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Executive Summary

The Medicare-Medicaid Coordination Office (MMCO) and the Innovation Center at the
Centers for Medicare & Medicaid Services (CMS) have created the Financial Alignment
Initiative to test, in partnerships with States, integrated care models for Medicare-Medicaid
enrollees. The goal of these demonstrations is to develop person-centered care delivery models
integrating the full range of medical, behavioral health, and long-term services and supports
(LTSS) for Medicare-Medicaid enrollees, with the expectation that integrated delivery models
would address the current challenges associated with the lack of coordination of Medicare and
Medicaid benefits, financing, and incentives. CMS contracted with RTI International to monitor
the implementation of the demonstrations under the Financial Alignment Initiative and to
evaluate their impact on beneficiary experience, quality, utilization, and cost. The evaluation
includes an aggregate evaluation (Walsh et al., 2013) and State-specific evaluations.

This report analyzes implementation of the Massachusetts capitated model demonstration
under the Medicare-Medicaid Financial Alignment Initiative, called One Care: MassHealth plus
Medicare (hereafter referred to as One Care) from its initiation on October 1, 2013 through the
conclusion of Demonstration Year 1 on December 31, 2014. This period of the report includes
both qualitative data as well as quantitative results based on Medicare encounter data and
Minimum Data Set (MDS 3.0) nursing facility assessments. Complete Medicaid data were not
available for analysis. To capture relevant information generated at the conclusion of the
demonstration period or immediately afterward, this report also includes updated qualitative
information through July 1, 2015 (i.e., it includes information from the June 2015 site visit).

Specifically, this report describes the Massachusetts One Care demonstration’s approach
to integrating the Medicare and Medicaid programs; providing care coordination to enrollees;
enrolling beneficiaries into the demonstration; and engaging stakeholders in the oversight of the
demonstration, as well as information on financing and payment. Data sources include key
informant interviews, focus groups, the Consumer Assessment of Healthcare Providers and
Systems (CAHPS) survey, plan-reported data submitted to CMS’ implementation contractor, and
other demonstration data. This report also includes data on the beneficiaries eligible and
enrolled, geographic areas covered, and status of the participating Medicare-Medicaid Plans
(hereafter referred to as One Care plans or MMPs). Then, it reports results on service utilization
and results of targeted analyses related to enrollees, LTSS users, users of behavioral health
services and special populations. Finally it presents data on various quality measures.

Demonstration Overview

The One Care demonstration is a capitated model of service delivery in which CMS, the
Commonwealth of Massachusetts, and One Care plans enter into three-way contracts to provide
comprehensive, coordinated care for eligible beneficiaries. Three MMPs participated in the
demonstration for the period covered by this report. The demonstration operated in 9 of the
Commonwealth’s 14 counties. The One Care demonstration began on October 1, 2013, and was
originally scheduled to continue until December 31, 2016. MassHealth and CMS have
effectuated a 2-year extension to continue the demonstration through December 31, 2018.
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Annual Report: One Care: MassHealth plus Medicare

Individuals eligible for One Care include full-benefit Medicare-Medicaid beneficiaries
aged 21 to 64 at the time of enrollment who (1) are enrolled in Medicare Parts A and B and
eligible for Part D and MassHealth Standard or MassHealth CommonHealth! and (2) have no
other comprehensive private or public health insurance. Additional requirements for eligibility
are described in later sections of this report. One Care is the only demonstration under the
Financial Alignment Initiative to limit its enrollment to this age group.

The demonstration integrates the full array of functions performed by Medicare and
Medicaid. This includes the processes required to determine demonstration eligibility and
complete enrollment; the coordinated delivery of all medical, acute, pharmacy, and long term
services and supports; joint oversight of the One Care plans; coordinated quality management
processes and systems; and a coordinated grievance and appeals process. One Care also included
new and expanded services which generally had not been previously available to One Care
beneficiaries.

Care coordination is a central feature of the One Care demonstration. Plans are required
to offer care coordination to all enrollees through a care coordinator or clinical care manager for
all services included as part of the demonstration. For LTSS, plans are required to contract with
community-based organizations (CBOs) to provide Independent Living and Long-Term Services
and Supports (LTS) coordinator services; although not required, all enrollees have the right to
the assistance of an LTS coordinator to coordinate LTSS. One Care plans are also responsible,
through an interdisciplinary care team (ICT), for developing an individualized care plan (ICP)
for each enrollee, which must reflect the enrollee’s preferences and needs as well has how
services and care will be integrated and coordinated among providers.

One Care included a formal framework for stakeholder engagement to support design and
implementation, including the creation of a consumer-chaired implementation council to advise
on demonstration design features and to ensure accountability and transparency throughout the
demonstration. The design of One Care included a collaboration between MassHealth, the
Implementation Council, and the University of Massachusetts Medical School, known as the
Early Indicators Project. The partners conducted beneficiary focus groups and surveys to
evaluate beneficiary experience, inform the demonstration design, and monitor its
implementation.

Successes, Challenges, and Preliminary Findings

MassHealth officials, One Care plans, and other stakeholders voiced strong support for
One Care and agreed that it was well designed to meet the needs of the population served. For
the first time, adult Medicare-Medicaid enrollees under the age of 65 in Massachusetts are being
offered care coordination services to help them access Medicare medical and pharmacy services,
Medicaid services, and new community-based behavioral health services and community-based
LTSS services.

' MassHealth Standard covers mandatory and optional State Plan populations. CommonHealth covers adults and

children with disabilities who are not eligible for MassHealth Standard because their income is too high.
Populations covered under MassHealth Standard and CommonHealth both receive State Plan services, either
through direct coverage or premium assistance, or both.
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Massachusetts embedded a formal stakeholder engagement structure and process into the
design of One Care; stakeholder input has shaped many of the demonstration’s design features
and modifications made during implementation.

The financial structure of the demonstration proved to be a primary challenge during its
implementation. MMPs participating in One Care experienced losses during the period covered
by this report; one of those plans notified MassHealth and CMS in June 2015 of its intent to
withdraw from the demonstration effective October 1, 2015.

