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California 
1) Provide a basic overview of the proposal  

 target population -note any carve outs 

Target Population  All full benefit Medicare-Medicaid enrollees, with 
specified exceptions in the counties listed below.  

Total Number of Full Benefit 
Medicare-Medicaid Enrollees 
Statewide  

1,100,000  

Total Number of 
Beneficiaries Eligible for 
Demonstration  

800,000  

Summary of Covered 
Benefits  

Medicare (Parts A, B and D) and Medicaid covered 
services including long-term care institutional and 
home-and community-based services such as In-
Home Supportive Services (IHSS), Community-
Based Adult Services (CBAS), and five waiver 
services: Multi-Purpose Senior Services Program 
(MSSP), Nursing Facility/Acute Hospital Waiver 
Service, HIV/AIDS Waiver Services, Assisted Living 
Waiver Services, and In-Home Operations Waiver 
Services. County-administered mental health and 
substance use services will not be included in the 
capitation rate, but by 2015 these services will be 
closely coordinated, and potentially integrated at a 
local level. Home- and community-based waiver 
services provided through the Department of 
Developmental Services for the developmentally 
disabled population will remain as currently 
available and are carved out. 

Financing Model  Capitated payment model 2013-2015. The State 
may consider implementation of the Managed Fee-
for-Service Model in 2015.  

Proposed Implementation 
Date(s)  

Phased-in enrollment process  
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2013 (10 counties)  2014 (20 counties)  2015 (28 counties)  

Alameda, Contra Costa, 
Los Angeles, Orange, 

Riverside, Sacramento, 
San Bernardino, San 

Diego, San Mateo, and 
Santa Clara  

Fresno, Kern, Kings, Lake, 
Madera, Marin, Mendocino, 
Monterey, Napa, San 
Francisco, San Joaquin, San 
Luis Obispo, Santa Barbara, 
Santa Cruz, Solano, Sonoma, 
Stanislaus, Tulare, Ventura, 
and Yolo  

Alpine, Amador, Butte, 
Calaveras, Colusa, Del 
Norte, El Dorado, Glenn, 
Humboldt, Imperial, Inyo, 
Lake Lassen, Mariposa, 
Modoc, Mono, Nevada, 
Placer, Plumas, San 
Benito, Shasta, Sierra, 
Siskiyou, Sutter, Tehama, 
Trinity, Tuolumne, and 
Yuba  

 

 Currently or considering carving out the IDD population (both waiver/HCBS and institutional), PACE, kids, HIV/AIDS, 

those on special needs plans/Medicare Advantage, Share of cost individuals in institutions. 

 For those who opt out of managed care for their Medicare benefits, they will still receive all their Medicaid health and 

long-term services in managed care regardless and will not be included in this demonstration. 

 

FINANCIAL ALIGNMENT MODEL 

 Capitated payment model 2013-2015. The State may consider implementation of the Managed Fee-for-Service Model in 

2015. 

 It indicates that CA will work with CMS on a capitated rate structure that blends a rate to allow for flexibility to respond to 

individual needs.  Saving is required in the process which raises concerns that savings rather than quality care will be the 

priority.  Instead of immediately capturing savings to address budget shortfalls elsewhere, the state should expand the 

benefits for consumers including dental and vision, which have been cut out of Medicaid previously and/or invest in 

additional home and community-based services. 

 There is no discussion of rates for managed care organizations or rates for providers (concern about adequacy of 

networks if the provider rates are not high enough). 

 California only references briefly that they are “considering” financial incentives that respond to quality measures – these 

should be required. 

 An integrated financing model should incent the use of home and community based services to keep people in the 

community.  
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ENROLLMENT 

 Opt-out provision only and once in a person has to stay in for 6 months.  Not clear that individuals will get assigned the 

best plans for them or receive enough information that they can make a real choice; 

 During the first 6 months individuals can continue Medicare providers who are out of network.   Consumers can keep 

current providers who are out-of-network for between 6 and 12 months when they first join a plan. 

 

Provide a basic overview of how the proposal is approaching integration of LTSS    

ASSESSMENT AND INDIVIDUALIZED CARE PLAN 

 The proposal states that person-centered care coordination in plans should include care coordination standards, health 

risk assessments, care planning and a comprehensive care management system capable of assessing and responding to 

different levels of need. 

 Care coordination standards. New standards will be developed in collaboration with public stakeholders. Standards 
will enable improved monitoring and follow-up to determine whether the services were received, effective, still 
needed and whether additional intervention is necessary.  

 Comprehensive health risk assessments and care planning. Demonstration plans will be responsible for an in-depth 
risk assessment process capable of timely identification of primary, acute, LTSS and behavioral health needs. This 
assessment will inform the individual care plan to assist beneficiaries in accessing all necessary resources. Individual care 
plans will be used to address risk factors, prevent health disparities, and  

 Reduce the effect of multiple co-morbidities.  A care plan will be developed for each beneficiary that includes member 

goals and preferences, measurable objectives and timetables to meet his or her medical, psychosocial and long-term 

support needs that are identified in a comprehensive risk assessment. 

 Person-centered medical homes and interdisciplinary care teams (ICT). Demonstration plans will offer person-

centered medical homes with multidisciplinary care teams. These teams may include the designated primary physician, 

nurse case manager, social worker, patient navigator, county IHSS social worker (for IHSS consumers), pharmacist, and 

other professional staff within the provider network. The care teams will be built around the beneficiary and will ensure 

decisions are made collaboratively and with respect to the individual’s right to self-direct his or her care. 

 IHSS – until a universal assessment I sin place in 2015, the IHSS assessment process will continue.  Also care 

coordination teams for IHSS consumers will need to be established 

 ** Concern that they don’t require individuals to be at the center of the decision making.  No detail about how they are 

going to ensure that MCOs do this and/or listen to the consumer when crafting these plans. 
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RANGE OF SERVICES AND NETWORK 

 In terms of LTSS, the proposal includes five HCBS waiver programs: MSSP, Nursing Facility/Acute Hospital Waiver 

Service, HIV/AIDS Waiver Services, Assisted Living Waiver Services, In-Home Operations Waiver Services.   Also – the 

service formerly known as Adult Day Health (now, Community-Based Adult Services (CBAS). 

 Seamless Service Delivery. Demonstration sites will provide access to the full range of services currently covered by 
Medicare Parts A, B and D, as well as all State Plan benefits and services covered by Medi-Cal.  

 Integration of Medical, LTSS, and Behavioral Health Services. Demonstration sites will provide seamless coordination 
between medical care, LTSS, and mental health and substance use benefits covered by Medicare and Medi-Cal. For 
some benefits this will require a partnership with the county agencies that provide IHSS and behavioral health benefits.  

 Broad Network Adequacy. Demonstration sites shall ensure availability of all services in a member’s care plan. Proposal 

states that the State will monitor the adequacy of the provider networks and can suspend enrollment if it is found to be 

wanting.  The proposal does not discuss what an adequate network looks like or what standards health plans will have to 

meet.  The plans will have to undergo a readiness review prior to taking on members, but again there is no discussion of 

what this readiness review looks like.   

