reasonable fashion.

Key Informant and Informational Meetings (summer and fall 2011)
To begin framing the issues and potential responses from a variety of perspectives, key informants and groups were initially interviewed or participated in informational presentations during the summer and fall of 2011. These included representatives of beneficiaries, provider, staff and advocacy groups at the state and local level representing Mental Health, Chemical Dependency, Aging, Developmental Disabilities, Long Term Care and Labor.
Input on considerations for Native Americans was and is being solicited through presentations and conversations with the American Indian Health Commission (AIHC) and the Indian Policy Advisory Committee for ADSA.

Engagement Forums (fall 2011)

Stakeholder Engagement Forums were held in September 2011 in Lacey, Everett, Yakima and Spokane. In response to invitations to beneficiaries, their families, advocates and providers the forums had 112 participants. Those sessions were iterative and provided attendees the opportunity to discuss and provide input on the key components of an integrated system and consumer protections.  As the forums evolved, performance and evaluation measures were explored.

Participants representing a wide array of interests emphasized in the break-out sessions that individual beneficiaries within the duals population have different needs, and that the needs of specific individuals are likely to increase or decrease over a period of time. They noted that any system needs to recognize these differences, allocate limited resources accordingly, and be responsive to individuals transitioning between services and supports as needs vary. For example – while multidisciplinary teams were seen as a key tool for coordination and decision making, participants indicated that not all dual beneficiaries would need such a team. 

Beneficiary Focus Groups (fall 2011 and January 2012)
In October and November 2011, meetings were held with a total of 135 beneficiaries who receive services from both Medicare and Medicaid to discuss their experience in accessing, navigating and receiving services paid for by these two fund sources. Participating beneficiaries represented diverse characteristics across age, ethnicity, race, disability and rural and urban settings. Beneficiaries participating included those who have experienced issues related to homelessness, mental health and recovery, substance abuse, multiple chronic conditions or disabilities and they received a broad array of services.  Groups were held throughout the state in both urban and rural locations.  Participants were asked to discuss from their perspective what works well in the delivery of their services, what doesn’t work well, who they go to when they need help, and what the state can do differently to help them access services. While individual backgrounds and experiences varied and were recognized, there were several common themes that emerged in these discussions.

 Beneficiaries shared that the lack of available providers and the short time allotted for provider visits, as well as the lack of coordination between providers, contributed to challenges in navigating the system. These challenges are magnified when having to navigate multiple systems.  Many beneficiaries report difficulty in keeping track of the array of workers in each of the service systems they deal with and confusion over the roles and responsibilities of providers/staff within each of these systems. Several reported giving up on the system and only attempting to access care when it is urgent or a crisis. In addition, a number of beneficiaries expressed concern over the inflexibility of the delivery system, specifically in the responsiveness to health variability and a recognition that people’s needs vary and shift and that a “one size” approach to care does not address these needs. 

Two follow-up beneficiary focus groups, with representatives from fall focus groups, were held in January 2012. We sought input from beneficiaries on elements of the models including their perspectives on coordinated care, capitated care and language used in outreach and communication. 

Provider Focus Groups (fall 2011)
These groups were held in Seattle, Yakima, Bellingham, Wenatchee and Spokane. They included providers of services for those with aging, mental health, developmental disabilities and chemical dependency issues. There were 48 participants from health centers, hospitals, nursing homes and private, state and local governments.  Focus group participants were asked for their input on improving coordination of care, reducing fragmentation, and improving accountability. 

Focus Group with Paid In-home Caregivers

The focus group with individual provider and agency personal care workers and care focused on the role of paid personal care workers in supporting and improving client health outcomes.  Due to the daily nature of personal care and the type of services performed, paid caregivers, particularly those with long-term relationships with beneficiaries, are uniquely positioned to support beneficiary health and behavior change goals.
Key Informant Groups Follow-up (January-February 2012)

In January two meetings were held in Olympia with individuals from organizations representing services for aging, mental health, developmental disabilities, chemical dependency, hospital and nursing home associations and labor. These meetings were designed to get feedback on evolving models and to facilitate discussion on key issues or implementation considerations. 

In the first meeting key informants were presented with a high level presentation on the proposed models and provided great feedback and input. It was determined that it was crucial for these key informants to engage their constituencies in further discussion and so a follow up meeting was scheduled.

Informational Sessions

In addition to the structured focus groups with key informants and beneficiaries, the state capitalized on numerous informational meetings held with our constituents and captured key areas of concern and considerations. Specifically, there is concern that we are faced with providing services for clients with complex and multiple needs in a system that is multifaceted, difficult to navigate and limited in collaboration and coordination. In addition, there is limited information for referral and the lack of a centralized system to facilitate coordination.

ii. Description of protections (e.g. continuity of care, grievances and appeals processes, etc) that are being established, modified, or maintained to ensure improved beneficiary experience and access to high quality health and supportive services necessary to meet the beneficiary’s needs. 
During stakeholder engagement activities, individuals who receive, authorize, provide and advocate for services helped to develop the core elements and consumer protections that are essential in an effective service delivery system.  The perspectives of these diverse groups, together with lessons learned from implementation of state and local service delivery systems and from other states, all helped to inform the critical consumer protections Washington will require of health plans and providers.
Core elements of an effective delivery system:

· Least restrictive and most appropriate setting, meeting beneficiary needs, with transition support as necessary.

· Comprehensive (health IT) and integrated data systems, including electronic health records to the extent possible, to reduce duplication or gaps in services and to increase informed, timely decision making. These data systems would be as inclusive as possible. They would have variable levels of access and provide privacy protection.

· Evidence based/informed practices and outcomes that have proven to be effective.

· Personalized plan of care wherein beneficiaries have one well communicated plan of care that describes the supports and services, and pertinent contact people to address their needs

· Beneficiary voice, choice and participation and an active role in their service delivery

· Multi-disciplinary team approach to care including pertinent providers and individuals in their support system that meet regularly and at critical periods.  

· Care coordination across service structures and between providers and other care givers. Transitions and changes in care or eligibility should be planned for, communicated and provided in a timely fashion.

Consumer protections:

· Information that is clear, up to date, understandable, and available and addresses choice and available resources.

· Beneficiary choice and voice with an opportunity to say what they do or don’t want, participate in care choices and transitions, and assess their services and their role in optimizing their situation.

· Access and service equity regardless of geographical location and accommodation if needed to travel for services. 

· Clear and understandable appeal and grievance processes stating what can and cannot be appealed or grieved, and the steps and timelines for each process. 

· Quality of care measurement and oversight and access to outcomes and results

· Confidentiality and privacy

· Continuity of care and information with minimal disruptions with more integrated services

· Emphasis on prevention and health promotion to maintain and improve health status as possible.

iii. Description of the State’s plans for continuing to gather and incorporate stakeholder feedback on an ongoing basis during implementation and duration of the demonstration, including how the State will inform beneficiaries (and their representatives) of the changes related to this initiative. Discuss how information will be provided in languages other than English and in alternative formats for individuals with disabilities.

In March 2012 the proposal will be published for 30 day comment period. Several approaches will be used to seek and receive comment during that time.

· Public Notices

· Federal Register Notification Process 

· Webinars describing the proposal with comments requested through  tools such as  Survey Monkey and alternative formats

· Then we are planning follow-up on comments by showing the comment(s) or aggregated comments, and the reasoning why the comment was or was not able to be incorporated.

To make certain that all engaged participants and interested parties – as well as the general public – are able to stay informed about Washington State’s duals integration strategies, the communications system for this project is multi-pronged and based on a set of foundational communications tools and key messages.

The state recognizes that a broad array of outreach and enrollment efforts will be important to success – the audiences that need to be engaged are hard-to-reach groups from a communications perspective. The implementation strategy also recognizes that one-on-one support to help participants through the enrollment process will be important, as will engaging existing advocacy organizations to help with the communications and outreach with their constituent base.

The multi-pronged tools and deliverables of the project communications and engagement deliverables include work being conducted in three distinct phases: 

· Stage 1: the current grant application phase (through early-April 2012)

· Stage 2: the pre-grant announcement phase (estimated April-June 2012)

· Stage 3: the grant implementation phase (July 2012 and beyond).

Engaging our participants and hearing their feedback is critical to the success of the project. The Communications Plan (Appendix D) includes the tools needed for focused outreach to all target audiences, as well as the tactics and processes that will allow the gathering of data and feedback – and to adjust program initiatives in response to the data and feedback that is received.  

The activities to support all aspects of communicating to the diverse audiences involved in this project include the following:

· The creation and ongoing use of foundational communications materials is the first step.  

· The continued development and maintenance of a website.

· The creation of a standing stakeholder advisory committee to help guide continued planning and implementation activities.

· Ongoing marketing communications and participant engagement.  

· Ongoing media monitoring. 

· Strategic re-connect & review meetings to make certain project leadership and communications objectives are aligned.

· Marketing design to achieve project visibility. 

· Marketing focus and tools that will meet the needs and challenges of the entire project.

The Communications Timeline (appendix D) provides an initial 20-month schedule for the communications tools and activities that cover February 2012 through September 2013. 

E. Financing and Payment

Description of proposed State-level payment reforms, including whether State is pursuing either/both of the financial alignment models outlined in the July 8, 2011 State Medicaid Director Letter (https://www.cms.gov/smdl/downloads/Financial_Models_Supporting_Integrated_Care_SMD.pdf).
The development of the proposed financial models were guided by Governor Gregoire’s Health Reform goals, informed through work with stakeholders, regular conversations with CMS and their technical assistance contractors, analysis of the current service delivery system strengths and weaknesses and population profiling of the duals population.   

Strategy 1:  Health Homes

Beginning January 2013, a health home service for duals who meet the state high risk, high need criteria will be implemented (pending approval of a section 2703 health home state plan amendment).  The state will qualify health homes based upon developed standards that demonstrate integration through coordination across service domains (behavioral health, long term care services and support and physical health).  Health homes will be paid on a per member per month basis for each month an enrolled beneficiary receives one of the six qualifying health home services. In response to stakeholder feedback and consistent with clinical experience learned to date, Washington will develop at least two payment tiers of health home services that will be linked to higher and lower intensity care coordination levels.  Health home services would be available under managed care and fee for service payment methods.  Outside of strategy 2, the payment structure of medical, behavioral health and long term services and supports in 2013 would remain fee-for-service for both Medicare and Medicaid (except for the managed care Medicaid mental health system), with shared savings calculated after year end according to the managed fee-for-service option proposed by CMS.  As mentioned in the Care Model section, this intervention is based upon chronic care management models in operation in Washington State over the past seven years.  Early evaluation of these models have shown increased health outcomes, patient activation and reduced costs in avoidable institutional stays, emergency room usage and in-patient hospital stays.

Strategy 2 Full Financial Capitation through Health Plans 
This strategy will follow the structure of the CMS proposed integrated full-risk capitation model through three-way contracting.  Rates for duals will be developed based on baseline spending in both programs, historical trend factors, claims lag factors, program changes if any and anticipated savings. As a demonstration program, the State proposes the following payment reform details:

· Aggregate savings will be shared between the federal and state partners, recognizing that expenditures in Medicaid reduce expenditures in Medicare.  For example, reductions in Medicare nursing home stays and hospital readmissions will result in increases in Medicaid paid nursing home days.   