Integration of Medicare and Medicaid

The One Care demonstration integrates Medicare and Medicaid into a unified set of
benefits. To manage joint implementation of One Care, CMS and MassHealth formed the
Contract Management Team (CMT). The CMT includes representatives from the MassHealth
Provider and Plans unit, MassHealth’s administrative office, CMS regional office Medicare and
Medicaid staff, and representatives from the MMCO. MassHealth officials indicated that the
team was essential in identifying issues, vetting policy options, and making decisions. At times,
issues had to be escalated to higher levels of authority, particularly issues that had implications
for CMS Medicare policy and management of Medicare Advantage plans at the Federal level. As
Massachusetts was the first capitated model demonstration implemented under the Financial
Alignment Initiative, many of the policy questions and alignment challenges that surfaced with
One Care were new; some policy decisions made in Massachusetts were applied to other States.

In the One Care demonstration, Medicare-Medicaid beneficiaries have a single, unified
process for enrollment into a managed care plan that provides the full range of medical, acute,
LTSS, behavioral health, and pharmacy benefits. Beneficiary materials—including the member
handbook, mailings, and member identification cards—have been unified for the enrollee as part
of the demonstration. From the beneficiary’s perspective, all the separate Medicare and Medicaid
eligibility and enrollment functions have been coordinated, if not integrated, into a single
process.

Integration of the many operational functions that control eligibility and enrollment
between MassHealth, CMS, and the One Care plans has not been without its challenges. The
operational and decision rules used in the MassHealth enrollment and eligibility systems did not
align with those used by CMS, resulting in discrepancies in enrollment information among the
various systems. CMS continues to collaborate with MassHealth to identify and remediate
enrollment discrepancies. Integrating Part D presented particular challenges, in part because
MassHealth officials and plans noted that policies and procedures for Medicare Part D pharmacy
differ from policies and procedures that apply to all other covered services under the
demonstration, including non-Part D pharmacy products.

MassHealth and CMS developed a set of demonstration-specific quality measures to
assess performance of One Care. In addition, plans must collect measures as part of their
Medicare Advantage plan requirements. Plans reported concerns about the number of measures
and the redundancy of some measures. They also reported on the challenges of collecting the
data, using the required formats and definitions, and the time required to develop some of the
reports for this demonstration.
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One Care plans receive three monthly capitation payments from CMS and MassHealth.
CMS makes monthly payments reflecting coverage of Medicare Parts A and B services and a
separate amount reflecting Part D services. MassHealth makes a monthly payment reflecting
coverage of Medicaid services. Although each plan receives three separate payments for
services, they can blend these payments internally to cover the mix and array of Medicare and
Medicaid services provided, and can leverage potential savings from one program to cover
services in the other. They can also use the flexibility afforded by capitated payments to develop
new service delivery models (as one plan did) or offer flexible benefits that meet the individual
needs of members.

Successes, Challenges, and Preliminary Findings

Stakeholders reported an unprecedented amount of interagency and intra-agency
collaboration and communication within the Commonwealth, within the Federal agencies, and
across State and Federal boundaries in order to implement One Care. A collaborative partnership
between MassHealth and CMS was critical to successful implementation, with the CMT playing
a critical role in identifying issues, triaging decision making, and resolving complex policy and
administrative questions.

The integration of eligibility and enrollment systems created significant challenges that
required MassHealth to commit significant time and resources to develop Commonwealth-
specific subsystems that would allow for successful interface. The plans experienced, first-hand,
the complexity of integrating Medicare and Medicaid functions, with plans reporting the need to
meet multiple reporting and other administrative requirements that did not fully align. Due to the
relatively small size of One Care plans, it was challenging for them to establish comprehensive
provider networks and negotiate rates with providers during early implementation, even though
MassHealth placed a high priority on provider education, training, and outreach activities.

In addition, the three participating plans experienced losses during the period covered by
this report, noting that Medicare and Medicaid capitation rates were inadequate to cover new
costs associated with care coordination, additional benefits offered, and administrative start-up
costs of the demonstration. In June 2015, one of the three plans notified MassHealth and CMS
that it intended to withdraw from the demonstration effective October 1, 2015.

Eligibility and Enrollment

One Care beneficiaries can opt into the demonstration, be passively enrolled into a One
Care plan (if there are at least two plans available in the area), and, at any time, disenroll from a
plan or opt out of future passive enrollment into the demonstration. The One Care demonstration
started with an initial period of opt-in only enrollment. During the time period covered by this
report, there were four phases of passive enrollment and the continued opportunity for opt-in
enrollment. The plans’ capacity, initial performance, and interest in increasing the number of
enrollees were taken into account when determining the number of beneficiaries to passively
enroll.

Passive enrollment created many logistical, operational, and communication challenges
for MassHealth, the plans, and beneficiaries. The large volume of enrollees during the phases of
passive enrollment meant more cases that required the time-intensive process of reconciling
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enrollment data between MassHealth and CMS. Processing enrollment files in a timely manner
during passive enrollment in the demonstration’s early stages produced challenges particularly
because of discrepancies between the MassHealth and CMS systems. CMS worked closely with
MassHealth to ensure that eligibility data were processed in the time frame required to ensure
accurate effective dates. This close coordination between CMS and MassHealth was key and
critical to reducing and minimizing enrollment discrepancies. Passive enrollment also created
challenges for the One Care plans. During its initial phases, plans had to bring many functions
and staffing to scale within a short period of time. Stakeholders generally supported more
gradual growth of the demonstration to allow beneficiaries to affirmatively opt-in rather than to
be passively enrolled in a plan, whereas MassHealth, CMS, and the plans recognized passive
enrollment as an effective methodology to achieve adequate growth and scalability of the
demonstration.