 Physical and Programmatic Accessibility. All sites must comply with state and federal disability accessibility and civil 
rights laws, including communicating in alternate formats.  

 Person-Centered Care Coordination. All sites will offer person-centered care coordination as an essential benefit. This 
will start with individual health risk assessments that inform individual care plans.  

 HCBS: 
o In-Home Supportive Services (IHSS)  
o Community-Based Adult Services (CBAS, formerly called Adult Day Health Care Services)  
o Multipurpose Senior Services Program (MSSP)  
o Other Section 1915 (c) home- and community-based services  

 

CONSUMER-CONTROL 

 Use of IHSS which has an independent provider mode that is entirely consumer directed. 

 Passive enrollment and a 6 month lock in period. 

 They are supposed to be prioritizing patient centered planning although it isn’t well articulated what that looks like. 

 Emphasize stakeholder involvement. 

 

INCENTIVIZING/PROTECTING COMMUNITY-BASED SERVICES 
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 An integrated approach will create financial incentives for greater use of HCBS, such as IHSS, for those at-risk of 
hospitalization and long-term nursing home placement. Under this demonstration, health plans will identify beneficiaries 
who are currently at-risk or reliant on institutional care and help them stay in their homes and communities or transition to 
a more independent setting.  

 A key impact of enhanced HCBS is reduced hospitalization, particularly since hospitalization is often a precursor to a 

nursing facility placement. Based on results from the PACE model, the appropriate delivery of home-and community-

based services in partnership with primary care physicians can often prevent hospitalizations through proper nutrition, 

hydration, fall prevention, skin care, medication management, and incontinence management. 

 Emphasis on Prevention. Managed care organizations will have a greater incentive to improve the use of 
preventative services and to provide individuals the services they need in the most appropriate setting of their choice.  

 Streamlined and simplified service delivery. The delivery system will be easier to navigate for both the individuals 
receiving services and the providers delivering services. Beneficiaries will have one health plan membership card.  

 Enhanced quality monitoring and enforcement. Incentives in the system will focus on performance outcomes related 

to better health, better care, and lower costs through improvements in care delivery. The demonstration will include 

quality measures jointly developed by the State, stakeholders, and CMS, as well as a rigorous evaluation process. 

 

What are major areas of concern about the proposal (with a focus on LTSS)?  Are there things being proposed that 

warrant coordinated aging and disability advocacy at the CMS level?   

 

 Concern about the enrollment plan – opt out structure and long “lock-in” period of 6 months before individuals can change 

plans. 

 Doesn’t really address the need to focus on waiting list issues. 

 Concern that the plan focuses on coordinating the current services, programs and waivers available rather than thinks big 

about what people really need to stay in the community.  The state should encourage expansion of networks, not just the 

status quo to allow for more options for consumers.  

 Concerns were raised about choice of big cities with diverse populations as some of the first cities for this demonstration. 

 It seems that CA is leaving much of the design process to the health plans rather than outlining from the state a consistent 

enrollment structure, which we would recommend would allow for better basic enrollment rights and access for 

consumers.  

 Unfortunately, it is not clear that there is a real plan for integration between acute, long-term services and behavioral 

health programs to create a new and better way to support people.  The proposal discusses allowing the plans to address 
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all aspects of a person’s physical and mental health, but there isn’t an articulated plan about how to really and truly 

integrate these currently separate silos into one integrated system. 

 It is unfortunate that it does not more clearly state in this section and the whole document that consumer choice and 

preferences should be the primary director of a person’s care plan.  It is not clear how the state will ensure that this is the 

case and consumers’ choices are being heard.   

 The state needs to specify in detail an appeals process that requires a quick response for consumers and includes an 

opportunity for an independent assessment of the issues external to the plan. 

 IHSS assessment will remain as is until 2015 when a universal HCBS assessment process will be put into place.  There is 

concern about the adequacy of this assessment tool and a requirement that stakeholders have a voice in the creation 

process. 

 The proposal indicates that “New care coordination standards will be developed in collaboration with public stakeholders” 
but does not indicate the time frame for the development of these standards.  

Financing 

 Minimal information about the financing structures.  The proposal says that it will look to use a capitated payment model 

for 2013-2015 and consider implementing an additional managed fee-for-service model in 2015. 

 It indicates that CA will work with CMS on a capitated rate structure that blends a rate to allow for flexibility to respond to 

individual needs.  Saving is required in the process which raises concerns that savings rather than quality care will be the 

priority.  Instead of immediately capturing savings to address budget shortfalls elsewhere, the state should expand the 

benefits for consumers including dental and vision, which have been cut out of Medicaid previously and/or invest in 

additional home and community-based services. 

 There is no discussion of rates for managed care organizations or rates for providers (concern about adequacy of 

networks if the provider rates are not high enough). 

 California only references briefly that they are “considering” financial incentives that respond to quality measures – these 

should be required. 

 An integrated financing model should incent the use of home and community based services to keep people in the 

community.  

Quality 

 Stakeholders must have a voice in every step of the way in developing and implementing this program.  When tracking 

quality, they must be involved in the development of the standards as well as the evaluation of plans.  In addition, key 

stakeholders must have access to the data analysis gathered in a timely way.  This proposal does not speak to 
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transparency issues and does not state outright that consumer and other stakeholders will have access to quality data in 

real time.   

 There are not currently strong and universally agreed upon quality measures for long-term services.  Thus, there is 

concern that the state can’t in the short timeframe laid out actually adequately identify the right measures for quality to 

accurately evaluate the impact of plans on individuals long-terms services and supports. 

  In evaluation of quality, the state should consider a third party independent assessor to ensure a clear picture of plans’ 

efforts to ensure consumers are getting what they need in a timely way. 

Stakeholder Involvement 

 Concerns that the state will fully incorporate stakeholders’ comments into the federal proposal. 

 As CA implements this proposal, stakeholders must have on-going input both at the state level and through the plans.  It 

is good that plans are required to have a stakeholder advisory committee but plans also should be required to share real 

data and information with the advisory committee and that the plan must respond to any concerns raised by their advisory 

committees in a structured and transparent way.  

Beneficiary Protections 

 The requirements from the state on grievance procedures must be clearer and more flushed out so that all plans have the 

same basic structure that is easy for consumer to navigate.   

 

4)      What are positive aspects of the proposal (with a focus on LTSS)?  Are there promising approaches, models, 

or language that might be useful to advocates in other states?  

Seemingly many options for stakeholder involvement even with limited details. 
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Connecticut 

Summary:  Connecticut’s plan includes two pathways to integrated care for their individuals eligible for Medicare and 

Medicaid: the existing system plus additional care coordination (Model 1), and an integrated and team-based system (Model 

2).  Individuals will be aligned with Model 2 if they are enrolled in the state’s Comprehensive Primary Care Initiative (CPCI), 

an Accountable Care Organization (ACO), or receiving their primary care from a participating Model 2 provider.  

I. Basic Overview 

 Target population:  All full-benefit dually eligible individuals not already enrolled in PACE or a Medicare 

Advantage Special Needs Plan (SNP).  