· Medicaid payment rates may be risk-adjusted for geographic area, age group, gender, program type, diagnosis group, and /or nursing home use, as determined after actuarial review. Past experience with passive enrollment and partial integrated capitation showed selective opt-outs, where higher risk individuals opted out at higher rates than lower risk individuals. 

· A quality incentive pool will be created by a withhold from the capitation rate.

· An additional health home service for duals who meet the State high risk, high need criteria (approximately 40%of duals) will be added to the capitation benefit, upon federal approval of a 2703 state plan amendment. 
There are a number of reasons Washington is proposing full financial capitation in addition to other integration strategies including strong stakeholder feedback expressing concerns about the readiness of health plans to meet long term care and behavioral health needs, unintended adverse impacts on current systems if the state moves too quickly to managed care, the rural nature of Washington; whether adequate managed care coverage will be available and the desire to have other models for beneficiaries that opt out of a full financial integration.   
Strategy 3: Modernize current service delivery system, implement three-way contracting and capitation of Medicare payments and Medicaid medical payments coupled with the use of performance measures and incentive pools to improve integration and financial alignment across medical, behavioral health, and long term services and supports systems (beginning January 1,  2014):
Beginning January 2014, we propose a three-way managed care contract with 1) Medicaid capitating medical services only and 2) Medicare fully capitating all Medicare services.  Participating health plans would be required to develop networks that could be qualified health homes or purchase health home services through a qualified health home.  The state would establish a qualification process and would qualify all health home providers.  The plan together with the health home would be responsible for integrating the delivery of Medicaid medical, behavioral and long term care services and support services, with Medicaid contractual requirements for quality performance measures.  Shared outcomes and financial incentives would be developed through performance based contracting methods.  
Strategies 1 and 2 face significant challenges. Few geographic areas are likely to be ready to implement fully integrated capitated managed care (strategy 2) within the 3-year timeline for this project. With regard to strategy 1, our ability to support health home investments for duals in the balance of the state depends on CMS providing Medicare funding to support health home payments after the end of the enhanced Medicaid match available through the 2703 SPA. Strategy 3 has key strengths that overcome these limitations:

· Integration of the Medicare medical, SNF and outpatient mental health benefit with the Medicaid medical benefit provides a mechanism for funding health home services through the health plan capitation payment. This provides a vehicle for longer-term sustainability of funding for health home services by avoiding the misalignment of health home service costs and the associated savings that accrue primarily to Medicare.

· Compared to Strategy 1, Strategy 3 aligns key financial incentives within the health plan. In particular, the health plan has the incentive to improve patient health outcomes to reduce Medicare-paid inpatient hospitalizations – especially hospitalizations from a nursing facility setting that are likely to restart Medicare-paid SNF payments when the patient is readmitted to the nursing facility following hospital discharge.

· Strategy 3 creates an environment that increases the viability of further delivery system integration. The health plan will contract with community mental health system providers who currently bill Medicare for outpatient services, and therefore will gain experience with the provider network that is the backbone of the current Medicaid RSN system. The health plan will contract with the nursing facilities that make up the vast majority of facilities that contract with the Medicaid program. In addition, the health plan will be contractually required to use long-term care providers, when appropriate, to provide health home services for duals who are receiving home-and community-based long-term services and supports. 
· These strategies are responsive to community stakeholder input, to focus on integration of service delivery in areas where full financial integration is not currently possible.

i. Discussion of how payments will be made to both health plans (if applicable) and providers, including proposed payment types (e.g., full-risk capitation, partial cap, administrative PMPM); financial incentives; risk sharing arrangements; etc. as applicable. 
Strategy 1 Health home services will be paid on a PMPM basis, for those high-risk clients who have agreed to actively participate and with evidence of at least one health home –related contact in the month. For individuals enrolled in managed care, the PMPM will be in the capitation and paid based upon encounter data. For individuals enrolled in fee for service, the PMPM will be a service fee.  Enrollment in the health home will be managed centrally by the HCA in coordination with the health plan where applicable.  Enrollment serves as prospective notice of coverage of health home services to the provider, beneficiary and health care delivery system. Payment will be based on retrospectively processing a health home claim through the Medicaid Management Information System (ProviderOne) for an enrolled beneficiary. Health home payments will be made to the state-qualified health home, which may be a health plan, community collaborative or a provider group.  Health home payments do not contain explicit financial incentives, but do contain explicit performance expectations that will be identified in the contracts.    
Strategy 2 Full Financial Integrated Capitation – In keeping with the policies on integrated capitation, a full-risk capitation payment will be made to the health plan. A quality withhold paid out based on performance results creates a financial incentive to provide cost-effective health care services while meeting quality performance targets.
Strategy 3 2014 Modernized  System of Care- Payments will be a mix of capitated and fee-for-service payments, with a shared incentive pool derived from a withhold from capitation and/or the fee-for-service rate structure.  Pay for Performance contractual performance expectations additionally support and coordinate efforts across service delivery systems.      
F. Expected Outcomes*

i. Description of the ability of the State to monitor, collect and track data on key metrics related to the model’s quality and cost outcomes for the target population, including beneficiary experience, access to care, utilization of services, etc., in order to ensure beneficiaries receive high quality care and for the purposes of the evaluation.

Key Performance Metrics








These proposed quality performance metrics address the key performance measurement domains of beneficiary engagement, appropriate service utilization and access to care. We may propose changes to this set of metrics as new measurement standards emerge (for example, with the impending release of new National Quality Forum Multiple Chronic Conditions quality measures) or as our analyses of integrated Medicare and Medicaid data progresses.  Additional topics will be addressed in the program evaluation, more fully described in the evaluation section. 

We anticipate requiring plans participating in the fully integrated capitated managed care model will be contractually required to provide performance metric data for their enrollees. Similarly, plans participating in health homes and strategy 3 will be required contractually to report performance metrics for measures that are consistent with the service benefit package for which they are responsible. Under health homes and strategy 3, metrics related to Medicaid services that are not including in a MCO benefit package will be measured by state staff, to the extent that resources are available to support this work.

Key performance metrics include, but are not limited to:

	 Topic
	Measure
	Improvement Cycle
	Overlap with Current Measures

	BENEFICIARY PARTICIPATION
	· Percent of clients who do not opt out of the integrated care program by major service need areas including long-term services and supports, mental health and substance abuse (Retention rate)
	· Monitored monthly initially by State, CMS, Plan.  Joint workgroup of plans, Medicaid, Medicare; indirect measure of client satisfaction
	

	
	· Percent of high risk clients who receive an assessment (Engagement rate)
	· Monitored quarterly 
	· 7/1/2012 HO contract;  Proposed WA State Health Home measure

	APPROPRIATE SERVICE 

UTILIZATION
	· Reduce avoidable hospitalizations: 

· PQI 01- Diabetes, Short term complications

· PQI 15- Adult Asthma 

· Overall hospitalizations with ER activity
	· A detailed Quality Assessment and Performance Improvement (QAPI)program and Performance Improvement Plans required of plan; 

· Reviewed annually by multiagency team; Performance will impact assignment of new enrollees;

· On-going client-level monitoring by plan/State/CMS  through PRISM
	· Medicaid Adult Core; 7/1/2012 HO contract; Proposed WA State Health Home measure 

	
	· Reduce 30-day hospital readmissions /Plan All Cause Readmission (HEDIS)
	
	· Medicaid Adult Core;  7/1/2012 HO contract; Proposed WA State Health Home measure 

	
	· Reduce avoidable emergency department use (per 1000 member months)
	
	· 7/1/2012 HO contract; Proposed WA State Health Home measure

	
	· Reduce skilled nursing facility placements
	
	· Proposed WA State Health Home measure

	BEHAVIORAL 

HEALTH
	· Increase Follow-up after Hospitalization for Mental Illness (HEDIS)
	
	· HEDIS;  NCQA Accreditation; CHIPRA Core; Health Homes Core; Medicaid Adult Core; WMIP contract 

	
	· Increase Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (HEDIS)
	
	· MU1; HEDIS;  Health Homes Core;  Medicaid Adult Core; WMIP contract

	
	· Improve Anti-Psychotic Medication Management (Specific measures under consideration) 
	
	


CHIPRA Core – Children’s Health Insurance Program Reauthorization Act – Initial Core Set

HEDIS – National Committee for Quality assurance Health Employer Data and Information Set

Health Homes Core – Centers for Medicare and Medicaid Services (CMS) Health Homes Core Measures

Medicaid Adult Core – Initial Core Set of Health Care Quality Measures for Medicaid –Eligible Adults, Federal Register January 4, 2012

MU1 – Meaningful Use Stage 1 of Medicare and Medicaid Electronic Health Record Incentive Programs

NCQA  Accreditation – National Committee for Quality Assurance Accreditation of managed care plans.

Proposed WA State Health Home measure – measures proposed by WA State in the first 2703 State Plan Amendment proposal  2/7/2012

WMIP contract - Current Washington Medicaid Integration Partnership contract

ii. Evaluation Design







The evaluation of the Dual Integration project will consist of the following elements, assuming additional funding for evaluation and access to Medicare encounter data:

1.  Implementation Process Description. 

Descriptive comparison between the duals design proposal and actual implementation by county and population group. Areas will include budgeted versus actual retention of assigned beneficiaries, with a description of retention strategies; active engagement of high risk duals in health home/care management; significant modifications from original design and lessons learned.  This will be completed in the second year of the project. 
2.  Pre/Post Cost and Utilization Evaluation with Comparison Group. 

We propose comparing the relative changes in utilization, cost and outcomes for the target population from a baseline period to a post-implementation period against the same changes experienced by a non-target comparison group (a difference-in-differences analysis). This design accommodates unequal baseline values and controls for effects of time alone (such as regression to the mean). 

Given that integrated capitation will only be available to beneficiaries in selected counties, and enrollment will not be mandatory, the evaluation design will focus on two levels:  an intent-to-treat design (county level) and a sub-analysis of those who participated in the integration program.  
· The county level analysis will compare the overall impact of the duals project on the counties as a whole versus like counties where the program was not implemented. This approach is also useful in explaining the impacts of a policy decision to offer an integrated capitation option to dual eligibles.  

· We will track the first cohort of duals who maintained enrollment in integrated capitation. We assume there will be systematic non-random risk selection of beneficiaries into the fee-for-service environment, requiring a matched comparison group built from like clients in non-targeted areas matched on risk score, age, gender, and other factors.

 Measures may include (based on availability):


- Health service utilization: all hospital admissions (broken down by scheduled admits and those through the ER); primary care avoidable hospital admissions ; psychiatric inpatient admissions; 30-day re-hospitalizations, emergency room visits (in total and broken down by avoidable type); nursing home placements (including shifts between Medicare and Medicaid skill nursing); physician visits; narcotic use (prescriptions, number of unique prescribing physicians, number of prescribed pills); antipsychotic use;  access to CD treatment; access to mental health treatment


- Medical expenditures: total and broken down by inpatient acute; outpatient emergency room;  physician; nursing home; home and community based services   


- Morbidity/mortality outcomes: death rate; indicator of injury


- Social service impact outcomes: homelessness; Washington State Patrol arrests/charges


- Other topics as required by CMS

Given claims processing and data compilation lags, this portion of the evaluation would be completed in the third year of the project. 