Once a member is enrolled in a plan, the plan is required to contact the enrollee and
conduct an initial assessment within 90 days of the beneficiary’s enrollment date. All three One
Care plans have had difficulty locating enrollees to conduct the initial assessments, particularly
those who had been passively enrolled. Some of these challenges were attributed to the
population served by One Care, which includes a high prevalence of individuals with behavioral
health needs and individuals experiencing homelessness. In other cases, these challenges were
attributed to incorrect or changing addresses and phone numbers. Some beneficiaries reportedly
were wary of being contacted by an unknown or unfamiliar organization, did not want to be
contacted, or did not understand why they were being contacted. Although plans have made
some progress, nearly 28 percent of enrollees could not be located as reported in the first quarter
of 2015.

Successes, Challenges, and Preliminary Findings

The small number of plans participating in the demonstration limited the scale and reach
of the demonstration; enrollment in the demonstration was low. Of the almost 100,000 Medicare-
Medicaid beneficiaries eligible for enrollment in counties where One Care was available,
approximately 17,700 beneficiaries were enrolled as of July 2015—about 18 percent of eligible
beneficiaries. The three participating plans had different strategies for enrollment growth.
MassHealth and CMS worked with the plans during the different enrollment phases to
accommodate the varying growth strategies while also considering factors such as plan capacity
and enrollee case mix. MassHealth officials and plans viewed passive enrollment as a necessary
and important component of the demonstration, but it created unexpected challenges to plans in
staffing, locating enrollees, and conducting assessments. Faced with the unexpected level of
difficulty of finding and engaging members, MassHealth, CMS, and the plans worked
collaboratively to share information and to devise creative approaches for finding and contacting
enrollees. Based on survey results, beneficiaries who opted into the demonstration were
motivated to join by the benefits or other features of the demonstration.

Locating enrollees after enrollment was a significant challenge for plans. Plans reported
their greatest difficulty in reaching enrollees during passive enrollment periods. The waves of
passive enrollment strained the plans and their ability to locate and assess enrollees in a timely
manner, and plans had not anticipated the additional time, resources, and costs associated with
finding and contacting enrollees. Plans also reported that allowing beneficiaries to enroll and
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disenroll on a monthly basis limited the plans’ ability to manage care and positively impact long-
term outcomes.

Care Coordination

The use of care coordinators, clinical care managers, and community-based LTS
coordinators are central features of the One Care model. For medical and behavioral health
services, plans must offer care coordination to all enrollees through a care coordinator or, for
members with complex needs, a clinical case manager. The One Care plans are required to
contract with CBOs for the LTS coordinator role related to LTSS coordination. Before the One
Care demonstration, enrollees had limited, if any, access to care coordination services.

One Care plans must complete a comprehensive in-person assessment within certain
required timeframes. Plans were initially required to complete in-person reassessments annually,
but this requirement was modified to allow for some telephone reassessments. Although there is
no required assessment tool, One Care plans must assess for the 21 required domains outlined in
the three-way contract. Plans reported that their ability to conduct timely assessments gradually
improved over time, but they acknowledged the challenges of meeting the required time frames,
particularly during early phases of passive enrollment when plans had higher volumes of
enrollees requiring assessments. All One Care plans contracted with external vendors to conduct
assessments, particularly during early implementation.

As part of the rate methodology for determining the Medicaid component of the capitated
payment to the MMPs, MassHealth initially assigned all enrollees to one of four principal rating
categories based on historical claims data. The different rating categories were based on need for
facility versus community care, level of nursing or activities of daily living needs, and certain
diagnostic criteria. Depending on an enrollee’s assigned rating category, plans are required to
complete an additional assessment using the MDS-HC, a proprietary clinical screening
instrument. Note that the MDS-HC is different from the Minimum Data Set (MDS 3.0) nursing
facility assessments mandated by CMS. MDS 3.0 data are used for the quantitative analysis in
this report. The MDS-HC is used to assign a rating category for the enrollee that determines the
level of payment to the plan. Plans reported that it was advantageous to complete the MDS-HC
on all enrollees because MassHealth’s initial rating assignments based on prior claims history did
not always accurately reflect the enrollees’ true needs.

One Care plans are responsible for establishing an ICT to coordinate the services needed
by the enrollee. A primary responsibility of the ICT is to work with the enrollee to develop,
implement, and maintain an ICP. Plans emphasized the role of the enrollee in developing the size
and composition of the ICT and that ultimately the design was determined by enrollee choice.

The ICT must develop an ICP for each enrollee incorporating information from the
comprehensive assessment. As designed, the ICP must be developed under the direction of the
enrollee, and the enrollee must be at the center of the care planning process. Among other
requirements, the ICP must reflect the enrollee’s preferences and needs; it must include a
prioritized list of the enrollee’s concerns, goals, and strengths, and a plan for addressing concerns
or goals. The ICP must also identify how services and care will be integrated and coordinated
across health care, community, and social services providers.
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Plans are required to offer care coordination to all enrollees through a care coordinator or
clinical care manager if the person has certain complex needs. Because of the high number of
individuals with behavioral health needs served by One Care, all plans noted the importance of
addressing behavioral health needs in the care planning process. One plan delegated a portion of
its care coordination responsibilities to outside entities.

Plans must offer enrollees the ability to have an LTS coordinator who is employed by a
CBO to coordinate their LTSS needs. The CBOs include Aging Services Access Points
(ASAPs), Independent Living Centers (ILCs), and Recovery Learning Communities (RLCs).
The ASAPs are part of the elder services network responsible for providing information and
referral and other services related to delivering home and community-based services (HCBS).
The ILCs provide services such as advocacy, information and referral, and skills training to
individuals with disabilities to help them live independently in the community. The RLCs are
consumer-run networks that provide advocacy, information and referral, and peer support that
focus on recovery and wellness for individuals with behavioral health needs.

The extent of services provided by the CBOs to plans varied. Plans also reimbursed the
CBOs differently based on the service, ranging from a monthly fee to payment based on units of
service. Some CBOs contracted with more than one plan. The role of the RLC in the delivery of
LTSS, especially in providing LTS care coordination services, was added to the One Care design
in response to stakeholder feedback regarding the behavioral health needs of the One Care
population. Integrating the RLCs as part of the delivery system for LTS coordination services
has been challenging; generally, RLCs have received fewer referrals than ASAPs or ILCs for
LTS coordinator services.