 Size and scope:  There are 57,568 eligible individuals in the state.  

 Financial alignment:  Managed fee-for-service. 

 Enrollment procedure: Individuals who are not receiving care through an SNP, CPCI, or ACO will continue to be 

enrolled in model 1.  Individuals who are receiving care through CPCI, an ACO, or a provider enrolled in model 

2 will be passively enrolled in model 2.  

 Geography: Model 1 will be implemented statewide; model 2 will be initially introduced in 3-5 geographic areas 

and may later be expanded.  

 Proposed implementation date: December 2012. 

 

II. Integration of LTSS 

 Assessment and individualized care plan:  Both models include initial assessments and individualized and 

person-centered care plans.  State says that principles of person-centeredness will inform all phases of the 

demo.  

 Range of services and network:  All Medicare and Medicaid services to be provided.  Some additional services 

(e.g., nutrition counseling) will be provided for those in Model 2.  

 Consumer control: State says that self-control is an integral part of the plan but does not go into specifics.  

 Incentivizing/protecting community-based services:  Connecticut says this is the first time that long term care 

will be connected to medical and behavioral health for those receiving services through the demonstration, 

though these connections seem most concrete in Model 2.   

 

III. Major areas of concern 
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While the state has voiced a commitment to consumer-control, specific details on inclusion of self-direction are 

scant.  

IV. Positive aspects of the model 

Connecticut’s plan of enhancing their existing system of care while simultaneously piloting a more integrated 

system may be useful for other states who want to move more gradually to an integrated system, or who want to 

ensure that all eligible individuals receive improved care when only some individuals are served through a new 

and/or improved system.  
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Massachusetts  

Summary:  Massachusetts has proposed an integrated care system that will serve dually eligible individuals ages 21-64. This 

program will feature expanded availability of long-term services and supports (LTSS), individual LTSS coordinators, and a 

mandatory option of self-direction for all individuals receiving personal care assistance.  

I. Basic Overview 

 Target population:  All full-benefit dually eligible individuals ages 21-64 not currently served through the 

Program of All-Inclusive Care for the Elderly (PACE) or a Medicare Advantage Special Needs Plan (SNP). Note 

that dually eligible individuals over 65 are already served through the state’s Senior Care Options (SCO) 

program and are not a part of this demonstration.  

 Size and scope:  There are 109,636 eligible individuals in the state; the proposal does not offer a prediction on 

how many will enroll. 

 Financial alignment:  Capitated. 

 Enrollment procedure: Opt-in.  Individuals will be given a list of possible integrated care organizations (ICOs) to 

choose from or may choose to remain in the existing fee-for-service system. Those not indicating a choice will 

be auto-assigned to an ICO.  

 Geography: Statewide.  

 Proposed implementation date: January 2013. 

 

II. Integration of LTSS 

 Assessment and individualized care plan: An initial comprehensive assessment will be jointly conducted by the 

individual’s care coordinator and the LTSS coordinator.  Individualized care plans will follow from the result of 

this assessment.  

 Range of services and network:  All Medicare and Medicaid services to be provided.  State proposes to add 

additional State Plan services into the package, including dental benefits, expanded personal care services that 

include cueing and monitoring, expanded durable medical equipment (DME) benefits, vision services, and non-

medical transportation.  Individuals enrolled in certain waivers will continue to receive specific services such as 

foster care and day habilitation apart from the ICO.  

 Consumer control: ICOs will be required to provide self-direction as an option for all individuals receiving 

personal care assistance.  
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 Incentivizing/protecting community-based services:  The state proposes to include a “broader range” of LTSS 

as part of this demonstration. Individuals will also receive services from an LTSS coordinator specifically tasked 

with helping them find appropriate LTSS services.  

 

III. Major Areas of Concern 

No noted concerns. 

IV. Positive Aspects of the Model 

The state’s emphasis on expanding LTSS, including a specific LTSS coordinator on an individual’s care team, and 

requiring all integrated care organizations to offer self-direction as an option to participants receiving personal care 

are all positive aspects of this model that could be utilized by other states.  Massachusetts also has proposed that 

individuals can continue to be served by existing out-of-network providers if those providers agree to accept the in-

network payment rate.  

V. Additional Resources 

Kaiser summary of MA plan: http://www.kff.org/medicaid/upload/8291.pdf 

  

http://www.kff.org/medicaid/upload/8291.pdf
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Michigan 

1) Provide a basic overview of the proposal  

 Michigan proposes a capitated model using risk-based managed care plans, ACO’s and other capitated entities.   

 The proposed integrated care model covers all Medicare and Medicaid services and benefits, including inpatient and 
outpatient acute care, skilled and custodial nursing facility care, behavioral health services, hospice, home health care, 
other community-based long term supports and services, durable medical equipment, and prescription drugs. 

 Michigan’s integrated care plan proposes use of two separate contracts to deliver services to people who are eligible 
for both Medicare and Medicaid. One contract will cover all physical health services (acute and primary care) and long 
term supports and services. The second will address all behavioral health and developmental disability inpatient and 
outpatient supports and services including those necessary for people with intellectual/developmental disabilities, 
serious mental illness and/or substance use disorders.  

 The demonstration will be statewide with a rolling phase-in of implementation across geographic areas based on 
population.  

 Implementation date – 2013 
 
Target population -note any carve outs 

 Target population is all dual eligibles statewide.  Opt out enrollment.   

 Total Number of Beneficiaries Eligible for Demonstration - 198,644 (252,740 duals) 
 
Financial alignment model 

 The state will propose risk-based capitation rates with partial risk applied to management entities. A reliable risk 
adjustment methodology will be developed to address special populations, including people with 
intellectual/developmental disabilities and people who need long term supports and services.  

 Management entities will be converted to full risk as the program matures and reliable risk adjustment methodologies 
are implemented. 

 CMS requires three-way contracts between the federal government, the state and management entities selected to 
participate in the demonstration. Within this structure, the state will propose separate contracts for integrated care 
organizations (ICOs) and for Prepaid Inpatient Health Plans (PIHPs). The application of separate contracts will 
maintain the behavioral health specialty services managed care system that is currently provided through PIHPs. 

 
Enrollment 

 Eligible individuals will be passively enrolled into the integrated system unless they explicitly indicate a choice to opt 
out. Initial enrollment will offer a two-month period to decide whether to opt out or to select an ICO. The state and its 
enrollment broker will provide extensive outreach and education services to all potential enrollees. 
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 Upon enrollment, all beneficiaries will be initially screened to determine basic needs, followed by a more in-depth 
standardized assessment to determine the possible array of services.  

 Eligible individuals will be passively enrolled into the integrated system unless they explicitly indicate a choice to not 
participate.  People who opt out of integrated care will continue to receive all state plan services, and it is the intent of 
MDCH that they will continue to receive other optional 1915(b)(3) services, as applicable. However, those who choose 
not to participate will not receive the enhanced care management and supports coordination package that will be 
offered through integrated care. Furthermore, they will not be eligible for the enhanced services package that will 
include dental and vision, as well as other optional services that a plan may decide to offer.  