3.  Client Survey.  

A sample of high-risk dual beneficiaries will receive a telephone survey at several points in the project. Ideally there would be three comparison arms – those who opted out, those who participated and those who did not have the option to participate, roughly 200 in each arm. Topics will include reasons for participation or non-participation, self-assessed health status and function, satisfaction with primary care and health home provider, perceptions of access to care (getting care quickly, getting needed care), and knowledge of available services. The survey will require additional resources, including a survey completion incentive for an expected response rate of over 75% (based on prior experience).

4. Plan-Specific Quality Monitoring Reports.  

Results of on-site monitoring of plan contract requirements and required self-reports of HEDIS quality measures, Plan Quality Improvement Plan conclusions, and Plan Performance Improvement Projects by plan will be made available on an annual basis, beginning in the second year of the project.  

iii. List potential improvement targets for measures such as potentially avoidable hospitalizations, 30-day readmission rates, etc.

The measures and improvement targets include:
	· Percent of clients who do not opt out of the integrated care program by major service need areas including long-term services and supports, mental health and substance abuse (Retention rate)

	· Percent of high risk clients who receive an assessment (Engagement rate)

	· Reduce avoidable hospitalizations: 

· PQI 01- Diabetes, Short term complications

· PQI 15- Adult Asthma 

· Overall hospitalizations with ER activity

	· Reduce 30-day hospital readmissions /Plan All Cause Readmission (HEDIS)

	· Reduce avoidable emergency department use (per 1000 member months)

	· Reduce skilled nursing facility placements

	· Increase Follow-up after Hospitalization for Mental Illness (HEDIS)

	· Increase Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (HEDIS)

	· Improve Anti-Psychotic Medication Management (Specific measures under consideration) 


iv. Discussion of the expected impact of the proposed demonstration on Medicare and Medicaid costs, including specific mention of any effect on cost-shifting occurring today between the two programs and detailed financial projections over the next three years for Medicare, Medicaid, and total combined expenditures, including estimates of how much savings are anticipated. 

Washington State already has statewide medical practice patterns which result in low hospital admission rates per 1,000 compared to the rest of the country, as well as having one of the most mature and extensive long term care community support service networks nationally, which results in lower skilled nursing home placements compared to other states.  

However, the demonstration that Washington State proposes can still reasonably be expected to save Medicare and Medicaid additional costs, with pragmatic recognition that some of the changes needed to create and sustain cost savings will need to mature over time.  Even if the change is less than statistically significant initially, our past piloting of care coordination and service integration points to increased value of what is purchased, considering decreased morbidity rates and shifts in spending to more appropriate utilization of health services. A key determinate of the success of sustainable cost savings will be the willingness of the dual population to participate in the integrated options available, provider willingness to accept change and innovation at the community level to support integrated service delivery.  

In Washington State, care coordination, integration of service delivery and enhanced predictive modeling/data sharing is expected to create cost savings opportunities in two main areas. The first area is a decrease in the number (or decreased rate of growth) of unplanned (versus scheduled) hospital admissions which originate through the hospital emergency department. Decreased utilization is expected due to many factors including:

· Care coordination of high risk individuals, which increases engagement of the Medicaid client in managing their own health care; encouraging and enabling them to receive services to address mental health needs and substance use issues which are highly correlated with higher emergency department use and ED-related admission rates;

· Increased population-based interventions with the establishment of health homes, and expanded after-hours access to primary care;

· Payment reforms which create further incentives for reduced hospitalization through fully or partially integrated capitated managed care;

· Increased focus on communications and transitions between health care settings, and

· Increased investment in interoperable health information technology which focuses on assisting clinicians in identifying risk factors based on past utilization of all services. 

The second major impact area is the potential to decrease the number or (rate of increase) in Medicare-paid skilled nursing home placements, by aggressive management of hospital readmissions originating from nursing homes. Hospital readmissions from nursing facility settings often trigger Medicare reimbursement at skilled nursing facility rates that are far higher than Medicaid nursing facility rates. In SFY 2010, more than Washington State 12,000 duals elders and nearly 2,000 disabled duals used Medicaid-paid nursing facility services. Although the state has not yet had the ability to use integrated Medicare and Medicaid claims data to calculate hospital readmission rates for dual eligibles from nursing facility settings, the rate has been measured for non-dual disabled Medicaid beneficiaries. The 60-day readmission rate for non-dual disabled clients in Washington State in SFY 2010 was 40 percent, which suggests that the shifting of nursing facility costs from Medicaid to Medicare could be significant in the dual eligible population.

Under strategy one, hospitalizations and emergency room usage is decreased through active engagement of the beneficiary in better understanding proactive management of chronic conditions and in ensuring access to preventative and primary care.  Under strategies 2 and 3 health plans have a two-fold financial incentive to reduce hospitalizations from nursing facilities:  

1. Direct savings from the difference between the cost of a hospital readmission and the cost of ongoing nursing facility care; and

2. Longer term savings from the difference in cost between post-hospital-discharge use of higher Medicare-paid SNF services, relative to lower Medicaid-paid NF services that are likely to have otherwise been in place.

While positive for the beneficiary, the decrease in this cycling pattern is expected to result in a cost shift away from higher Medicare skilled nursing utilization to increases in Medicaid-paid nursing home utilization, and towards Medicaid long term care community supports to avoid hospitalization or institutionalization.

G. Infrastructure and Implementation

i. Description of State infrastructure/capacity to implement and oversee the proposed demonstration. States should address the following: staffing, expected use of contractors, and capacity to receive and analyze Medicare data.

Washington State is well poised to plan for implementation of an integrated approach to delivering care to duals. The Governor’s vision for transforming the delivery of health care includes specific reference to planning initiatives that target delivery system reform for duals, including steps that align with the phases of this proposal. Washington has shown a commitment to using data to drive decision making and has invested in a predictive modeling application  (PRISM) to ensure success with correctly identifying, coordinating and managing care for dual beneficiaries.

Both the HCA and DSHS have extensive experience in implementing large systems change projects that require collaboration with providers, community groups, and state and local government entities.  Both agencies have experience in health promotion, consumer engagement, program development and a willingness to apply evidence-based methods to improve beneficiary participation. 

Supporting and enhancing this demonstration project will be the availability of the robust data and evaluation resources, including the DSHS Research and Data Analysis Division (RDA), to inform design, implementation and operation of evaluation activities. This ensures ongoing linkages with national and state-based evaluation activities. Additionally, Washington has the advantage of the PRISM system which is utilized to identify clients most in need of comprehensive care coordination based on risk scores developed through the predictive model. It has the capability to draw from Medicaid and Medicare payment systems, including managed care encounter data and the extensive DSHS assessment used for long term services and supports and developmental disabilities to create comprehensive profiles and cost analysis.

Integrating care for people who are dually eligible will require close coordination and joint decision-making between the DSHS and HCA. Through close ties to other health homes-related endeavors, the dual eligibles project will also coordinate with HCA and Department of Health (DOH), as well as other HCA-lead activities that forward the development of Washington’s health homes strategy. The overall governance structure is designed to assure this coordination.  

Key State staff: We anticipate continuing our joint agency sponsorship led by Doug Porter, HCA Medicaid Director and Robin Arnold-Williams, Secretary of DSHS.  Day to day sponsorship will be delegated to Preston Cody, Assistant Director (HCA) and MaryAnne Lindeblad, Assistant Secretary (DSHS/ADSA).  Duals Integration Project Managers, Bea Rector (DSHS/ADSA) and Kathy Pickens-Rucker (HCA) will continue to manage the day-to-day planning, implementation and stakeholder engagement activities.  David Mancuso and Beverly Court (DSHS/RDA) will continue to lead the data, analytics, clinical decision support tool implementation and evaluation portions of the project.  Key staff will be supported through a Project Steering Committee that will include representatives from DSHA, HCA and the Governor’s office.   

Work to integrate service delivery and evidence based practices is supported by many HCA and DSHS efforts including health homes, procurement of medical services into managed care, electronic health record development, pay for performance contracting, Money Follows the Person demonstration grant, and our overall work with the populations we serve.  DSHS and HCA have worked closely with CMS to gain access to the full set of Medicare data including parts A, B and D.  The state has demonstrated its ability to receive, store and do high level data analytics at both the population and individual beneficiary level.   
External Consultants: Washington will likely rely on contractual relationships, existing or new with multiple entities for portions of the integrated care demonstration for which state resources or are not available.  Potential consultants may include: Milliman; Mercer; Covington; Christian & Barton; Navigant; Insignia; Gilmore; Organizational Resource Group; Rialto Communications; Coleman and Naylor. Additionally, contracts with Insignia Health for Patient Activation Measurement assessment may be instituted for training to ensure fidelity to models.
ii. Identification of any Medicaid and/or Medicare rules that would need to be waived to implement the approach. CMS is available to assist States in this analysis as necessary.

The state and CMS are working together to align the administrative processes that currently differ between Medicare and Medicaid such as grievance procedures.  CMS issued guidance to states about this process of administrative simplification.   The state is committed to work with CMS should waivers be required as this proposal is reviewed or implementation is contingent on waiver approval.  The state is asking for the ability to passively enroll beneficiaries in the full financial integration model with a 90-day retention period where the plan will need to follow continuity of care requirements.  

It will be important in the implementation preparation period to synchronize the incentive instruments used by Medicaid and Medicare. The state would also like to expand the use of incentive payment structures. Examples include focusing on nursing home use and re-hospitalization from nursing homes, use of long term care support services and increasing referrals to substance use treatment. 

In addition to addressing incentives for integrating care between provider systems, there is additional work that needs to be done with CMS on an incentive pool to address potential expenditure imbalance between CMS and the state. In Washington State, unlike other areas of the country, there is a strong network of long term care community support services which minimizes nursing home utilization. Washington State actively works with beneficiaries living in nursing homes for either short term or long term stays to educate them on community based alternatives and to actively assist them in relocating if they choose to do so. The greater potential for savings lies not in moving more dual eligibles out of nursing homes and into the community, but in managing admissions to acute hospital care and use of Medicare skilled nursing services. Of particular concern is rehospitalizations occurring from nursing homes. Medicare skilled nursing care requires a three- day prior hospital stay, and provides higher reimbursement than Medicaid nursing home rates. This creates an adverse incentive to maximize Medicare skilled nursing stays and promotes rehospitalization.  If, through strengthened contract requirements and an effective incentive system, hospitalizations are reduced, one would expect savings from a decrease in Medicare skilled nursing use and a decrease in Medicare-paid hospitalizations.  However, the state can also expect to see an increase in Medicaid skilled nursing days, as utilization shifts. It will be important to structure either an incentive pool or a separate contractual vehicle to hold the state harmless for shifts in utilization which reduce Medicare expenditures while increasing costs to the Medicaid program. 
iii. Description of plans to expand to other populations and/or service areas if the model is focused on a subset of dual eligibles or is less than statewide. 
Strategy 2 is the only model that will begin in limited geographic areas and carve out some services for individuals with developmental disabilities.  Strategies 1 and 3 are anticipated to cover all full benefit duals in areas of the state where strategy 2 is not available.  