MassHealth, plans and CBOs reported challenges for some CBOs in managing the high
volume of referrals that occurred during phases of passive enrollment. CBOs reported that plans
had different practices regarding the LTS coordinator’s responsibilities following the LTSS
assessment and participation on the ICT. MassHealth convened a workgroup during the first year
of the demonstration to review the role and expectations for how plans were to be implementing
the LTS coordinator.

The exchange of health information, especially behavioral health information that some
beneficiaries do not want shared across providers, has been a particular area of focus in
Massachusetts. Creating guiding principles and best practices around the sharing of behavioral
health information was a primary focus of the One Care Implementation Council, in
collaboration with MassHealth, the plans, and other stakeholders.

To facilitate care coordination, One Care plans are required to maintain a single,
centralized, comprehensive record, known as the Centralized Enrollee Record (CER), that
documents the enrollee’s medical, prescription, functional, and social status. All three One Care
plans made up-front investments in electronic documentation systems to meet these
requirements. All One Care plans developed CERs that could be accessed by plan staff, but the
extent to which information could be accessed, shared, or updated by external providers varied.

ES-7



Annual Report: One Care: MassHealth plus Medicare

Successes, Challenges, and Preliminary Findings

MassHealth, plans, and stakeholders identified care coordination as the demonstration’s
greatest success. They reported that care coordination under One Care has benefitted enrollees
and is widely viewed as a valuable service for connecting beneficiaries to new and previously
existing resources and services. MassHealth and plans emphasized the importance of respecting
enrollees’ individual preferences and choices when providing care coordination, and they noted
that there is no “one size fits all” care coordination model appropriate for the One Care
population.

The LTS coordinator role is widely supported by stakeholders, providers, and plans, and
is considered to be an important component of the One Care demonstration. The LTS
coordinator role was designed to be flexible and person-centered, and to meet a broad range of
enrollee needs, but the lack of clearly defined roles and responsibilities led to inconsistencies and
confusion in implementation. It has been difficult for plans and CBOs to find the right balance
between flexibility and structure for the LTS coordinator role. Plans and CBOs noted initial
challenges in understanding each other’s roles and responsibilities and in developing new
relationships. Both needed to build capacity, because One Care plans had difficulty in meeting
required timeframes for completing assessments, and CBOs lacked capacity to handle LTSS
referrals, especially during waves of passive enrollment.

Beneficiary Experience

Improving the experience of beneficiaries who access Medicare- and Medicaid-covered
services is one of the main goals of the demonstrations under the Financial Alignment Initiative.
Many aspects of One Care are designed expressly with this goal in mind, including emphases on
working closely with beneficiaries to develop person-centered care plans, delivering all Medicare
and Medicaid services through a single plan, providing access to new and flexible services, and
aligning Medicare and Medicaid processes. MassHealth and CMS recognized the importance of
directly soliciting beneficiary feedback on their experience with One Care.

The RTI evaluation team also used qualitative and quantitative methods to assess the
impact of the Massachusetts demonstration on beneficiary experience. These methods included
conducting focus groups to gather insights from beneficiaries (RTI focus groups); conducting in-
person interviews with Massachusetts demonstration staff during site visits and follow-up
telephone interviews; and examining demonstration data available from other sources including
CAHPS and data reported to the CMS Complaints Tracking Module and other sources on appeal
and complaint data. One Care was also designed to solicit information about beneficiary
experience through a variety of methods that helped inform implementation of One Care. In
collaboration with the One Care Implementation Council and UMass Medical School,
MassHealth monitored, assessed, and reported on early indicators of beneficiary perceptions of
and early experiences with One Care as part of the Early Indicators Project (EIP). The EIP used
multiple methods to gather qualitative and quantitative data from various sources, including
focus groups (EIP focus groups) and surveys (EIP surveys).

Overall satisfaction with One Care. Both RTI and EIP focus group participants
reported being satisfied with the demonstration overall. Although some RTI focus group
participants reported initial apprehension when joining the demonstration, they reported being
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satisfied with their plan and services. With some exceptions, even those participants who
reported quality or access issues nonetheless expressed overall satisfaction. A few RTI focus
group participants reported quality and access issues significant enough to them that their overall
view of the demonstration was negative.

New or expanded benefits. A key design feature of One Care is that it offers new and
expanded benefits to enrollees. Some RTI focus group participants attributed their satisfaction
with One Care to the availability of these new services. According to a MassHealth-sponsored
survey, a large majority of respondents who chose to opt into One Care reported that they hoped
to gain access to dental and vision services. Other frequently mentioned services to which
respondents hoped to gain access included LTSS, transportation services, behavioral health
services, and care coordination. Although many participants in an RTI focus group described
transportation as an important service for them, a number of participants voiced complaints and
concerns regarding the quality of the transportation services provided under One Care.

Medical and specialty services. A combined set of Medicare and Medicaid benefits is
offered as part of a single benefit package under the demonstration. Almost 90 percent of
respondents to a State-sponsored survey reported having a primary care physician (PCP) under
One Care. Of those respondents with a PCP, 84 percent had met with their PCP since enrolling in
the demonstration, and overall satisfaction with their PCP was high—85 percent reported being
somewhat or extremely satisfied (Henry et al., 2015). In addition, more than 80 percent of those
survey respondents reported that their needs for prescription drugs, specialty care, and mental
health services were being met. Several EIP and RTI focus group participants reported that being
able to keep their same PCP was an important consideration in choosing to participate in the
demonstration. During the evaluation’s site visit interviews, One Care plans reported giving high
priority to developing a provider network that preserved, where possible and desired,
beneficiaries’ relationship with their former PCP.

Care coordination services. Participants in EIP focus groups who had met with their
care coordinators generally reported favorable experiences, as did participants of the RTI focus
groups. Participants in RTI focus groups cited several reasons for their satisfaction: some found
that care coordinators were able to connect them to new or additional services, and others felt
having someone available to help them manage their care reduced stress and anxiety. Some RTI
focus group participants voiced concern that care coordinators appeared to have high caseloads
and that their care coordinators were too busy to return calls or provide assistance. A few
participants also reported that their care coordinators did not listen to them.