 Nationally, many advocates are opposing "passive enrollment" in integration projects. DRO is not opposing this 
approach, but is concerned that the Proposal makes no mention of how enrollees will receive information and 
assistance about their enrollment options including their right to opt out initially and at any time during the enrollment 
year. 

 
2) Provide a basic overview of how the proposal is approaching integration of LTSS assessment and individualized care plan 
 
Assessment and individualized care plan 

 A person-centered delivery system and supports coordination model will serve as the foundation of Michigan’s 
integrated care plan. At the core of the care and supports coordination function is the care bridge that ensures 
integration and coordination of services for participants across the delivery system. 

 Applicants for services will participate in a brief preliminary health assessment/screening process that identifies 
personal preferences, needs, and priorities. The screen will also identify the medical and financial factors that 
determine eligibility for the integrated care demonstration if necessary, as well as identifying existing informal supports 
and other non-financial factors that may impact the assessment and planning process. The screen results will assist in 
determining the entity (ICO or PIHP) that will have primary responsibility for working with the participant in the care and 
supports coordination model described later in this section. Once determined, the lead entity (the ICO or PIHP) will 
conduct a more extensive person-centered assessment. The assessment process will include a more extensive 
discussion of preferences, strengths, needs and priorities and an assessment instrument will be administered that 
includes a core set of information gathered for each participant. 

 
Range of services and network 

 Medicaid State Plan; Medicare Parts A,B, & D; Behavioral health and Developmental Disabilities services; 1915 (c) 
waiver services and 1915 (b)(3) services  

 Michigan’s stakeholder group for provider networks and service array agreed that the contractors for integrated care 
and their providers should have the following competencies:  

  • Experience with person-centered planning and self determination  
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  • Use of evidenced-based practices and specific levels of quality outcomes  
  • Experience in working with people who have disabilities  
  • Cultural competence  

 With these competencies in mind, Michigan will work with CMS in the procurement process to require bidders to 
demonstrate they have the capacity to provide all services and supports covered under this demonstration, including 
those currently covered under the Medicare and Medicaid programs. Adequate access and quality standards will be 
developed in the contracts as well as requirements that providers are trained in person-centered planning and service 
delivery. 

 
Consumer-control 

 Within any given region, beneficiaries may have the option of choosing between two or more ICOs; however, only one 
PIHP will be available. The state will configure ICO and PIHP boundaries so they will be aligned. Therefore, 
geographic regions are unlikely to conform to current Medicaid HMO or PIHP regions. 

 Each enrolled participant will choose or work with the preferred entity to select a care or supports coordinator, 
depending on their primary service needs. For example, a person requiring mostly supports 

 
Incentivizing/protecting community-based services 
 
Did see anything specific. 
 
3) What are major areas of concern about the proposal (with a focus on LTSS)?  Are there things being proposed that 
warrant coordinated aging and disability advocacy at the CMS level?   
 
 
4)  What are positive aspects of the proposal (with a focus on LTSS)?  Are there promising approaches, models, or language 
that might be useful to advocates in other states?  
 

 Good public engagement -- Informant Interviews; Six Public Forums in various regions of the state; Request for Input; 
Topic-Driven Workgroups (Four groups, three meetings each); Integrated Care e-mail box and website; 30-day Public 
Comment period; Two public meetings in March 2012.  
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Summary:  Michigan proposes to passively enroll all dually eligible individuals into a single managed system. Services 

provided by the existing Pre-Paid Inpatient Health Plan (PIHP) system (behavioral health services for those diagnosed with 

intellectual or developmental disabilities, mental illness, or substance abuse disorders) will be carved out and coordinated 

with the main managed system. Many details around inclusion of long-term services and supports (LTSS) are still to be 

determined.     

I. Basic Overview 

 Target population:  All full-benefit dually eligible individuals who are not already served by Program of All-

Inclusive Care for the Elderly (PACE).  

 Size and scope: 198,644 

 Financial alignment:  Capitated payments to integrated care organizations with separate payments to PIHPs.  

 Enrollment procedure: Opt-out.  

 Geography: Statewide.  

 Proposed implementation date: Phased in beginning in 2013. Quarterly phase-ins done by region and 

population within regions.  Final phase-in in last quarter of 2014. 

 

II. Integration of LTSS 

 Assessment and individualized care plan: State proposes an “initial brief assessment” later followed by a 

comprehensive assessment “if necessary”.  All individuals will have person-centered plans. 

 Range of services and network:  All Medicare and Medicaid services to be provided. Some details, particularly 

around inclusion of home and community-based services (HCBS) are still too being determined (e.g., 

integration of state-plan personal care services).  PIHPs will continue to coordinate behavioral health services to 

certain populations; care managers for those individuals can also come from PIHPs if they choose. 

 Consumer control: Consumers will have ability to select their care coordinator and give input on their care plan.    

 Incentivizing/protecting community-based services:  Existing HCBS options will be maintained, but expanding 

HCBS does not appear to be a focus of this proposal.  

 

III. Major Areas of Concern 

Michigan’s plan is extremely ambitious, but some key details – particularly around inclusion of LTSS home and 

community-based services - are not detailed in the state’s proposal. It is unclear whether the state is genuinely 
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unsure of its plans in this area, or whether the state has chosen not to go into detail regarding LTSS in this 

proposal.    

 

IV. Positive Aspects of the Model 

Michigan’s model may prove useful for other states looking to maintain a strong carved-out behavioral health 

system that still links to the main integrated care system, as it appears their PIHP networks will be kept largely 

intact. In addition, the state’s plans for a phased-in approach by both region and target population could be useful 

for other states seeking a organized rollout of a complex plan serving large numbers  and varieties of individuals.  

Additional Notes on Michigan: 

 Within this structure, the state will propose separate contracts for integrated care organizations (ICOs) and for Prepaid 
Inpatient Health Plans (PIHPs).  Michigan was one of the earliest adopters of managed care for these special 
populations and has built and refined systems that serve the populations well.  PIHP system provides quality 
community-based services and supports to people who have intellectual or developmental disabilities, those who have 
serious mental illness, those who have a substance use disorder and those who have a combination of these 
disabilities. Many stakeholders articulated their belief that the existing system works well, that they are being 
effectively served and that the services and supports currently received should be maintained. 

 Eligible individuals will be passively enrolled into the integrated system unless they explicitly indicate a choice to opt 
out. Initial enrollment will offer a two-month period to decide whether to opt out or to select an ICO. The state and its 
enrollment broker will provide extensive outreach and education services to all potential enrollees. People subject to 
passive enrollment can choose to opt out prior to the enrollment effective date. 

 Reliable risk adjustment methodology will be developed to address special populations, including people with 
intellectual/developmental disabilities and people who need long term supports and services. Management entities will 
be converted to full risk as the program matures and reliable risk adjustment methodologies are implemented. 

 The program will be phased in by quarter starting in 2013. The quarterly phase-in will be done by region and within 
each region by population.  