The state will need to work with CMS during implementation to determine if the full financial integrated capitated model could be extended to additional geographic areas during the three year demonstration period.  In the interim, strategy 1 and 3 (health homes and system modernization) operating in the rest of the state will provide an opportunity to demonstrate the feasibility of integrating care, improving quality, and containing costs in service delivery contexts where fully integrated capitation may not be feasible. This three strategy integration approach will demonstrate the extent to which CMS goals for duals could be achieved in a mixed managed-care and fee-for-service environment through promising health home service delivery models supported by innovative HIT capability and the thoughtful design of financial structures to align incentives across medical, behavioral health, and long term services and supports systems.

iv. Initial description of the overall implementation strategy and anticipated timeline, including the activities associated with building the infrastructure necessary to implement the proposed demonstration. States should identify key tasks, milestones, and responsible parties, etc. (See attached Word template) This needs to include stakeholder feedback, etc
The Washington project team is responsible for implementation activities identified in the chart below.  Stakeholder engagement will be conducted throughout the planning, implementation and evaluation phases of the project. (see communication plan, appendix D)
	Timeframe
	Key Activities/Milestones

	
	Strategy 1 
	Strategy 2
	Strategy 3

	September 2011
	
	RFP issued for capitated Medicaid medical coverage
	RFP issued for capitated Medicaid medical coverage

	December
	
	Bids received; plan evaluations began
	Bids received; plan evaluations began

	January 2012
	
	Apparently successful plans announced
	Apparently successful plans announced

	March
	Draft health home qualifications published for public comment
	Medicaid medical contracts signed
	Medicaid medical contracts signed

	April
	
	Readiness reviews for Medicaid medical begin;

Develop draft 3-way contract
	Readiness reviews for Medicaid medical begin

	May
	Health home requirements finalized
	Medicaid medical readiness reviews complete; 3-way integrated procurement information issued
	Medicaid medical readiness reviews complete

	June
	Begin qualifying health home entities
	Plans submit proposed integrated benefit packages
	

	July
	State Plan Amendment submitted to CMS
	Managed Medicaid medical coverage begins; Joint  selection process between State & CMS
	Managed Medicaid medical coverage begins

	August
	
	Joint readiness assessments conducted
	

	September
	
	3-way contracts negotiated and signed
	

	October
	Training of qualified health homes
	Open enrollment begins for integrated benefit packages
	

	November
	
	
	Contract development for shared outcomes and financial alignment for pay for performance by Medicaid

	January  2013
	New health home services begin
	New integrated coverage begins
	

	February
	
	
	Health plans submit letters of intent

	April
	
	
	Procurement information issued

	May
	
	
	Plans submit proposed benefit packages

	June
	
	
	Joint selection process between State & CMS

	July
	
	
	Readiness assessments conducted

	September
	
	
	Contracts negotiated and signed

	October
	
	
	Open enrollment begins

	January 2014
	
	
	New coverage begins


H. Feasibility and Sustainability

i. Identification of potential barriers/challenges and/or future State actions that could impact the State’s ability to successfully implement proposal and strategies for addressing them.

· Inability to combine and transfer Medicaid funds to finance a unified health care plan for enrollment into the full financial integration model
· For strategy 1 which establishes health home services without introducing fully or partially capitated managed care, sustainability in year 3 of the demonstration project requires CMS to provide ongoing support for health home services for duals through continuation of the enhanced match available under the 2703 SPA, a Medicare-funded service payment, or comparable mechanisms.

·  Uncertainty surrounding measurement of statistically significant savings in the managed fee-for-service approach

· Voluntary enrollment could significantly impact the cost savings potential of the project and overall sustainability
ii. Description of any remaining statutory and/or regulatory changes needed within the State in order to move forward with implementation.

State legislative authority is required to expand Medicaid/Medicare full financial integrated capitation models.  
The State will be working with stakeholders, providers, legislators and CMS to determine statutory changes necessary to modernize DSHS system of care, reduce administrative structures, etc.  
iii. Description of any new state funding commitments or contracting processes necessary before full implementation can begin.

The state does not expect the need for any new state funding commitments in the beginning years of this demonstration project.  The state will explore options with CMS related to sustaining health home services for duals in the third year of the demonstration.  
The state has developed a timeline (see item G, section iv) of contracting processes necessary in all three strategies to begin full implementation. 

iv. Discussion of the scalability of the proposed model and its replicability in other settings/States. 

The Washington State duals integration proposal consists of three integration strategies all of which are scalable and replicable within the state.  They could also be successful integration strategies for use by other states.  The approach allows measured progress toward the goal of increasingly integrated care, recognizes the flexibility needed due to the geographic diversity of the state, moves the state forward in achieving the Governor’s health reform priorities, and achieves the integration goals outlined by CMS.  For individuals with complex care needs currently served under Medicaid and Medicare it will improve the experience beneficiaries have in accessing and navigating care, improve health outcomes and build methods of shared accountability.  

Appendixes

Appendix A: Lessons Learned from earlier Capitated Models

Lessons learned in operating fully financially integrated capitated programs:  Washington Medicaid Integration Project (Snohomish County), Medicaid Medicare Integration Project (King and Pierce Counties), Disability Lifeline (statewide), and other states

Washington State has been operating financially integrated programs of care for over ten years. Through these projects, much has been learned about integrated service delivery, necessary contract requirements, accountability measures and monitoring requirements, and the capacity and expertise needed by accountable entities that deliver these services.  The state will take what has been learned through its direct experience as well as the experience of other states in integrating care through a single capitation and apply it in contracting with managed care organizations (MCO) to provide fully integrated care.

a. Develop standards for care management and coordination designed to be responsive to diversity in population complexity and needs of target populations:  The state has developed health home criteria and contract language requirements for care coordination and health home services for individuals with special health care needs to address this lesson.  

b. Ensure that those clients who need assistance in coordinating their care are screened, have a comprehensive integrated plan of care and that the plan of care is monitored on a routine basis:  The state has developed standards for completion of health risk assessments and health action plans that utilize evidence based tools and protocols.  The managed care organization will be required to develop an integrated health plan of care for individuals who receive medical and at least one other service delivered through the managed care organization such as behavioral health and long term services and supports.

c. Integrate service delivery at the community level, rather than at the MCO level, to meet the needs of individuals with complex needs:  Health home standards have been developed with the intent of creating community based integrated care teams at the service delivery level.  Strategies will be developed and implemented that ensure confidentiality requirements will be met through contract language and training activities.

d. A solid care transition program is essential to program success:  The state has developed care transitions standards as part of health home qualifications and contract language to ensure effective care transitions.     

e. Integrated programs need sufficient enrollment to allow for evaluation and sustainability.  Auto-enrollment including lock-in should be used with appropriate consumer protections to provide time for enrollees to make fully informed decisions.  CMS is now willing to allow passive enrollment into integrated managed care and WA will pursue a 90-day retention period during which the enrollee must stay enrolled in the managed care organization and the MCO must ensure continuity of care.

f. Capitation rate cells need to be blended and risk adjusted to capture the full set of services provided by the managed care organization.  The state should pay a single rate for individuals with or without a disability and for those living in an institution or a community-based setting.  This gives the managed care entity incentives to provide services in the community and reduces administrative complexity.

g. Benchmarks must be established to know whether community based care options are being offered and prioritized for enrollees.  The state will create measurements and contract expectations to ensure that enrollees are provided with community based options and to compare utilization patterns between managed care and fee for service, where available.  Contract requirements will ensure enrollees are able to self-direct their care when appropriate including the ability to hire/fire Individual Providers.  

h. The managed care entity must be at full risk for the continuum of services provided to a population.  The ability to shift risk or incentive institutional care must be minimized. The MCO will be at full risk for nursing home, psychiatric hospitalizations and residential treatment for mental health and chemical dependency services.
i. MCOs must have an active relocation and diversion program to ensure enrollees can move from institutional care to community based settings. This will be a contract expectation and measures will be developed.

j. The state must have the administrative capacity to hold plans accountable to contract expectations and outcomes.  This will be part of the state’s readiness review criteria.

k. Contracts must include incentives and withholds/penalties that will be used to ensure performance of the managed care organizations. The state has developed performance based contracts for MCOs and will continue to use carrots and sticks in contracting practices with MCOs.

l. Enrollment should not be limited to a particular age group or eligibility group: Some services will be carved out to allow time to work with stakeholders and managed care organizations to determine whether additional services should be carved in over time.
m. Integration must be a high priority at both the federal and state levels: CMS has created the Duals Coordination Office to serve as a focal point for integrating care for individuals who are dually eligible.  The Coordination office has some legislative mandated authority within Medicare to support innovation.  Washington’s dual innovation grant is jointly governed by the Health Care Authority and the Department of Social and Health Services. Both agencies are committed to improving integration for individuals who receive services from both Medicare and Medicaid.

n. States must design their programs to demonstrate access, quality, satisfaction and cost effectiveness:  Contracts will contain key goal statements, with corresponding process, quality and cost outcome measures identified at the program, MCO, provider group and consumer level. The evaluation of the demonstration project will be broader than the key elements as identified in the contract, including areas which are of policy importance, such as impact on homelessness.
o. There must be mechanisms to share savings between the federal and state governments.  The state is not in a position of subsidizing or front-funding Medicare in this demonstration, but will work with CMS to devise reasonable mechanisms for sharing savings.  
p. Administrative requirements must be streamlined between Medicare and Medicaid:  CMS and the state are committed to developing a single set of administrative requirements for integrated Medicare/Medicaid programs. CMS has issued guidance for states and MCOs outlining how streamlining will occur.

q. Enrollment process must be automated to the extent possible:  The state will work to automate and reduce administrative burden associated with enrollment, disenrollment, payment, etc. 

r. Integrated Care must be supported by the community in which these programs are developed: The state will work with communities involved to implement integrated managed care programs consistent with budget proviso language.

s. Enrollees must have access to critical provider networks:  The state is committed to a thorough readiness review and will not enroll participants unless and until the managed care organization demonstrates an adequate provider network.  Sufficient resources for evaluation and enrollee satisfaction need to be available for objective assessment of the success and lessons learned from the demonstration.  Contracts with managed care plans need to clearly identify in one section the key performance goals, measures related to those goals, and the reporting requirements for each of the key measures, rather than having goals, measures and reporting dispersed without connection throughout the contract.    

Appendix B: County Medicaid Eligibility by Dual Status
County representation of dually eligible persons varies dramatically. It is further reason to move with a multiple model implementation in order to allow local level systems to adapt infrastructure.
	 