LTS coordination services and LTSS. Findings from EIP and RTI focus groups, and a
MassHealth-sponsored survey, highlighted beneficiaries’ confusion about the LTS coordinator
role. Several participants in both groups were unsure whether they had met with an LTS
coordinator. Even participants who were receiving LTSS were not sure if they had met with an
LTS coordinator and were not clear about who was responsible for implementing and monitoring
those services. Several participants in both MassHealth and RTI focus groups expressed
confusion and frustration around authorization and implementation of LTSS.

Beneficiary access to services. For the most part, respondents to an EIP survey and RTI
focus groups reported that their needs for medical services were being met under One Care,
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although participants reported unmet needs for oral/dental care and substance abuse services.
Other than dental, focus group participants did not widely report access issues specific to a
particular service. However, a few participants reported emergency room use due to access
barriers—mostly an inability to schedule, or get transportation to, a same day appointment with
their PCP. Some EIP and RTI focus group participants reported increased access to benefits
under One Care, noting that One Care had reduced barriers and improved access to care.

Personal health outcomes and quality of life. Many RTI focus group participants
reported that One Care had made a positive impact on their lives and was an improvement over
their prior health care coverage; for some participants the differences were profound.

Experience of special populations. One Care was designed to meet the needs of younger
(individuals under age 65 at time of enrollment) Medicare-Medicaid beneficiaries, including
individuals with LTSS or behavioral health needs. Results of the CAHPS survey indicate that
enrollees’ experiences obtaining LTSS varied by plan, but generally respondents who indicated a
need for in-home personal care assistance reported that it was usually or always easy to get
through their plan. Approximately one-third of respondents in each One Care plan had a health
problem for which they needed special medical equipment, such as a cane, wheelchair, or
oxygen equipment. Experiences in this area also varied by plan, but the majority of respondents
reported that it was usually or always easy to get or replace the medical equipment they needed
through their health plan. More than 80 percent of respondents in each plan reported that it was
usually or always easy to get treatment or counseling through their health plan.

Beneficiary protections. Beneficiary protections include, among others, complaint and
appeals processes that provide an avenue for beneficiaries to seek redress when they have issues
or disagree with decisions made by One Care plans or providers, and the availability of an
Ombudsman Program to advocate for the beneficiary. The One Care Ombudsman Program
(OCO) is an independent entity created through Federal funding that began operating in March
2014 to ensure adequate oversight of these beneficiary protections. Because One Care integrates
Medicare and Medicaid services, data on complaints and appeals are compiled from a number of
sources, including the OCO, One Care plans, MassHealth, and Medicare.

Complaints. After discussions with CMS, the RTI evaluation team identified four
specific categories of complaints as important for the evaluation: inability to get an appointment
with a PCP; inability to get an appointment with a specialist; excessive wait time for an
appointment with the PCP; and excessive wait time for an appointment with a specialist. The
average number of complaints across the three One Care plans was less than one complaint per
1,000 members in any quarter for any of the four specified complaint categories. The vast
majority of complaints fell into the non-specific category. During the period covered by this
report, complaints that came to the attention of MassHealth and 1-800-Medicare fell principally
in the areas of benefits/access.

Appeals. CMS and MassHealth developed a coordinated appeals process that is detailed
in the three-way contract. For calendar year 2014, One Care plans reported receiving a total of
231 appeals. Based on the first level of appeal, which involves a reconsideration of the decision
at the MMP level by an individual who did not make the original decision, 129 (56 percent) had
adverse outcomes (i.e., original determination upheld), 94 (41 percent) had fully favorable
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outcomes to the beneficiary, and 8 (less than 1 percent) had partially favorable outcomes to the
beneficiary.

Critical incidence and abuse reports. One Care plans are required to report on the
number of critical incidents and abuse reports as defined by CMS. Data reported by the plans
indicate that the number and rate of critical incidents and abuse reports remained low in calendar
Quarters 1 through 6 of the demonstration period.

Successes, Challenges, and Preliminary Findings

Findings from the RTI and MassHealth focus groups and MassHealth surveys generally
indicate that beneficiaries are satisfied with One Care. For some One Care enrollees, the impact
of the demonstration on their services and quality of life has been profound, as One Care has
offered services and opportunities that were not available prior to the demonstration. A number
of survey respondents and focus group participants expressed satisfaction with their care
coordination services, although findings from One Care focus groups and surveys reflect
confusion of the LTS coordinator role and access to LTSS. Survey respondents and focus group
participants liked the new and expanded benefits offered under One Care.

Improvements in quality and access are still needed; some focus group participants
expressed quality concerns with several One Care services, including with vendors under
contract with the plans providing transportation, durable medical equipment, and homemaker
services.

Feedback from the RTI and MassHealth focus group participants suggests that many
beneficiaries are not aware of formal complaint and appeals processes or available resources to
assist them when they disagree or have issues with the plans. Additional training and education
appear warranted to ensure beneficiary awareness and access to complaint and appeal processes
as well as to resources such as the OCO.

Stakeholder Engagement

Key informants expressed broad agreement that stakeholder engagement has been a
critical component of the One Care demonstration from its inception and that the high level of
engagement is a notable success of the demonstration. Massachusetts actively engaged a broad
representation of stakeholders in the demonstration’s planning, development, and
implementation phases. The level of stakeholder involvement is widely perceived as
unprecedented and meaningful to the initial demonstration design and operation.

Some of the more significant mechanisms for soliciting public feedback and exchanging
information have been the meetings open to the public convened by MassHealth and the
establishment of an Implementation Council. Significant stakeholder input was also solicited as
part of the EIP, which gathered feedback on the beneficiary experience with early enrollment and
implementation through surveys, focus groups, and other approaches.