 The state will establish several regions, each with a critical mass of potential enrollees  
• The initial group to be enrolled within each region will include all beneficiaries except people needing long term care 
and those who have an intellectual/developmental disability  
• The second group will include people needing long term care services  
• The third group will include people with intellectual/developmental disabilities 
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 LTSS 
o Assures Nursing Home payment rates at current Medicare and Medicaid rates.  Will make it difficult to 

rebalance and could create an incentive to institutionalize. 
o Instead will establish bonus payments to plans for diminished use of institutional services, person-centered 

services 
o No specific mention of requirement to provide a self-directed option for hiring own workers. 
o Discuss waiting lists for HCBS and the promise of the demonstration to address waiting lists.  However, it is 

unclear if any savings would be reinvested.  Says will continue to have conversations with CMS about the 
interaction of the demonstration and waiting lists.   

 Use of person-centered planning and self-direction are strengths of the proposal.  These happen within the “care 
bridge”. 

 Stakeholder engagement seemed to be robust.  Acknowledged that some groups still have concerns 

 Integrated data system is a positive. 

 Will use existing structures to provide independent enrollment broker to assist individuals with enrollment options. 

 Provider networks must demonstrate competencies in experience with person-centered planning and self-
determination, experience working with people with disabilities. 

 Lack of detail on quality measures and metrics but will develop and use existing state measures.   
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Minnesota 

Summary:  While Minnesota’s proposed demonstration will affect a majority of the state’s individuals dually eligible of 

Medicare and Medicaid,  the proposed changes  largely pertain to the structure of   existing managed care organizations and 

not changes that will have a significant impact on the way services are delivered  or available to these individuals.   

I. Basic Overview 

 Target population:  Full-benefit dually eligible individuals currently enrolled in Minnesota Senior Health Options 

(MSHO), an existing Medicare Advantage Special Needs Plan [D-SNP] integrated program for seniors, and 

Special Needs Basic Care (SNBC), an existing D-SNP integrated program for individuals living with disabilities.  

Some individuals enrolled in Minnesota Senior Care Plus (MSC+), a Medicaid Managed Care program for 

Seniors, will also be included depending on their MSC+ plan sponsor.  

 Size and scope: State estimates ~ 63K of the ~106K dually eligible individuals statewide will enroll.  

 Financial alignment:  Capitation for seniors, capitation with a coordinated carve-out of long-term services and 

supports (LTSS) for individuals living with disabilities.  

 Enrollment procedure: Individuals currently enrolled in existing MSHO and SNBC plans will be automatically 

rolled over from these plans into the new program.  When the above plans also serve MSC+ individuals, those 

individuals will also be included into the new program.  The state anticipates this transition will be “seamless” 

and does not intend to require any action (i.e., opting in) on the part of affected individuals.  

 Geography: Statewide 

 Proposed implementation date: December 2012 for seniors, 2013 (month unspecified) for individuals living with 

disabilities. 

 

II. Integration of LTSS 

 Assessment and individualized care plan: The state will retain the “comprehensive” LTSS assessment, person 

centered care plans, care plan approval and care system audits currently in place.  

 Range of services and network:  Benefits and coverage will remain the same as under existing MSHO and 

SNBC plans. The state is requesting that the Centers for Medicare and Medicaid Services (CMS) automatically 

include existing provider networks into the new demonstration. 
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 Consumer control: The only mentions of consumer direction in the proposal refer to continuation of existing 

consumer direction option (i.e., there is not an emphasis on expanding consumer direction as part of this 

demonstration).  

 Incentivizing/protecting community-based services:  See above. The status quo will be maintained.  

 

III. Major Areas of Concern 

Minnesota is already highly rebalanced (particularly in the developmental disabilities arena) and has significant 

experience administering integrated programs for dually eligible individuals. It appears the major focus of their 

proposal is to correct inefficiencies in the state’s existing D-SNP program.  As such, there are few noted concerns. 

While enrollment is technically passive/opt-out, the individuals who will be enrolled are currently served under an 

integrated and managed system.  

IV. Positive Aspects of the Model 

Minnesota’s model may be a good example for other states concerned about the administrative viability of their D-

SNP plans (high premiums, uncertainty surrounding CMS reauthorization of SNP program authority, lack of state 

role in Medicare contracts, etc) but who want to retain at least some of their existing D-SNP integrated provider 

networks, plan coordinators, or program features. In addition, Minnesota has proposed to continue their carve-out 

of LTSS from the capitation rate for their dually eligible individuals living with disabilities. LTSS for this group will 

remain fee-for-service, though LTSS providers will be required to communicate and coordinate services with care 

coordinators in the main plans.  Should CMS approve this plan feature, this template may be useful for other states 

looking to separate LTSS from other services.  
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New York 

Overview:   

Two-part proposal (excludes people currently in nursing homes and most of DD population. Optional for people in PACE or 

ACOs) 

 FFS Health Home model to coordinate care for about 127,000 duals statewide who meet ACA Health Home criteria 

and do not need LTSS for 120 days or more. Begins July 2012. Passive enrollment with opt out.  Does not include HCBS 

waiver benefits. Based on Medicaid Health Homes state plan amendment.  

 Capitated Fully Integrated Duals Advantage Program for about 124,000 duals in 8 Greater NYC counties who need 

LTSS of 120 days or more. Begins Jan. 2014. Excludes DD duals and people in state mental health hospitals.  Separate 

capitated plans will enroll up to 10,000 people with DD.  Builds on mandatory Medicaid managed LTSS program slated to 

begin July 1, 2012. Passive enrollment with opt out monthly, but then only two yearly open enrollment opportunities. 

Enrollment broker to help match people with plan that includes their providers, medicines and preferences. Includes  HCBS 

and supplemental benefits. 

Integration of LTSS – 

  

 Assessment within 30 days based on needs and consumer preferences leading to individualized care plan. 

Assessment includes medical, social, financial and housing needs leading to individual care plan.  Reassessment every 6 

months or as needed.  For DD, teams will use Personal Outcomes Measures Interview developed by Council on Quality and 

Leadership 

 Range of services/network 

FFS: Health home to arrange, at any FFS location, all Medicare and Medicaid state plan services. Does not 

include LTSS waiver services or supplemental social services, but care managers responsible for referring consumers 

to social services or to MLTSS if needed. 

Capitated: All LTSS state plan and most waiver services, plus comprehensive list of additional health and 

wellness services and any other services on care plan “regardless of whether the services are covered or 

noncovered.” Choice of at least two providers of every category, and time and travel standards.  
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 Consumer control:  Interdisciplinary care team comprised “first and foremost of the participant and/or his/her 

designee.” Plans and providers “must facilitate and accommodate the participant’s involvement in all care planning activities.” 

Capitated plans include consumer-directed personal care attendant services. 

 Incentivizing HCBS – specifics unclear, but stated expectation is for less use of institutional care. 