Medicaid Eligibility by Dual Status, Age Group and County 

December-2010 

	
	Age < 55
	 
	 

Age >= 55

 

	 
	non-Dual
	Dual
	Total
	 
	non-Dual
	Dual
	Total

	Missing County
	53
	0
	53
	 
	6
	0
	6

	Adams
	5,831
	71
	5,902
	 
	46
	233
	279

	Asotin
	3,532
	231
	3,763
	 
	106
	352
	458

	Benton
	28,662
	861
	29,523
	 
	591
	1,586
	2,177

	Chelan
	13,830
	394
	14,224
	 
	309
	941
	1,250

	Clallam
	9,665
	487
	10,152
	 
	426
	826
	1,252

	Clark
	61,696
	1,984
	63,680
	 
	1,541
	4,549
	6,090

	Columbia
	617
	39
	656
	 
	23
	96
	119

	Cowlitz
	19,776
	793
	20,569
	 
	713
	1,237
	1,950

	Douglas
	6,313
	148
	6,461
	 
	91
	331
	422

	Ferry
	1,425
	79
	1,504
	 
	97
	109
	206

	Franklin
	19,930
	293
	20,223
	 
	293
	817
	1,110

	Garfield
	254
	12
	266
	 
	12
	46
	58

	Grant
	21,811
	506
	22,317
	 
	445
	1,229
	1,674

	Grays Harbor
	13,247
	637
	13,884
	 
	576
	1,162
	1,738

	Idaho
	63
	2
	65
	 
	0
	0
	0

	Island
	6,290
	244
	6,534
	 
	189
	497
	686

	Jefferson
	2,996
	139
	3,135
	 
	167
	300
	467

	King
	184,520
	7,504
	192,024
	 
	9,473
	23,722
	33,195

	Kitsap
	26,013
	1,370
	27,383
	 
	960
	2,344
	3,304

	Kittitas
	4,389
	152
	4,541
	 
	115
	300
	415

	Klickitat
	3,511
	147
	3,658
	 
	162
	233
	395

	Lewis
	14,356
	677
	15,033
	 
	490
	1,172
	1,662

	Lincoln
	1,268
	45
	1,313
	 
	40
	103
	143

	Mason
	9,218
	399
	9,617
	 
	394
	606
	1,000

	Okanogan
	9,335
	303
	9,638
	 
	361
	779
	1,140

	Oregon
	70
	1
	71
	 
	3
	5
	8

	Other
	174
	1
	175
	 
	3
	8
	11

	Pacific
	3,138
	178
	3,316
	 
	184
	381
	565

	Pend Oreille
	2,367
	108
	2,475
	 
	149
	198
	347

	Pierce
	112,254
	4,591
	116,845
	 
	3,675
	8,546
	12,221

	San Juan
	1,088
	33
	1,121
	 
	45
	87
	132

	Skagit
	19,526
	615
	20,141
	 
	614
	1,242
	1,856

	Skamania
	1,376
	43
	1,419
	 
	60
	101
	161

	Snohomish
	79,184
	2,852
	82,036
	 
	2,700
	7,186
	9,886

	Spokane
	77,001
	3,743
	80,744
	 
	2,486
	5,847
	8,333

	Stevens
	7,947
	327
	8,274
	 
	312
	651
	963

	Thurston
	29,072
	1,502
	30,574
	 
	940
	2,223
	3,163

	Wahkiakum
	505
	23
	528
	 
	24
	48
	72

	Walla Walla
	9,047
	364
	9,411
	 
	221
	850
	1,071

	Washington Other
	5
	0
	5
	 
	0
	0
	0

	Whatcom
	24,910
	1,187
	26,097
	 
	916
	2,141
	3,057

	Whitman
	3,121
	152
	3,273
	 
	86
	316
	402

	Yakima
	67,001
	1,581
	68,582
	 
	1,307
	3,990
	5,297

	STATEWIDE
	906,387
	34,818
	941,205
	 
	31,351
	77,390
	108,741

	STATEWIDE DUAL-ELIGIBLE
	 
	34,818
	 
	 
	 
	77,390
	112,208


C. Stakeholder Framework
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PURPOSE: To inform and engage internal and external feedback to incorporate on an ongoing basis.

2012

TIMELINE

JULY

AUGUST

SEPTEMBER

OCTOBER

NOVEMBER

DECEMBER

JANUARY

FEBRUARY

MARCH

Informant 

Interviews

JULY -AUGUST

Forums

AUGUST -DECEMBER

Tribal Nations

Beneficiaries

AUGUST -DECEMBER

Focus Groups 

and Model 

Approaches

SEPTEMBER -DECEMBER

Community

Forums

FEBRUARY-MARCH

Meet with beneficiaries/informants for input and feedback on:



Overview of Engagement Process and Framework



Description of forum meetings and break-out sessions, what is 

crucial for these groups to identify during the limited time together



Lessons Learned from past stakeholder work



Identify 2-3 beneficiaries who are interested in speaking with us

4 meetings (Yakima, Spokane, Everett, Lacey); targeted invitations to 

consumers, advocates, and providers

•

Overview Forum: Share givens/limitations of current system, 

Governor’s messages, population overview, age wave and 

chronic condition data

•

2 Breakout Sessions: Core elements and consumer protections

These meetings will shape future engagement work

Concurrent engagement with Tribal Nations

Forum meeting with Tribal nations

Concurrent process with beneficiaries



Outreach to consumer organizations to identify representatives



Methods will include surveys, forums, and focus groups

Facilitate focus groups with beneficiaries, advocates, and providers 

to drill down on core elements of model(s) and gaps in information

Iterative process with beginnings of model design approaches

•

Design work on specific components of model

•

Targeted consumer and stakeholder feedback



Interdependency and outcome measurements, etc

Unveiling of Duals Design model prior to submission

July 26, 2011




D. Communication Plan
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E: Terminology and Acronyms
TERMINOLOGY and ACRONYMS

	Acronym
	Definition

	5/50
	Refers to 5% of the population that utilizes 50% of the resources

	ACA
	Affordable Care Act (Federal)

	ACES
	Automated Client Eligibility System

	ACO
	Accountable Care Organization

	ADSA
	Aging and Disability Services Administration

	AI/AN
	American Indian/Alaska Native

	AIHC
	American Indian Health Commission

	AOD
	Alcohol or other dependence

	BH
	Behavioral Health

	CD
	Chemical Dependency

	CDSMP
	Chronic Disease Self Management Program

	CMS/DHHS
	Centers for Medicare & Medicaid Services/Dept of Health & Human Services

	DD/DDD
	Developmental Disability/Division of Developmental Disabilities

	DOH
	Department of Health

	DSHS
	Department of Social and Health Services

	DUALS
	Individuals dually eligible for Medicare and Medicaid also referred to as beneficiary

	EHR
	Electronic Health Record

	ER
	Emergency Room

	FFS
	Fee For Service

	HCA
	Health Care Authority

	HCB/HCBS
	Home & Community Based/Home & Community Services

	HIT
	Health Information Technology

	HO
	Healthy Options

	HTA
	Health Technology Assessment

	ICF-MR
	Intermediate Care Facility-Mental Retardation

	LTC/LTSS
	Long Term Care/Long Term Services & Supports

	MCO
	Managed Care Organization

	MH
	Mental Health

	MMIP
	Medicaid Medicare Integration Project

	PACE
	Program of All Inclusive Care for the Elderly

	PMPM
	Per Member Per Month Payment

	PRISM
	Predictive Risk Intelligence SysteM

	RFS
	Request For Selection

	RSN
	Regional Support Network

	SHIBA
	State Health Information Benefit Advisor

	SMI/SPMI
	Serious Mental Illness/ Serious & Persistent Mental Illness

	SMHP
	State Medicaid Health Information Technology Plan

	SNP
	Special Needs Plan

	SSI
	Social Security Income

	SFY
	State Fiscal Year (July – June)

	WMIP
	Washington Medicaid Integration Partnership


F.  Draft Health Home Qualifications

DRAFT Health Home Proposal

Presented by the Washington State Department of Social and Health Services

Aging and Disability Services Administration and the

Health Care Authority

February 22, 2012

Executive Summary
In October 2010, The Centers for Medicare and Medicaid (CMS) released a State Medicaid Director letter that outlined preliminary guidance on the implementation of section 2703 of the Affordable Care Act, entitled “State Option to Provide Health Homes for Enrollees with Chronic Conditions”  This provision allows states to address and receive additional Federal support for the enhanced integration and coordination of primary, acute, behavioral health (mental health and substance use) and long-term services and supports for persons across the lifespan with chronic illness.  The letter outlines services definitions for health home providers or health teams and provides a payment methodology for health home services.  Section 1945(c)(1) of the Act provides that the federal match for health home services shall be 90% for the first eight fiscal quarters that a State Plan Amendment, a program description and request for funding to CMS, is in effect.  

Health homes expand the concept of the more commonly used term, medical homes by serving the whole person across the primary care, long term care, and mental health and substance abuse treatment components of the health care delivery system.  Health homes coordinate a variety of services including primary care and specialty care, ensuring referrals to community supports and services are effectively managed.  The key feature of health home, comprehensive care management, supports the person in managing chronic conditions and achieving their self-management goals by facilitating the provision of clinical services that contribute to improved health outcomes.  

Initially the Health Care Authority (HCA) and its partner agency, the Department of Social and Health Services, Aging and Disability Services Administration (DSHS-ADSA) developed a state plan amendment requesting program implementation and funding for the chronic care management program, a care management program currently delivered by 6 of the 13 the Area Agencies on Aging (AAA) in Washington.  At the same time the agency received a 1) Dual Eligible Innovation Planning Grant from the CMS to design an innovative integrated care model to improve the quality, coordination and cost effectiveness of care for dual populations eligible for Medicare and Medicaid and 2) HCA added language to the draft Healthy Options/Basic Health procurement contract defining health home language on the assumption that some or all of the managed care plans should take steps to purchase health home services, especially for the newly managed care eligible SSI blind and disabled population.  

As the two agencies developed our thinking on the best ways to improve care for chronically ill individuals through 2703 and the duals grant, as well as emerging knowledge of Medicaid high risk individuals, the two agencies made a decision to propose an expanded health home model to serve the chronically ill population.  Encompassed within this document is a proposal to qualify community-based entities to deliver health home services to Medicaid and dual Medicare-Medicaid eligible chronically ill, high risk individuals (the top 5% of the Medicaid population) and a documented future risk score (of higher health care costs) of greater than 1.5.  

The proposal describes the data analysis undergirding the decision to expand health homes, the facts and assumptions that guide the recommendations, the standards required of health homes, a list of program goals, objectives and measures used to evaluate the program and a list of definitions defining the key components of the health home.  

The HCA and DSHS-ADSA are broadly releasing this document with the intent of obtaining feedback on the proposal contained in this report.  Feedback and recommendations from the stakeholder process will be used to consider changes to the proposal.  Feedback can be provided to Barbara Lantz at barbara.lantz@hca.wa.gov or Bea Rector at bea.rector@dshs.wa.gov.  Comments are due by March 9, 2012.  

Background

Health homes build upon and expand the concept of medical homes by serving the whole person across the primary care, long term care, and mental health and substance abuse treatment components of the health care delivery system.  Health homes coordinate a variety of services including primary care and specialty care, ensuring referrals to community supports and services are effectively managed.  The key feature of health home, comprehensive care management, supports the person in managing chronic conditions and achieving their self-management goals by facilitating the provision of clinical services that contribute to improved health outcomes.  Health homes emphasize a person-centered approach, offering an array of services and referrals to individuals and their families seeking care.  “Health Home Services” as articulated by the Affordable Care Act, Section 2703 and in Washington State law (2011 SB5394) includes: 

· Comprehensive care management, using team-based strategies

· Care coordination and health promotion

· Comprehensive transitional care between health care and community settings

· Individual and family support, which includes authorized representatives

· Referral to community and social support services, such as housing if relevant

· The use of health information technology to link services, as feasible and appropriate

In developing the model for health home services in Washington Medicaid programs, agency staff conducted extensive data analysis to identify the populations at greatest need for health home services.  Analysis resulted in examination of the health care resources typically accessed by groups of individuals served by various Medicaid programs, as well as conditions (or indicators of conditions) that were more commonly associated with a high risk designation.  These programs and characteristics include:  use of Medicaid developmental disability or long-term care services, evidence of use/need for substance use services and evidence of a serious, persistent mental illness.

Three distinct groups were analyzed.  These included the high risk, non-disabled, non-dual population, the SSI blind and disabled population and the dually eligible, Medicare-Medicaid aged population.  Although there were striking differences in utilization patterns among the groups in terms of use of behavioral health, long term care and developmental disability services, all populations groups showed similarities between the high and impactable use of emergency room and inpatient hospitalizations when comparing individuals with high risk to those with low risk.