The Implementation Council was established as a 21-member committee, at least 51
percent of whom were required to be consumer members. Membership included representatives
from community-based organizations, providers, trade organization, and unions. Support staff to
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the Council has been provided by the University of Massachusetts Medical School. The
Implementation Council provided feedback on several aspects of the demonstration, including
the enrollment processes, communication strategies, and financing structures. The
Implementation Council developed subcommittees and work groups to address specific issues of
broad interest. Demonstration workgroups included such topic areas as behavioral health
privacy; quality; LTS coordination services; and encounter data. Composition of the workgroup
membership depended on the issues being addressed.

Successes, Challenges, and Preliminary Findings

From the initial stages of design, stakeholders made it a priority to ensure that
beneficiaries had a voice in the demonstration. Importantly, MassHealth and stakeholders have
stayed focused on their mutual goals and commitment to the demonstration model even while
some disagreements have persisted, for example, regarding the use of passive enrollment and the
availability of service utilization, cost, and related financial data. Both MassHealth and
stakeholders noted that trust and relationship-building takes time and effort, particularly while
developing a new initiative such as One Care.

Financing and Payment

All covered Medicare and Medicaid services are paid on a capitated basis. One Care
plans receive three monthly capitation payments from CMS and MassHealth. CMS makes a
monthly payment reflecting coverage of Medicare Parts A and B services and a separate amount
reflecting Part D services. MassHealth makes a monthly payment reflecting coverage of
Medicaid services. Two sets of services continued on a fee-for-service basis: targeted case
management services and rehabilitation option services.?

Successes, Challenges, and Preliminary Findings

Even before implementing One Care, State officials, plans, and stakeholders had ongoing
concerns about the adequacy of the Medicare and Medicaid capitation rates particularly during
the start-up phase. Before the demonstration started, several plans that had applied to participate
in the demonstration chose not to participate, citing concerns regarding the adequacy of the rates.
A number of other factors contributed to financial challenges during implementation, including
high start-up costs; high levels of unmet needs of new enrollees; difficulties in locating enrollees
resulting in longer continuity of care periods; assignment of initial ratings categories not
reflective of the enrollees’ true needs; and impacts of the Part D reimbursement methodology.

Many plans and stakeholders voiced concerns that the Medicare and Medicaid capitation
rates were not aligned with the care model, nor were they reflective of the needs of the dually
eligible population younger than 65. In addition, plans reported that initial savings percentages
applied to the capitation rates for the demonstration were overly optimistic, especially in light of
the lead-up time required to fully implement the care model. In an open meeting on July 1, 2015,
MassHealth shared information that indicated that plans were anticipating losses during the first

2 In Massachusetts, targeted case management is provided by Department of Mental Health (DMH) staff for

individuals with severe mental disabilities; it is provided by Department of Developmental Services staff for
individuals with intellectual disabilities. Rehabilitation option services are provided through DMH.
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18 months of the demonstration (October 1, 2013, through March 31, 2015).> CMS and
MassHealth implemented a number of adjustments to the Medicare and Medicaid rate
methodologies during this reporting period, which mitigated but did not eliminate losses. Even
with these changes, one MMP announced its withdrawal from One Care in June 2015.

Service Utilization

The purpose of the analyses of service utilization is to understand Medicare service
trends over time in the demonstration and comparison groups so that CMS, the Commonwealth,
and stakeholders can understand the beneficiary characteristics of these groups and their
utilization patterns before direct group comparisons are made in future reports that will provide
the results of impact analyses.* Complete Medicaid data were not available for this report to
reliably identify those with any HCBS use in the demonstration period, so analyses on
individuals eligible for the demonstration and One Care enrollees using any LTSS focus on only
the small number of beneficiaries using LTSS nursing facility services (meaning only
beneficiaries in nursing facilities as opposed to any other LTSS facility). Future Annual Reports
will include analyses identifying HCBS users and their Medicare and Medicaid service use.

Populations analyzed in the report include all demonstration-eligible beneficiaries, as
well as the following special populations: demonstration enrollees, those receiving any LTSS
nursing facility care, those with any behavioral health service use in the last 2 years for an severe
and persistent mental illness (SPMI), and seven demographic and health condition groups (age,
gender, race, any disability, presence of Alzheimer’s disease, hierarchical condition category
(HCC) score category, and whether the beneficiary died).

Highlights of Quantitative Analyses of Utilization by the Demonstration-
Eligible Population

* One Care enrollees were in poorer health than demonstration nonenrollees in
Massachusetts, as indicated by higher percentages of beneficiaries with HCC scores
between 1 and less than 2 (33 to 29 percent), a larger percentage of beneficiaries with
SPMI (52 to 46 percent), and a larger percentage having disability as their original
reason for Medicare entitlement (95 to 89 percent). An HCC score of 1.0 reflects
costs for the average Medicare beneficiary.

* There were only slight differences in total, psychiatric-, and non-psychiatric-related
inpatient admissions between One Care beneficiaries and those eligible beneficiaries
who were not enrolled. Total inpatient admissions per 1,000 eligible months for users
among those enrolled was higher than among those who did not enroll (183.2 vs.
167.8 visits). A similar pattern was observed across the different admission
categories.

3 Updates to this information based on data available outside the time frame of this report will be included in the

second Annual Report.

The report has been updated to correct the descriptive measures concerning users of specific services. The
previous version of this report presented several measures as counts per user months for users. This updated
document corrects the description of those measures to counts per eligible months among users.
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* Among those who were enrolled in the demonstration, a slightly lower percentage
had emergency department (ED) use compared with those who were not enrolled (6.6
to 7.2 percent). But those enrolled in the demonstration with any ED visits had a
higher number of visits per 1,000 eligible months than nonenrollees (244.0 vs. 207.5
visits).

* Among those not enrolled in the demonstration, a higher percentage had a primary
care evaluation and management visit, compared with those who enrolled (49.1 to
41.8 percent). Among those with any use, those who were not enrolled had a higher
rate of primary care visits per 1,000 eligible months among users relative to those
who enrolled (984.6 vs. 909.6 visits).

* The use of Medicare home health services if any use was three to four times higher
for enrollees than for nonenrollees.

* Demonstration-eligible beneficiaries with any LTSS nursing facility use in
Massachusetts had modestly higher inpatient, ED, primary care, and behavioral health
use than the comparison group.