Areas of concern: 

 No provision for LTSS coordinator on care team 

 No involvement of CBOs or consumer assistance program in outreach and enrollment 

 Excludes people in nursing homes 

 “Potential” performance standards are nearly all medical 

 No detail on ADA compliance 

Positive aspects: 

 Independent consumer ombudsman 

 Unified grievance, care continues while complaints pending 

 State LTSS officials are overseeing the demo 

  

--------------------------- 

Biggest changes from earlier plan, as a result of advocacy: 

FFS health homes plan 

Inclusion of some DD duals 
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Weekly stakeholder workgroup meetings to help in planning through completion of MOU. Includes Grievance and Appeals, 

Financing, Quality.    

Enrollment broker to try to match people to FIDA plans based on providers, meds, needs and preferences, and not just by 

which MLTSS plan they are in.  

If possible, will extend transition period from 60 to 90 days. 

Expanded list of services to include “other” 

Participant meetings twice yearly – advocates had asked for localized town halls organized with help of CBOs  

Inclusion of paid family caregiving 

 
Additional Notes on New York: 

 Fully Integrated Duals Advantage Program (FIDA) will be built off of the Mandatory MLTCP and plans (yet to be 
implemented). 

 DD carved out –not receiving services through OPWDD. 

 Consumer directed personal assistance services are required.  

 Provider adequacy is addressed with time and travel standards and appointment standards.  No mention of other 
standards such as experience with individuals with disabilities. 

 Provide independent enrollment brokers. 

 Provide independent, conflict-free ombudsmen. 

 NY managed care law requires each managed care plan to have a Participant Advisory Committee (PAC).  Plans will 
be required to have at least two Participant Feedback Sessions.  

 Overall slim details in the proposal based on MLTCP and Medicaid Redesign. 
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North Carolina  

Issue Provisions Comment/Concern 

Applicable 
population 

Includes: all adults duals not enrolled in MA plans and PACE; will expand to 
community residing duals, nursing home residents, adult day home residents 
 
Excludes: full benefit duals under age 21; full benefit duals incarcerated 
w/suspended Medicaid benefits; duals receiving services and supports through 
specialty behavioral health plans (1915 (b) (c) waiver) 

 

Financial 
Alignment 
Model 

Managed Fee for Service 
 
 

 

Enrollment Opt-out enrollment process  

 Beneficiaries can choose their own PCP, if they do not they will be 
assigned one but can change at any time 

How much time will 
enrollees have to 
make their choice? 
How will 
beneficiaries be 
educated about the 
new services?  
 
   

Assessment  
 

Independent Assessment of Need 

 Determine medical and functional needs 

 Use of standardized assessment tools 
o Develop based on existing tools (some ex: nursing home minimum 

data set standards, definition and resource utilization groupings to 
define level of need) 

 Review of natural and community resources 

 Discussion of beneficiary strengths and goals 

 Info from assessment will be part of beneficiary data 
Functional Need-Based Resource Allocation 

 Resources for supports and services will be decided based on a functional 
need based determination process 

 Daily functioning needs incorporated into assessment (mental health & 
emotional impairments, cognitive function, physical health, what 

 
Assessment should 
take into account: 
socioeconomic 
factors, personal 
preferences, 
accessibility issues.  
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specialized resources needed, availability of natural supports) 

 Will incorporate existing processes (ADLs, IADLs, PACE domains) 
 
Flexibility in individual use of funds based on independent assessment and need-
based determination  

Services 
 
 
 
 
 
 
Community-
based 
Services 

Covered services: Medicaid; Medicare A, B, D;  Medicaid waivers:  

 Community Alternatives Program/Disabled Adults 

 Community Alternatives Program Choice 

 Personal Care Services 

 Home health care 
 
CCNC has 14 regional networks; networks contract with primary care practices 
(medical home) 
Networks will work with LTC facilities, local health care delivery systems, 
including hospitals, county health dept., safety-net providers, community based 
orgs, specialty practices 
 
Collaborate with community orgs such as: AAA, ADRC, vocational rehab facilities, 
ILCs 

 
Ensure networks 
have the 
capacity/experience 
when it comes to 
LTSS needs for this 
new pop they are 
expanding to. 
Networks should be 
required to work 
with providers, 
CBOs with this 
capacity 
 
Role of coordinator 
is vague 
 

 

Overall concerns: 

 Provider incentives/quality measures  

 Cultural competency 

 ADA compliance 

 Role of Dual Liaison staff  

 LTSS capacity within networks 

 Medicare side of things still vague; up to local networks to coordinate with Medicare since it’s not a capitated model 

Positive Aspects: 
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 Clarified initial implementation from draft proposal (3 aim focus) 

o Extend to community residing duals, nursing home, adult care homes 

o Develop independent assessment and function need-based resource allocation process 

o Improve and integrate communication between beneficiaries and providers through cross-stakeholder 

opportunities, access to electronic info, education, training 

 Medicare 646 Quality Demo – build on demonstrated results 

o Medication review   

o Nursing home facility staff capacity  

o Support after hours  

 Beneficiary centered; building beneficiary capacity 

o Beneficiary portal (access to info, materials, resources, goals) 

 Use of evidence based practices  

 CCNC Informatics Center  
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Ohio  
 
Voluntary Enrollment 

 Enrollment is mandatory for Medicaid-covered benefits and a voluntary “opt out” for Medicare-covered benefits.  Ideally, 
enrollment should be purely voluntary.  This provides the highest level of consumer protection and choice.  While CMS 
has allowed states to propose a voluntary “opt out” for duals, requiring mandatory enrollment for all Medicaid benefits is 
beyond the authority of the duals integration demonstrations and would likely require application for a separate Medicaid 
waiver authority.  

  The requirement that individuals cannot “opt out” for 90 days could lead to significant disruptions in care.    
 
Information about Options 

 No specific detail is provided about notification and communications with beneficiaries, other than a letter of notification.  
What protections will be in place for communicating with individuals who have cognitive disabilities, difficulty reading, 
limited English proficiency, difficulty making informed decisions about their choices, or other communication needs? 

 
Provider Adequacy and Choice 

 No specific detail is provided about what the state will require of plans to meet “adequate provider capacity,” particularly 
for acute care services, expertise is serving individuals with significant disabilities, and access to specialists.  For HCBS 
services, the state will require, at least initially, for plans to develop contractual relationships with all currently approved 
agency and independent providers. 

 After an initial enrollment (by the PASSPORT Administration Agencies or other state contracted case management 
agency) plans will be responsible for assessing needs and developing plans for HCBS services.  No clear oversight 
mechanism is specified to ensure plans have knowledge in this area, are maximizing individual choice and control, or are 
avoiding any conflicts of interest in assessment of need. 

 Plans will be required to contract with PASSPORT Administrative Agencies for service coordination, but it is unclear if 
other contracts will be required which would enhance choice and meet the needs of different populations.  

 
Accessibility 

 The requirement that plans include providers whose physical locations and diagnostic equipment will accommodate 
individuals with disabilities is applauded.  In addition to physical accessibility, medical providers should also be required to 
have training in disability awareness and programmatic access for individuals with disabilities.  Specific quality measures 
should also be included to assess the extent to which plans meet access and training requirements.     

 
Supplemental Benefits 
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 The requirement of specified supplemental benefits and ancillary services is applauded.  Other supplemental benefits that 
could be considered include respite and other supports for informal family caregivers, evidence-based self-directed health 
promotion programs, additional dental services, and supports to assist individuals with self-direction –such as fiscal 
intermediaries or direct support worker registries. 