Among the high risk groupings, the high risk, non-disabled tended to use more primary care and showed less evidence of single or multiple agency service use, while the high risk SSI and dual beneficiary population showed greater use of multiple agency services with the dual beneficiary not unexpectedly receiving significantly higher levels of long term care services and supports.  

These distinct utilization patterns among three high risk groupings suggest the need for varying approaches to the delivery of comprehensive care management services in a health home.  For example, high risk non-disabled individuals that use more primary care services (and less frequently require specialized Medicaid services) may best be served by a team-based health home in a primary care setting.  Appropriate primary care settings might include “traditional” primary care clinics and primary care clinics located in nontraditional settings, such as community mental health centers.  Those with more complex health conditions, including multiple diagnoses and social support needs may be best served in a team based, integrated service delivery system where care management is provided by a community based organization that has established relationships and frequent contact with the individual.   See attachment A for diagrams that describe the utilization patterns among the groups analyzed.  

In developing the model of health home services, the agency defined a number of facts and assumptions to guide their work.  The facts and assumptions are listed below.  

Facts

1. The Health Care Authority has made a policy decision to move the majority of the Medicaid population into the managed care marketplace for the delivery of medical services.

2. Health home services for high risk, chronically ill individuals in demonstration projects across the country show the greatest promise for achieving improved quality while reducing the cost of care. 

3. Programs that ‘treat to target’ and provide care management interventions focused on achieving a health goal (such as managed diabetes) show significant improvements in both the quality and cost of care.

4. An integrated, health care service delivery model to serve high risk, high cost populations are supported by the agency and its stakeholders.  The model is intentionally broad-based, including both community-based and primary care-based options for delivering health home services, depending on how patients’ needs can best be managed. 

5. The Centers for Medicare and Medicaid Services (CMS), through the Affordable Care Act has provided an avenue for obtaining 90% federal match for health home services for up to 8 quarters.

6. The state is working with CMS on approval of a 2703 health home State Plan Amendment with an effective date of January 1, 2013.  This would synch timelines for health home functions available for individuals served in the recent Healthy Options / Basic Health joint procurement contracts, duals enrolled in fully capitated integrated plans and duals served in Medicaid fee-for-service.  This allows for a common start date to claim the full 8 quarters of federal enhanced match for health homes for all populations and service delivery mechanisms. 

Assumptions

1. Eligible health homes could be Managed Care Organizations, community or regional consortiums (such as a partnership of local Community Mental Health Centers, Substance Abuse Providers, Long-Term Care Providers, and Primary Care organizations or networks), Accountable Care Organizations or other qualified entities.

2. Depending on patient requirements, health home services can be effectively delivered in community-based or primary care settings.

3. Health Home standards will be defined and health homes qualified by the state.

4. Health Home payment may be tiered and reflect payment according to patient risk.

5. Performance measures will be defined and communicated to all health home providers with the goal of treating to target, i.e., focused effort on meeting the performance measures. 

6. Current agency-contracted care management programs (e.g., King County Care Partners, Cowlitz County and AAAs) could apply to be part of a qualified health home provider network.

The following model depicts the eligible populations for health home services and how such services will be delivered to individuals served through the Health Care Authority and the Department of Social and Health Services.  The agencies will need to develop the capacity to qualify health homes to deliver services using a standardized approach and offer health home services to all high risk beneficiaries (i.e., non-disabled, non-dual, SSI blind and disabled or dually eligible beneficiaries) or a subset, such as SSI and dually eligible beneficiary populations.  

Integration of Healthy Options, Basic Health, SSI, FFS, and Dual Eligible (Medicare-Medicaid) into Health Homes

Proposed Washington State Health Homes Model
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The timeline for implementing health homes is described below.  In developing this timeline, the HCA and DSHS-ADSA intends to work with CMS to execute integrated care models to dual eligible individuals beginning in January 2013. 

Timeline

Integration of Healthy Options, Basic Health, SSI, FFS and Duals into Health Homes
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Vision of an Integrated Health Home

Under Washington’s approach to health home implementation, a health home is qualified by the State and is responsible for the integration and coordination of primary, acute, behavioral health (mental health and substance use disorder) and long-term care services and supports for high cost/risk* persons with chronic illness across the lifespan.  A health home is the central point of contact working with the managed care or fee-for-service beneficiary to:

· Establish person-centered health action goals designed to improve health and health-related outcomes; 

· Coordinate across the full continuum of health services (medical, mental health, substance use treatment and social);

· Reduce avoidable health care costs, specifically preventable hospital admissions/readmissions, avoidable emergency room visits and reduced use of institutional care, such as nursing homes, psychiatric hospitals and residential habilitation centers;

· Organize and facilitate the delivery of evidence-based health care services; 

· Arrange for timely post-institutional or facility discharge follow-up, including medication reconciliation and substance use treatment after-care program; and 

· Increase the beneficiary’s confidence and skills to self-manage their health goals.

Health home providers must demonstrate their ability to perform each of the following requirements and document the processes used to perform these functions.  Documentation should include a description of the proposed multi-faceted health home service interventions, such as theory or research-based self-management support and transitional care provided to promote beneficiary engagement, participation in the development and management of the health action plan and assurance that beneficiaries have appropriate access to the continuum of physical, behavioral health, long term services and supports and social services in the health home network.  Health homes must assure that services are delivered in manner described as follows.  

10. Provide quality-driven, cost effective, culturally appropriate and person and family centered health home services.

11. Assign a dedicated care manager who is located in the community in which the beneficiary resides.

12. Use high quality, evidence-based assessment and intervention protocols in working with the beneficiary to develop health action plans.

13. Coordinate and facilitate access to disease prevention and health promotion services.  Coordinate with and include timely access points for mental health, substance use disorder and long term care services and supports.

14. Provide the full array of health home services within the provider’s network in compliance with the definitions and standards listed below.

15. Develop a person-centered health action plan for each beneficiary that coordinates and integrates clinical and non-clinical services in support of achieving a beneficiary’s health action goals.

16. Demonstrate the capacity to use health information technology to link services, identify and manage care gaps; facilitate communication and case problem-solving among health home team members and between the health home network and the beneficiary, family members and caregivers.  

17. Provide feedback to prescribing/authorizing health care, behavioral health and long term care service providers as feasible and appropriate to the health action plan.

18. Establish a continuous quality improvement program and collect and report on data that permits an evaluation of increased coordination of care and chronic care management on individual and population-based clinical and cost outcomes, experience of care and quality of care outcomes.

*High cost/risk is defined as having a score of 1.5 or greater as measured by the algorithm within the Predictive Risk Intelligence System(S) PRISM, a State agency program that provides a unified view of health care service utilization.

Health Home Goals

1. Improve the beneficiary’s clinical outcomes and experience of care.

2. Improve the beneficiary’s self-management abilities.

3. Improve health care quality and promote efficient and evidence-based health care service delivery.

4. Reduce future cost trends or at the very least attain cost neutrality with improved outcomes.

Eligibility

Health home services will be available to individuals of all ages served by Medicaid.  Eligible beneficiaries must have complex medical needs that may include one or more or the chronic conditions listed below and also have a PRISM risk score of 1.5 or higher which places them in the top 5% of risk category among all Medicaid clients.  

· Heart Failure

· Diabetes

· Coronary Artery Disease

· Cerebrovasular Disease

· Renal Failure

· Chronic Pain associated with musculoskeletal conditions 

· Fibromyalgia

· Chronic respiratory conditions (asthma/COPD) 

· Depression

· Obesity (as indicated by BMI higher than 25)

· Severe Mental Illness

Health Home Guiding Principles

1. Solutions to individuals with complex and chronic physical, mental health and addiction issues and social service needs are inter-related and best delivered locally; therefore health home services should be delivered at the local level.

2. Health home purchasing must recognize and support integrated service delivery development at the local level.

3. Health home delivery system design and implementation must demonstrate self-management and recovery principles using person-identified supports including family members and paid caregivers.

4. The health home delivery system must use timely health care utilization, health care process and clinical outcome data.

5. Health homes need to be implemented in a way that ensures adequacy of high quality contracting and oversight that achieve defined process and outcome measures.

6. Achievement of established performance measures must be objectively assessed and incentives applied along the continuum of care.

7. Health homes must deliver highly organized and efficient managed health care and social services.

General Requirements

1. All providers serving beneficiaries shall be part of a health home network.  The health home network must: 

a. Have procedures in place for referring any beneficiary with chronic conditions who seeks or needs treatment/services to a Medicaid designated provider. 

b. Demonstrate use of an interdisciplinary team of providers that can address the full breadth of clinical and social service expertise for individuals who require assistance due to complex chronic conditions, mental health and substance use disorder issues and long term service needs and supports.

c. Include providers from the local community that authorize Medicaid, state or federal funded mental health, long term services and supports, chemical dependency and medical services.  For example, regional support networks, community mental health agencies, area agencies on aging, chemical dependency providers, and community supports that assist with housing.

d. Provide care coordination and integration of health care services to all health home beneficiaries by an interdisciplinary team of providers.

e. Directly provide or subcontract for the provision of, health home services.

f. Remain responsible for all health home program requirements, including services performed by any subcontractor including the measurement and monitoring of performance measures and outcomes to be achieved by the program.

2. Health homes must be qualified by the state of Washington Medicaid program, and agree to comply with all Medicaid program requirements.

3. Interventions must be targeted to high risk/high cost beneficiaries and supported through assignment of a care manager who demonstrates the ability to:

a. Provide in-person beneficiary health assessments;

b. Accompany the beneficiary to critical appointments; 

c. Actively engage the beneficiary in developing a health action plan;

d. Reinforce and support the beneficiary health action plan;

e. Coordinate with authorizing and prescribing entities as necessary to reinforce and support the beneficiary’s health action goals; 

f. Advocate, educate and support the beneficiary to attain and improve self-management skills;

g. Assure the receipt of evidence-based care; and 

h. Supports patients and families during discharge from hospital and institutional settings.

4. The beneficiary’s health action plan is under the direction of a dedicated care manager who is accountable for facilitating access to medical, behavioral health care, long term services and support and community social supports and coordinating with entities that authorize these services as necessary to support the achievement of individualized health action goals. 

Health home providers must meet the following core health home standards in the manner described below.  Health home providers must provide written documentation that clearly demonstrates how the requirements will and are being met. 

Comprehensive Care Management

Service Definition

Comprehensive Care Management shall provide clinical health assessment and use engagement, coaching and advocacy strategies that assist beneficiaries to develop and implement health action plans.  Most care management services are intended to be delivered in person or by phone, and include a comprehensive health assessment (or use existing comprehensive assessments), demonstrated ability to provide continuity through in-person visits, and the ability to accompany beneficiaries to health care provider appointments, as needed.  Care managers assess beneficiary readiness for self-management and promote self-management skills so the beneficiary is better able to engage with health and service providers and support the achievement of individualized health goals designed to attain recovery, improve functional or health status or prevent or slow declines in functioning.  The health home provider will be accountable for engaging and retaining beneficiaries in health home services.

Standards

The beneficiary health action plan and/or care management case file shall provide evidence of:

1. A comprehensive health assessment conducted within 30 days of enrollment using evidence based/informed practices where available.  The assessment identifies chronic conditions, severity factors and gaps in care, the beneficiary’s activation level and opportunities for potentially avoidable emergency room, inpatient hospital and institutional use. 