* Medicare behavioral health utilization for those enrolled was approximately half that
of those not enrolled. Given that the results presented are for Medicare data only, this
lower utilization potentially may be due to higher Medicaid utilization for new
behavioral health benefits in One Care.

* Results from quantitative analyses on various Medicare services show limited
evidence of the demonstration’s effect during the first demonstration year, partly due
to initial implementation challenges but also due to the need for allowing adequate
time for care interventions at the beneficiary level to affect service utilization; one of
the expected outcomes of an integrated model of care includes reducing
underutilization of community-based services and reducing overutilization of
institutional care.

Quality of Care

MassHealth has extensive experience with managed care and the quality management
systems necessary to oversee contract compliance and program performance. Implementation of
One Care, however, has required both an expanded set of measures to define how quality will be
assessed under an integrated Medicare and Medicaid plan, and the establishment of an oversight
system, in collaboration with CMS. The One Care demonstration used quality measures and
results of beneficiary feedback during the first year of implementation to monitor program
performance.

Results on two groups of quality measures analyzed by RTI for this report are presented:
selected Healthcare Effectiveness Data and Information Set (HEDIS) measures for calendar year
2014 and six quality measures developed by the RTI evaluation team. These include 30-day all-
cause risk-standardized readmission rate; preventable emergency department visits per 1,000
demonstration eligible months; rate of 30-day follow up after hospitalization for mental illness;
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an overall composite measure for ambulatory care sensitive condition admissions per 1,000
eligible months; a chronic condition composite measure for ambulatory care sensitive condition
admissions per 1,000 eligible months; and screening for clinical depression per 1,000 eligible
months. These six measures are reported for four different populations of interest: demonstration
eligible beneficiaries (including both enrollees and nonenrollees without respect to enrollment
status), enrollees vs. nonenrollees, demonstration eligible beneficiaries with any LTSS nursing
facility use, and demonstration eligible beneficiaries with SPMI diagnoses. Early indicators show
both successes and challenges in managing the care of One Care members.

Highlights on Quality of Care under One Care

* On the RTI evaluation’s 30-day all-cause risk standardized inpatient readmission rate
measure, enrollees had a lower percentage of readmissions than nonenrollees, which
potentially may show the benefits of One Care.

* Although the measure for all eligible individuals for 30-day follow-up after
hospitalization for mental illness calculated from Medicare claims showed little
change over time, enrollees had much lower follow-up than nonenrollees. The
enrollee population potentially had poorer health and/or the One Care demonstration
had difficulty getting members under management. Conversely, enrollee needs were
potentially met with some of the new behavioral health benefits that would not have
been captured in this measure.

* Because Massachusetts enrolled beneficiaries incrementally over time and because
MMPs had difficulty identifying and then finding beneficiaries in the community,
One Care likely did not make substantial progress on care management until near the
end of the first demonstration period. These findings are not surprising for a new
demonstration. More time is needed for the demonstration to mature.

Successes, Challenges, and Preliminary Findings

MassHealth leveraged its experience in quality management of Medicaid managed care
to the One Care demonstration. One Care has put into place a multi-faceted quality management
system that uses multiple methods and stakeholders to assess program performance, as
demonstrated though the operation of the CMT and initiatives such as the EIP. During
implementation, however, plans indicated that the new extensive reporting requirements on
quality measures were a major challenge and, for some plans, redundant. Many of the measures
require data from the enrollee record in their calculation, which results in a time consuming
manual collection process or the re-design of systems to allow for auto abstraction. Changes to
data requirements on measures relating to the assessment process, care plan, and referral to LTS
coordinators were seen as particularly problematic.

One Care plans also reported challenges in implementing measures and sought clarifying
guidance from MassHealth and CMS on some measures. MassHealth noted the absence of
national benchmarks against which they could measure One Care plan performance.

For most of the first year of implementation, emphasis was placed on developing the
necessary structure and processes to support an integrated system of care, such as development
of care coordination models. Maturation of the model will require a shift of emphasis to the
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outcomes of the care model and the identification of factors contributing to performance and
identification of benchmarks for evaluating available data.

Conclusions

Overall, State officials and stakeholders indicated strong support for One Care and its
integrated approach to service delivery for the population of Medicare-Medicaid beneficiaries
served by One Care. Before the One Care demonstration, Medicare-Medicaid beneficiaries
younger than age 65 were ineligible to enroll in Medicaid managed care. For many enrollees,
One Care provided access to care coordination services for the first time as well as access to new
and expanded benefits. A key element of the One Care demonstration is the use of medical care
coordinators and, as appropriate, community based LTS coordinators to assess the enrollee’s
needs and facilitate access to and coordination of services within the medical, behavioral health,
and LTSS systems.

Especially important to beneficiaries have been enhanced benefits, such as care
coordination, LTSS, and dental services, not all of which were available to all enrollees prior to
the demonstration. However, several focus group participants reported quality issues related to
some of the services they received, including but not limited to transportation services.
Stakeholders, beneficiaries, and plans provided examples of situations where One Care made a
difference in the quality of life for beneficiaries and provided access to previously unavailable
services. One Care has facilitated innovations not otherwise possible under the previous health
care delivery system, such as the development of new community based programs by one plan to
support enrollees with behavioral health needs as an alternative to institutional care.

Implementation of One Care has been challenging. It has required a substantial
commitment of time and resources on the part of Commonwealth staff, and all parties
experienced a learning curve that was particularly steep in Massachusetts because One Care is
the first capitated model demonstration under the Financial Alignment Initiative. However, some
of these challenges were mitigated by an unprecedented level of collaboration throughout the
demonstration, as reported by MassHealth, CMS, plans, and other stakeholders.

In preliminary findings, One Care enrollees were in poorer health than demonstration
nonenrollees in Massachusetts, partly because a larger percentage of enrollees had SPMI and had
disability as their original reason for Medicare entitlement. Generally, enrollees were anticipated
to cost more than nonenrollees, given their higher hierarchical condition category scores.