 
Self-Direction 

 The requirement that plans provide a participant-directed services option is applauded –in particular the ability to utilize 
individualized budgets and flexibility to hire family members.     

 
Payments and Incentives 

 The emphasis on rebalancing from institutional to HCBS services in the proposal is applauded.  However, it is unclear 
what specific payment incentives will be utilized to achieve the desired outcomes.  For example, would there be one 
blended rate regardless of placement, a particular benchmark plans would be required to meet, or other payment 
incentives.   

 
Reinvestment of Savings 

 Ohio has extensive waiting lists for HCBS –over 40,000 individuals.  Some states that have pursued managed LTSS have 
done so with the explicit goal of reinvesting savings back into meeting unmet needs for HCBS services.  Clear 
expectations should be identified for reinvestment of projected shared savings back into the system to meet growing 
unmet needs for HCBS.       

 
Quality Outcomes 

 A number of desired outcomes are identified for inclusion in a quality management system.  A number of other quality 
measures and standards are identified concerning the individual’s experience with the health care system.  Mechanisms 
should be developed for independent, peer-to-peer assessments of consumer experiences and outcomes. 
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Oklahoma 

1) Provide a basic overview of the proposal 
Oklahoma is proposing three models to address their Duals populations.  Focus is on reducing rates of hospitalization of 
duals with chronic health conditions through care coordination; the proposal focuses on chronic health conditions and does 
not focus on LTSS.  Care coordination will be through contract vendors.  The three models include: 
 

1. Tulsa Health Innovation Zone – overlay care coordination onto medical home model run by University of 
Oklahoma School of Community Medicine in the Tulsa area utilizing Health Information Exchange and 
Comprehensive Primary Care programs and processes in place for Medicare beneficiaries. 

2. SoonerCare Silver - FSS care coordination for the remainder of the state.  Care Coordination will coordinate 
with primary care providers (primary care case management), Health Management Program (nurse care 
manager for recipients with chronic conditions), health homes for about 1400 individuals with SMI, and case 
managers for duals enrolled in waiver services or long-term care program (NF or state plan services).  

3. Modified PACE program in one metro area for individuals 45 and older; 
  

 target population -note any carve outs-All duals 

 financial alignment model-FFS  

 PACE will be capitated full risk 

 Enrollment -Mandatory with passive opt out; may disenroll at any time 
 
2) Provide a basic overview of how the proposal is approaching integration of LTSS    

 assessment and individualized care plan 
The Tulsa model’s focus is on aggregating all information and using standard protocols for health conditions.  
Mention is made of shared-decision making to ensure patients are empowered to manage their care.  Assessment 
is not discussed. 
In the SoonerCare Silver model, the nurse care manager will consult with an interdisciplinary care team in order to 
come up with a patient action plan; the assessment process is not addressed but a flow chart mentions “behavioral 
health, long term care and most acute primary”; the team will include the nurse care manager, social workers, 
pharmacists and others.  After the plan is developed, the care coordinator will review plan with member. 

 range of services and network 
All existing Medicare and Medicaid services with the addition of care coordination 

 consumer-control 
Not a consumer-controlled model 

 incentivizing/protecting community-based services 
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Not addressed 
3)      What are major areas of concern about the proposal (with a focus on LTSS)?  Are there things being proposed that 
warrant coordinated aging and disability advocacy at the CMS level?   
 

The proposal is a medical model to manage chronic health conditions that focuses on technology tools currently being 
used to manage care through Sooner Care (Medicaid managed care) or in the planning stage. 
Person-centered planning is not a focus of the proposal.   
Appears to have been very little stakeholder input.  Much outreach to various audiences especially around PACE. 
  

4)    What are positive aspects of the proposal (with a focus on LTSS)?  Are there promising approaches, models, or 
language that might be useful to advocates in other states?  

 Oklahoma has many years’ experience with Medicaid managed care.   

 Primary care practices receive PMPM payments for care management.  

 Oklahoma has several features in place targeted at Medicare beneficiaries.   
1. The state’s MyHealth is a partner in the Beacon Community Program out of the Office of the National 

Coordinator to build and strengthen their electronic health record system to collect, analyze, and share clinical 
data of individuals with chronic health conditions in order to improve care and reduce costs.   

2. The Tulsa region is participating in the CMS comprehensive primary care initiative to improve care for Medicare 
beneficiaries.   

3. The Tulsa Health Innovation Zone model will overlay care coordination onto the Comprehensive Primary Care 
initiative and health information exchange  

 Oklahoma will integrate tools, practices, outcomes into graduate medical education system at University of 
Oklahoma School of Community Medicine so that future physicians will influence how care is managed in the 
future. 

 Oklahoma is testing different models to see what might work. 
It was difficult to read the proposal and get a good understanding of what Oklahoma is proposing.  They have 
numerous efforts underway to improve care for their Medicaid population.  They also are participating in several 
Medicare initiatives sponsored by CMS which have Oklahoma-specific names that I had to figure out and research.  
It was difficult to understand how care coordination was going to work with all of the various programs underway, 
especially the Medicare efforts that already feature care coordination.  It did not appear to me that the under-65 
population of people with physical and intellectual/developmental disabilities was involved as stakeholders.  The 
LTSS that people receive will continue unchanged.  I believe the intention is that care coordination will be used to 
improve communication between acute care and LTSS and make sure referrals to community providers are made. 

 
OK also add the caveat that without some startup money, they doubt they’ll be able to implement these proposals. 
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Texas 

1) Provide a basic overview of the proposal 
 
Texas currently has a mandatory Medicaid Managed LTSS program known as STAR+PLUS.  The program currently 
operates in 10 areas of the state –mostly urban.  The program only covers individuals in certain HCBS waiver programs.  So 
for the most part, individuals with ID/DD have been carved out of the existing program.  In addition, nursing homes are not 
part of the existing STAR+PLUS Program. 
 
Essentially the state is proposing to passively enroll all duals into new STAR PLUS+MCO that would build on the existing 
network.  Medicaid MCO’s would be required to have a corresponding Medicare MCO (MA/SNP).  Currently only about 20% 
of duals are in Medicaid Advantage MCOs.    
 
2) Provide a basic overview of how the proposal is approaching integration of LTSS 

Little details are in the proposal about such issues as assessment and individualized care plan, range of services and 

network, consumer control, or incentivizing HCBS.  However, these elements are in the current STAR+PLUS program and 

would likely carry over. 

3)      What are major areas of concern about the proposal (with a focus on LTSS)?  Are there things being proposed that 

warrant coordinated aging and disability advocacy at the CMS level?   

One major issue is carve out of nursing home services.  Carving out nursing home services makes it difficult to rebalance and 

achieve savings from reducing preventable hospital admissions from nursing homes.  However, Texas has been able to do 

some rebalancing through other incentives.  For example, plans must cover nursing home services for a period (4 months) if 

individuals enter from the community.  Therefore, there is a disincentive.  Texas also has developed a strong system of 

performance indicators tied with accountability which have helped them rebalance.   For example, plans are penalized if they 

don’t meet certain indicators.     