2. Screening for depression and alcohol or substance use disorder appropriate to the age of the individual and referral to services, as appropriate.

3. Measurement of the beneficiary’s activation level using the Patient Activation Measure tool (Insignia product); the beneficiary shall be reassessed every 6 months while receiving health home services.

4. Beneficiary to care manager ratio not to exceed 50:1.

5. Active engagement of the beneficiary in goal setting, defining interventions and the timeframes for goal achievement identified in the beneficiary health action plan.  Beneficiaries and their designees play a central and active role in the development and execution and monitoring of their health action plan.  An individualized health action plan shall reflect beneficiary and family preferences, education and support for self-management and other resources as appropriate. 

6. Evidence-based/informed interventions that recognize and are tailored for the medical, social, economic, behavioral health, functional impairment, cultural and environmental factors impacting health and health care choices.

7. Optimal clinical outcomes, including a description of how progress toward outcomes will be measured.

8. Outreach and engagement activities that support the beneficiary’s participation in their care and that promotes continuity of care. 

9. Health education and coaching designed to assist beneficiaries to increase self-management skills and improve health outcomes.

10. Use of peer supports, support groups and self-care programs to increase the beneficiary’s knowledge about their health care conditions and improve adherence to prescribed treatment.

11. Routine and periodic health reassessment, at minimum every 6 months to include reassessment of the patient’s likelihood for continued benefit from care management and progress towards meeting clinical and patient-centered goals.  Changes are made to the health action plan based upon changes in beneficiary need or preferences.

12. A shared health action plan with the beneficiary, health home team members and the beneficiary’s providers. 

Care Coordination and Health Promotion

Service Definition

The dedicated care manager shall play a central and active role in the development and execution of a cross-system health action plan of care including assisting the beneficiary to access needed services.  The care manager shall assure communication is fostered between the providers of care including the treating primary care provider and medical specialists and entities authorizing behavioral health and long term services and supports.  
Standards

The beneficiary health action plan and/or care management case file shall provide evidence of: 

1. Communication between the dedicated care manager and the treating/authorizing entities and assurance that the care manager can discuss with these entities on an as needed basis, changes in patient circumstances, condition or health action plan that may necessitate changes in treatment or service need.  
2. Release of information to allow sharing of information that facilitates transitions in care, as agreed to by the beneficiary. 
3. Care coordination and collaboration through regular case review meetings that include members of the interdisciplinary team on a schedule determined by the health home provider.  
4. 24 hours/seven days a week availability to provide information and emergency consultation services to the beneficiary.
5. Priority appointments for health home beneficiaries to medical, behavioral health, and long term care services within the health home provider network to avoid unnecessary, inappropriate utilization of emergency room, inpatient hospital and institutional services.
6. Wellness and prevention education specific to the beneficiary’s chronic conditions, health action plan, including routine preventive care, support for improving social connections to community networks and linking beneficiaries with resources that support a health promoting lifestyle.  Linkages include but are not limited to resources for smoking prevention and cessation, substance abuse prevention, nutritional counseling, obesity reduction and prevention, increasing physical activity, disease specific or chronic care management self-help resources, and other services, such as housing based on individual needs and preferences.
7. Policies, procedures and accountabilities (contractual or memos of understanding agreements) to support and define the roles and responsibilities for effective collaboration between primary care, specialists, behavioral health, long term services and supports and community based organizations.  
Comprehensive Transitional Care 
Service Definition

Comprehensive transitional care shall be provided to prevent beneficiary avoidable readmission after discharge from an inpatient facility (hospital, rehabilitative, psychiatric, skilled nursing, substance use disorder treatment or residential habilitation setting) and to ensure proper and timely follow-up care.  

Standards

The beneficiary health action plan and/or care management case file shall provide evidence of:

1. A notification system in place with hospitals and residential/rehabilitation facilities in their network to provide the health home prompt communication of a beneficiary’s admission and/or discharge from an emergency room, inpatient, or residential /rehabilitation and if proper permissions, a substance use disorder treatment setting.

2. The use of a health home care manager as an active participant in all phases of care transition; including discharge visits during hospitalizations, post hospital home visits and telephone calls.

3. Beneficiary education that supports discharge care needs including medication management, follow-up appointments and self-management of their chronic or acute conditions, including information on when to seek medical care and emergency care.

4. A systematic follow-up protocol to assure timely access to follow-up care post discharge and to identify and re-engage beneficiaries that do not receive post discharge care.

Individual and Family Support Services (including authorized representatives and beneficiary identified decision makers)

Service Definition

The health home provider shall recognize the unique role the beneficiary may give family, identified decision makers and caregivers in assisting the beneficiary to access and navigate the health care and social service delivery system as well as support health action planning.  

Peer supports, support groups, and self-management programs will be used by the health home provider to increase beneficiary and caregiver’s knowledge of the beneficiary’s chronic conditions, promote the beneficiary’s engagement and self management capabilities and help the beneficiary improve adherence to their prescribed treatment.  

Standards

The beneficiary health action plan and/or care management case file shall:

1. Identify and refer to resources that support the beneficiary in attaining the highest level of health and functioning in their families and in the community, including transportation to medically necessary services and housing.
2. Reflect and incorporate the preferences, education about and support for self-management; self-help recovery and other resources necessary for the beneficiary, their family and their caregiver to support the beneficiary’s individualized health action goals.
3. Identify the role that families, informal supports and caregivers provide to achieve self-management and optimal levels of physical and cognitive function.

4. Demonstrate discussion of advance directives with beneficiaries and their families.
5. Demonstrate Communication e and shared information with individuals and their families and other caregivers with appropriate consideration of language, activation level, literacy and cultural preferences.
6. Demonstrate providing the beneficiary with access to health action plans and options for accessing clinical and service delivery information.
Referral to Community and Social Support Services

Service Definition:

The health home provider identifies available community based resources and actively manages referrals, access to care, and engagement with community and social supports.  Referral to community and social support services includes long term care and supports, mental health, substance use disorder and other community and social services support providers accessed by the beneficiary.

Standards:

The beneficiary health action plan and/or care management case file shall:

1. Identify available community-based resources and actively manage appropriate referrals, advocates for access to care and services, provides coaching to beneficiaries to engage in self-care and follow-up with required services.

2. Provide assistance to obtain and maintain eligibility for health care services, disability benefits, housing, personal needs and legal services.  These services are coordinated with appropriate departments of local, state and federal governments and community based organizations.

3. Have policies, procedures, and accountabilities (through contractual or memos of understanding agreements) to support effective collaboration with community based resources, which clearly define roles and responsibilities.

4. Provide documentation of referrals to and access by the beneficiary of community based and other social support services as well as health care services that contribute to achieving the beneficiary’s health action goals.

Use of Health Information Technology to Link Service

Service Definition

Health home providers will make use of available HIT and access data through the Predictive Risk Intelligence System(s), Medicaid managed care organization or fee-for-service systems, and other processes as feasible as the state develops the Electronic Medical Records standards for Medicaid providers.

Standards

The health home infrastructure shall:

1. Use health information technology to identify and support management of high risk participants in care management.

2. Use conferencing tools including audio, video and/or web deployed solutions when security protocols and precautions are in place to protect Protected Health Information (PHI).

3. Use a system to track and share beneficiary information and care needs across providers and to monitor processes of care and outcomes and initiate changes in care, as necessary, to address beneficiary need and preferences.
4. Use web-based health information technology registries and referral tracking systems. 

5. Track service utilization and quality indicators and provide timely and actionable information to the care manager regarding under, over or mis-utilization patterns.

6. Develop a system with hospitals and residential/rehabilitation facilities to provide the health home prompt notification of a beneficiary’s admission and/or discharge from an emergency room, inpatient, or residential /rehabilitation setting.

7. Develop methods to communicate real time use of emergency room, inpatient hospitalizations, missed prescription refills and the need for evidence-based preventive care to the care manager and use a clinical decision support tool (PRISM) to view cross-system health and social service utilization to identify care opportunities.  

Health Home Goals and Associated Quality Measures Requirements

As a condition of receiving payment for 2703 health home activities, states must collect quality measures.  The Centers for Medicare and Medicaid released a core set of health home quality measures.  These measures are derived from and align with (1) mandatory quality measures within section 401 of the Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA); (2) the voluntary quality measure reporting requirements within section 2701 of the Affordable Care Act; and outcomes, and quality of care outcomes specific to the provision of health home services; and (3) mandatory quality measure reporting requirements within section 3502 of the Affordable Care Act.  The purpose of the core set is to assess individual-level clinical outcomes and experience of care

To the extent possible, measures that can be drawn from claims data are used in the core set in order to reduce burden on States, however, CMS recognizes that certain measures in the core set require data extractions from medical records and will require additional work for providers and States.  
Washington has selected the core, required measures and a small subset of recommended measures for health home assessment and reporting to CMS.  Washington assumes that all evaluation data will be collected and analyzed by the State for evaluation purposes.

Health Home Program Goals, Objectives and Performance Measures

	Health Home Program Goals
	Type of Measure
	Health Home 

Program Objectives
	Measure Description
	Measure Source
	Data Capture

	1. Reduce non-emergent Emergency Department visits
	Clinical Outcome 
	1a. Decrease in non-emergent ED visits per 100 enrolled health home clients, post versus pre-enrollment 
	
	New York University algorithm used to define non-emergent 
	Claims

	
	Experience of Care
	1b. Increase in the percent of beneficiary health home clients who report a primary care provider, post versus pre-enrollment.
	
	
	Survey

	2. Reduce unnecessary hospital admissions and 30 day readmissions
	Clinical Outcome
	2a. Decrease in 30 day all-cause readmission rate per 100 enrolled health home clients

2b. Decrease in 60 day all-cause readmission rate per 100 enrolled health home clients
	Numerator Description

Count the number of Index Hospital Stays with a readmission within 30 days for each age, gender, and total combination
Denominator Description

Count the number of Index Hospital Stays for each age, gender, and total combination
	NCQA – Plan All Cause Readmission
	Claims

	
	Process of Care
	2c. Increase percent of enrolled health home clients receiving a transition record at hospital discharge, post versus pre-enrollment.
	Numerator Description 

Patients for whom a transition record was transmitted to the facility or primary physician or other health care professional designated for follow-up care within 24 hours of discharge

Denominator Description 

All patients, regardless of age, discharged from an inpatient facility (e.g., hospital inpatient or observation, skilled nursing facility, or rehabilitation facility) to home/self care or any other site of care
	NQMC NQF 648 Evid.Gr. 1 
	Claims (Denom) Survey / EMR

	
	Process of Care
	2d. Increase in the percent of hospitalized mentally ill individuals who had a visit with a mental health practitioner within 7 days of discharge
	Numerator Description 

An outpatient visit, intensive outpatient encounter, or partial hospitalization (refer to Table FUH-C in the original measure documentation for codes to identify visits) with a mental health practitioner within 7 days after discharge. Include outpatient visits, intensive outpatient encounters or partial hospitalizations that occur on the date of discharge.
Denominator Description 

Members 6 years of age and older discharged alive from an acute inpatient setting (including acute care psychiatric facilities) with a principal mental health diagnosis on or between January 1 and December of the measurement year.
	NQMC NCQA /

HEDIS / CMS NQF 576 Evid. Gr. 1
	Claims

	3. Reduce ambulatory care sensitive hospital admissions
	Clinical Outcome
	3a. Decrease in selected ambulatory care sensitive hospitalization rate per 100 enrolled health home clients, post versus pre-enrollment.
	Numerator Description 

Total number of acute care hospitalizations for ambulatory care sensitive conditions under age 75 years
Denominator Description 

Total mid-year population under age 75
	
	Claims

	4. Increase use of evidence-based screening tools for early detection and intervention


	Clinical Outcome
	4a. Increase percent of enrolled health home clients screened for clinical depression using PHQ-9. 


	Numerator Description 

An outpatient visit, intensive outpatient encounter, or partial hospitalization (refer to Table FUH-C in the original measure documentation for codes to identify visits) with a mental health practitioner within 7 days after discharge. Include outpatient visits, intensive outpatient encounters or partial hospitalizations that occur on the date of discharge.
Denominator Description 

Members 6 years of age and older discharged alive from an acute inpatient setting (including acute care psychiatric facilities) with a principal mental health diagnosis on or between January 1 and December of the measurement year
	4a. Patient Health Questionnaire (PHQ- 9)

4b. Alcohol Use Disorders Identification Test (AUDIT-C)
	

	
	Process of care
	4b. Increase percent of enrolled health home clients with qualifying PHQ-9 scores who are referred for depression treatment. 
	Numerator Description

Total number of patients from the denominator who have follow-up documentation

Denominator Description

All patients 18 years and older screened for clinical depression using a standardized tool
	4c. PHQ-9

NQF 418
	

	
	Process of care
	4c. Percentage of adolescents and adult members with a new episode of alcohol or other drug dependence who received the following:

Initiation of AOD treatment

Engagement of AOD treatment
	Numerator

Initiation of Alcohol and other Drug (AOD) Dependence Treatment: Members with initiation of AOD treatment through an inpatient admission, outpatient visit, intensive outpatient encounter, or partial hospitalization within 14 days of diagnosis.

Engagement of Alcohol and other Drug (AOD) Treatment: Initiation of AOD treatment and two or more inpatient admissions, outpatient visits, intensive outpatient encounters or partial hospitalizations with any AOD diagnosis within 30 days after the date of the Initiation encounter (inclusive). Multiple engagement visits may occur on the same day, but they must be with different providers in order to be counted.

Denominator

Members 13 years of age and older as of December 31 of the measurement year with a new episode of alcohol or other drug (AOD) during the intake period, reported in two age stratifications (13-17 years, 18+ years) and a total rate. The total rate is the sum of the two numerators divided by the sum of the two denominators.
	NCQA HEDIS - Initiation ad Engagement of Alcohol and Other Drug Dependence Treatment
	Claims/EMR

	
	Quality of Care
	5a. Increase percent of health home clients willing to set a care plan goal (participation rate).
	Health home enrollment data (numerator)

ProviderOne eligibility (denominator)
	Patient Activation Measure (PAM- 13®)  
	EMR

	5. Increase self management skills and abilities
	Experience of Care
	5b. Increase average PAM score of participating health home clients between baseline and 6 month re-measurement period.
	
	
	EMR


Attachment A - Characteristics of High Risk Medicaid Enrollees

Service Need and Risk Factor Overlaps among High Risk Non-Dual Medicaid Disabled Clients

STATE FISCAL YEAR 2009
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NOTE: This diagram shows almost all the groups with overlapping risk factors. 93 people in the total population of 24,009 persons are not shown on the diagram (though they are included in the group subtotals), because they have combinations of risk factors represented in circles at opposite ends of the diagram. These are the 93 people with both developmental disabilities (DD) and alcohol/drug (AOD) need flags. 

SOURCE: DSHS Planning, Performance and Accountability, Research and Data Analysis Division, Integrated Client Database, January 2012.

TERMS 

DD = Care provided through DSHS Developmental Disabilities

LTC = Long term care provided through DSHS Aging and Disability Services
AOD = Alcohol or other drug treatment need

SMI = Severe mental illness

Service Need and Risk Factor Overlaps among High Risk Dual Eligible Aged or Disabled Clients
STATE FISCAL YEAR 2009
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NOTE: This diagram shows almost all the groups with overlapping risk factors. 56 people in the total population of 44,608 persons are not shown on the diagram (though they are included in the group subtotals), because they have combinations of risk factors represented in circles at opposite ends of the diagram. These are the 56 people with both developmental disabilities (DD) and alcohol/drug (AOD) need flags. 

SOURCE: DSHS Planning, Performance and Accountability, Research and Data Analysis Division, Integrated Client Database, January 2012.

DD = Care provided through DSHS Developmental Disabilities

LTC = Long term care provided through DSHS Aging and Disability Services
AOD = Alcohol or other drug treatment need

SMI = Severe mental illness

Service Need and Risk Factor Overlaps among High Risk Non-Dual Medicaid Disabled Clients

STATE FISCAL YEAR 2009
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NOTE: This diagram shows almost all the groups with overlapping risk factors. 3 people in the total population of 18,567 persons are not shown on the diagram (though they are included in the group subtotals), because they have combinations of risk factors represented in circles at opposite ends of the diagram. These are the 3 people with both developmental disabilities (DD) and long-term care (LTC) flags. 

SOURCE: DSHS Planning, Performance and Accountability, Research and Data Analysis Division, Integrated Client Database, January 2012.

TERMS 

DD = Care provided through DSHS Developmental Disabilities

LTC = Long term care provided through DSHS Aging and Disability Services
AOD = Alcohol or other drug treatment need

SMI = Severe mental illness

Attachment B - Definitions

1. Care Manager means a health care professional linked to a designated provider; or subcontractor responsible for providing care management services to enrollees.  Care managers may be:

a. A primary care provider delivering care management services in the course of conduct of care;

b. A registered nurse or social worker employed by the health home;

c. A registered nurse or social worker contracted by the health home;

d. Staff employed by the primary care provider; and/or

e. Individuals or groups subcontracted by the primary care provider/clinic or the health home.

Nothing in this definition precludes the health home or care manager from using allied health care staff, such as community health workers and others to facilitate the work of the care manager.

2. Care management means health care management delivered by Care Managers.  Care management includes a comprehensive health assessment, care planning, and monitoring of patient status, implementation and coordination of services, ongoing reassessment, and consultation and case conferencing as needed to facilitate improved outcomes and appropriate use of health services, including case closure, as warranted with client improvements and stabilization.  Effective care management includes the following: 

a. Actively assists patients to navigate health delivery systems, acquire self-care skills to improve functioning and health outcomes, and slow the progression of disease or disability;

b. Employs evidence-based clinical practices in screening and intervention;

c. Coordinates care across the continuum of medical, behavioral health and long term services and supports including tracking referrals and outcomes of referrals;

d. Provides ready access to behavioral health services that are, to the extent possible, integrated with primary care; and

e. Uses appropriate community resources to support individual patients, families and caregivers in managing care.

3. Continuity of Care means the provision of continuous care for chronic or acute medical conditions through enrollee transitions between: facility to home; facility to facility; providers or service areas; managed care contractors; and Medicaid fee-for-service and managed care arrangements.  Continuity of care occurs in a manner that prevents secondary illness, health care complications or re-hospitalization and promotes optimum health recovery.  Transitions of significant importance include: from acute care settings, such as inpatient physical health or behavioral (mental health/substance use) health care settings to home or other health care settings; from hospital to skilled nursing facility; from skilled nursing to home or community-based settings; and from substance use care to primary and/or mental health care.

4. Coordination of Care means the mechanisms to assure that the enrollee and providers have access to and take into consideration, all required information on the enrollee’s conditions and treatments to ensure that the enrollee receives appropriate health care services (42 CFR 438.208).

5. Chronic condition means a prolonged condition and includes, but is not limited to:

a. A mental health condition 

b. A substance use disorder

c. Asthma

d. Diabetes

e. Heart failure

f. Coronary artery disease

g. Cerebrovascular Disease

h. Fibromyalgia

i. Rental failure

j. Chronic pain associated with musculoskeletal conditions

k. Severe mental illness

l. Being overweight, as evidenced by a body mass index over 25.

6. Designated provider means a primary care provider, clinical practice or clinical group practice, rural clinic, community health center, community mental health center, home health agency or multidisciplinary health care team that is qualified to be a health home provider and has the systems and infrastructure in place to provide health home services for enrollees with special health care needs and chronic conditions.  

7. Health Action Plan means a beneficiary-defined plan about what the beneficiary intends to do to improve their health.  The health action plan should contain at least one beneficiary-defined goal, identify what actions the enrollee is doing to achieve the goal and include actions of the care manager and/or use of health care or community resources and services that support the beneficiary plan.  

8. Enrollees with Special Health Care Needs mean an enrollee who has:  at least two chronic conditions; one chronic condition and be at risk for another chronic condition; or one serious and persistent mental health condition.  Enrollees scoring in the highest five percent (5%) or having a risk score of 1.5 or greater, using the Predictive Risk Intelligence System (PRISM) risk scoring methods, are considered enrollees with special health care needs.  

9. Health Home means coordinated health care provided to beneficiaries with special health care needs by a primary care providers, designated provider, a team of health professionals or a health team.  At minimum, health home services include:

a. Comprehensive care management including, but not limited to, chronic disease management;

b. Self-management support for the beneficiary, including parents of caregivers or parents of children and youth;

c. Care coordination and health promotion;

d. Multiple ways for the beneficiary to communicate with the team, including electronically and by phone;

e. Education of the beneficiary and his or her parent or caregiver on self-care, prevention, and health promotion, including the use of patient decision aids;

f. Beneficiary and family support including authorized representatives;

g. The use of information technology to link services, track tests, generate patient registries and provide clinical data;

h. Linkages to community and social support services;

i. Comprehensive transitional health care including follow-up from inpatient to other settings;

j. A single plan that includes all beneficiary’s treatment and self-management goals and interventions; and

k. Ongoing performance reporting and quality improvement.

10. Health Home Network means the creation and use of an interdisciplinary team of providers that address the full breadth of clinical and social service expertise for beneficiaries with complex chronic conditions, mental health and substance use disorder issues and/or long term service needs and supports.  The network includes providers from the local community that authorize Medicaid, state or federal funded mental health, long term services and supports, chemical dependency and medical services.  For example, regional support networks, community mental health agencies, area agencies on aging, chemical dependency providers, and community supports that assist with housing.  The network provides care coordination and integration of health care services to all health home beneficiaries by an interdisciplinary team of providers.

11. Multidisciplinary Health Care Team means a team of health professionals which may include, but is not limited to:  medical specialists, nurses, pharmacists, nutritionists, dieticians, social workers, behavioral and mental health providers, including substance use disorder prevention and treatment providers, doctors of chiropractic, physical therapists, licensed complementary and alternative medicine practitioners, home care and other long-term care providers and physician’s assistants.

12. Predictive Risk Intelligence System (PRISM) means a predictive modeling and clinical decision support tool.  It provides a unified view of medical, behavioral health, and long-term care service data that is refreshed on a weekly basis.  PRISM provides prospective medical risk scores that are a measure of expected medical costs in the next 12 months based on the patient’s disease profile and pharmacy utilization.

13. Transitional Healthcare Services means the mechanisms to ensure coordination and continuity of care as enrollees transfer between different locations or different levels of care within the same location.  Transitional Healthcare Services are intended to prevent secondary health conditions or complications, re-institutionalization or re-hospitalization, and recidivism following substance use disorder treatment.
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