4)      What are positive aspects of the proposal (with a focus on LTSS)?  Are there promising approaches, models, or 

language that might be useful to advocates in other states?  

Existing contract language within the STAR+PLUS could be helpful. 

Texas specifically identifies some required additional benefits for duals, including respite and transportation. 
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 Vermont 

 

 On paper, the Vermont proposal seems to meet the needs of dual eligibles, particularly those needing long term 
services and supports. I have no reason to doubt it would also be effective in practice, but to be certain I would have to 
learn more about the adequacy of Vermont’s existing programs for Medicaid, since the proposal for duals would build 
on the networks and services currently available. As described in the paper, Vermont already has an extensive 
network in place for home and community based long term services and supports, which would continue to operate 

 

 Vermont’s proposal would include all dual eligibles, and all Medicare and Medicaid Services. I didn’t find any 
carveouts. Enrollment will be automatic with a monthly opt-out. Those who opt out will retain current coverage (p. 9). 

 

 Each enrollee will have a  primary point of contact with a Care Coordinator Provider or an Integrated Service Provider. 
The CCP or ISP “will be responsible for providing, coordinating and integrating a wide range of  health, mental health 
and substance abuse, developmental and long term support services for Vermont’s dually eligible population.” (p. 2) .  
The CCP or ISP  “will be responsible for creating a comprehensive individual needs assessment used to develop a 
person-directed individual care plan” (p. 10). The care plan will cover “acute, long term care and social support 
systems “(p. 9).  Individuals will be allowed to select services and service providers (p. 9), but it is suggested that 
choice may be limited to those in a “designated provider network” (p.9). There would be continuation  of an existing 
program allows for self ( or selected surrogate)management of the resources for home and community based care 
(p.12)  

 

 As I understand it there would be a public managed care entity which would receive capitated payments from the State 
from Medicare and Medicaid funding. The managed care agency will pay providers rates that are a blend of rates now 
available for Medicare and Medicaid. The agency will work to develop a program of prospective, risk based rates for 
home and community based services.  Integrated Service Providers  would receive receive capitated rates from the 
agency. 

 

 The State represents that it has been working with stakeholder and consumer groups to develop a good grievance and 
appeals process, and accessible materials which take account of the needs of persons with disabilities. They promise 
to carefully monitor quality of service and performance.   

 

 Long term care is mentioned frequently in the document, and the commitment is to the integration of health care and 
long term care and supporting services. It is mentioned that in Vermont’s current waivers and demonstration programs 
for LTSS, enrollees have a choice between institutional and home and community based care. 
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Virginia  

 To be implemented in four regions of the State in the first year, with option for expansion to one additional region 

 Will cover all duals, including those now in some HCBS waivers, but excludes those now in waivers for Individual  and  
Family Developmental Disabilities, Intellectual Disabilities, those institutionalized in various mental hospitals, and 
others 

 Will cover 57,000 of 103,000 duals in the first year 

 Selected MCOs will deliver “medical, behavioral ,health, pharmacy, and long term services and supports” for enrollees. 

 Will be passive enrollment with opt out option-but would like a limited lock in of 6 months, with exceptions, such as 
maintaining existing providers 

 State will “ensure sufficient consumer protections, including the choice to enroll in the Demonstrations, choice of 
providers, choice of services, rules and processes to maintain relationships with existing providers when possible, 
facilitated transitions to new providers when necessary, and the ability to change or opt out of the demonstration at any 
time” (P. 5) 

 Blended capitation payment 

 Will have stakeholder input during implementation and operational stages, quality measures, consumer surveys, 
grievance and appeal procedures. Will ensure that consumers have good information about plans and options 

 MCOs will be responsible for coordinating referrals to non-covered programs, such as housing and transportation 
(p.11) 

 
Must be adequate networks of all types of providers, including home health and personal care providers, and a range of 

  behavioral health specialists. 

 LTSS providers must meet State certification and qualification requirements, (p. 14) 

 Recognize option of consumer-directed care. MCO may subcontract with an area provider to assist consumers 
exercising self direction 

 Integrated Care Teams of Physicians, social workers, etc. led by a care coordinator working for MCO. Comprehensive, 
person-centered individualized care plans. (pp.18-19)   

 Attachment D describes services to be provided under Elderly or Disabled with Consumer Direction. Includes adult day 
care, personal care, personal emergency response,  respite, transition , and transition coordination 
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 Washington 
Summary:  Washington’s plan includes three distinct initiatives: a health home initiative for high cost and high risk dually 

eligible individuals lead by the state’s existing Chronic Care Management plans (“Model 1”); a capitated and integrated plan 

with services for individuals living with developmental disabilities who are currently served by waivers carved out of the main 

capitated system (“Model 2”); and a mixed capitated and fee-for-service (FFS) plan (“Model 3”).  

I. Basic Overview 

 Target population:  All full-benefit dually eligible individuals.  

 Size and scope:  There are 115,000 eligible individuals in the state; the proposal does not offer a prediction on 

how many will enroll. 

 Financial alignment:  Mixed. Model 1 will be FFS; Model 2 will be capitated; Model 3 will have a mix of 

capitation and FFS.  

 Enrollment procedure: Model 2: eligible individuals will be given the opportunity to choose the integrated plan. If 

no choice is made, these individuals will be automatically enrolled.   

 Geography: Model 1 will be implemented statewide; Models 2 and 3 will each be implemented only in certain 

counties.   

 Proposed implementation date: Models 1 and 2 - January 2013; Model 3 - January 2014.  

 

II. Integration of LTSS 

 Assessment and individualized care plan:  All models include initial assessments and individualized and person-

centered care plans. “Intensive” care management is a key feature of Model 1. 

 Range of services and network:  All Medicare and Medicaid services to be provided.  Model 2 plans are 

encouraged to provide unspecified “supplemental benefits”.  

 Consumer control: Model 2 mandates that integrated care organizations allow self-direction for individuals 

receiving personal care, in addition to providing support necessary for self-direction.  

 Incentivizing/protecting community-based services:  Washington is already highly rebalanced. The three plans 

proposed by the state maintain this status quo.  

 

III. Major Areas of Concern 
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It is difficult to generalize about major areas of concern because the state is approaching this process with three 

separate plans, and not all key features are apparent for each plan.  For example, care management is stressed 

heavily in Model 1, but its role in Models 2 and 3 is less clear. Likewise, there is a mandatory self-direction option 

for those receiving services through Model 2, but it is unclear if Models 1 and 3 will also have this feature.  

IV. Positive Aspects of the Model 

While complex on paper, Washington’s pursuit of three distinct programs to integrate services for dually eligible 

individuals may be a useful template for other states disinclined to pursue a single model. In addition, Washington’s 

separate programs based on individuals’ level of risk and cost (with high risk/high cost dually eligible individuals 

receiving services under a unique program) could be instructive for other states interested in doing the same.   

Washington also maintains their historical commitment to HCBS and self-determination in all of their programs.  

 