Some Medicare service use was higher for enrollees than nonenrollees, potentially
because of health care needs for enrollees that had previously been unmet before the
demonstration. For example, Medicare home health service use was three to four times higher for
enrollees than for nonenrollees, and ED use was also higher among enrollees than nonenrollees
for those with any use. Prior research has shown that Medicare-Medicaid enrollees tend to have
poorer access to care, and thus may be underserved. Medicare behavioral health utilization for
enrollees was approximately half that of nonenrollees. Given that the results presented are for
Medicare data only, this lower utilization potentially may be due to higher Medicaid utilization
for new behavioral health benefits in One Care.
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Overall, results from quantitative analyses on various Medicare services show limited
evidence of the demonstration’s effect during the first demonstration year, in part because the
One Care model needed more time for full implementation at a programmatic and operational
level.
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1. Overview

1.1 Evaluation Overview

1.1.1 Purpose

The Medicare-Medicaid Coordination Office and the Innovation Center at the Centers for
Medicare & Medicaid Services (CMS) have created the Financial Alignment Initiative to test, in
partnerships with States, integrated care models for Medicare-Medicaid enrollees. The goal of
these demonstrations is to develop person-centered care delivery models integrating the full
range of medical, behavioral health, and long-term services and supports (LTSS) for Medicare-
Medicaid enrollees, with the expectation that integrated delivery models would address the
current challenges associated with the lack of coordination of Medicare and Medicaid benefits,
financing, and incentives.

This Annual Report on the Massachusetts capitated model demonstration under the
Medicare-Medicaid Financial Alignment Initiative, called One Care: MassHealth plus Medicare
(hereafter referred to as One Care), is one of several reports that will be prepared over the next
several years to evaluate the demonstration. CMS contracted with RTI International to monitor
the implementation of the demonstrations under the Financial Alignment Initiative and to
evaluate their impact on beneficiary experience, quality, utilization, and cost. The evaluation
includes an aggregate evaluation (Walsh et al., 2013) and State-specific evaluations.

The goals of the evaluation are to monitor demonstration implementation, evaluate the
impact of the demonstration on the beneficiary experience, monitor unintended consequences,
and monitor and evaluate the demonstration’s impact on a range of outcomes for the eligible
population as a whole and for special populations (e.g., people with mental illness and/or
substance use disorders, LTSS recipients). To achieve these goals, RTI collects qualitative and
quantitative data from Massachusetts each quarter; analyzes Medicare and Medicaid enrollment,
claims, and encounter data; conducts site visits, beneficiary focus groups, and key informant
interviews; and incorporates relevant findings from any beneficiary surveys conducted by other
entities. In addition to this report, monitoring and evaluation activities will also be reported in
subsequent Annual Reports, and a final evaluation report.

1.1.2 What It Covers

This report analyzes implementation of the One Care demonstration from its initiation on
October 1, 2013 through the conclusion of Demonstration Year 1 (i.e., October 1, 2013, through
December 31,2014). For this reporting period, qualitative and quantitative data based on
Medicare claims and the nursing facility Minimum Data Set (MDS 3.0) are included. To capture
relevant information generated at the conclusion of the demonstration period or immediately
afterward, this report also includes updated qualitative information through July 1, 2015 (i.e., it
includes information from the June 2015 site visit). It describes the Massachusetts One Care
demonstration key design features; examines the extent to which the demonstration was
implemented as planned; identifies any modifications to the design; and discusses the challenges,
successes, and unintended consequences encountered during the period covered by this report. It
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also includes data on the beneficiaries eligible and enrolled, geographic areas covered, and status
of the participating Medicare-Medicaid Plans (hereafter referred to as One Care plans or MMPs).
Finally, the report includes data on care coordination, the beneficiary experience, stakeholder
engagement activities, and, to the extent that data are available, analyses of utilization, quality,
and cost data and a section on special populations served.

1.1.3 Data Sources

A wide variety of information informed this first Annual Report of the One Care
demonstration. Data sources were used to prepare this report, including the following:

Key informant interviews. The evaluation team conducted site visits in Massachusetts in
April 2014 and June 2015. The team interviewed the following individuals either during the site
visits or during follow-up phone calls: Commonwealth officials, including MassHealth (the
Massachusetts Medicaid program) policy leaders, operations and contract staff, quality
management staff, data staff, representatives from other Commonwealth agencies; officials from
CMS’ regional and central offices; representatives from all three One Care plans and from
community-based organizations (CBOs), including the Independent Living Centers, Recovery
Learning Communities, and Aging Services Access Points; stakeholders from the
Implementation Council; and representatives from the One Care Ombudsman program and from
Disability Advocates Advancing Our Healthcare Rights.

Focus groups. The RTI evaluation team conducted four focus groups in Massachusetts:
two in Worcester on June 23, 2015, and two in Boston on June 24, 2015. A total of 29
beneficiaries participated in the RTI focus groups. Participants were assigned to one of two
groups, based on whether they self-identified as having an Independent Living and Long-Term
Services and Supports (LTS) coordinator. Each group included participants from at least two
different plans, as well as a mix of individuals with self-reported medical conditions,
physical/mobility issues, and behavioral health needs. All participants had been enrolled in a One
Care plan for at least 9 months.

MassHealth, in collaboration with the Implementation Council and the University of
Massachusetts Medical School, conducted four focus groups from December 2013 through April
2014, two in Worcester and one each in Springfield and Boston. Two focus groups were held in
December 2013, one for English-speaking beneficiaries who chose to opt into One Care and the
other for English-speaking beneficiaries who chose to opt out of the demonstration before
enrollment. A March 2014 focus group was conducted for Spanish-speaking enrollees who were
passively enrolled or chose to opt in. The April 2014 focus group solicited feedback from
beneficiaries who were passively enrolled into the demonstration. A total of 26 beneficiaries
participated in the focus groups.

Surveys. Medicare requires all Medicare Advantage plans, including One Care plans, to
conduct an annual assessment of beneficiary experiences using the standardized Consumer
Assessment of Healthcare Providers and Systems (CAHPS) survey instrument. The 2015 survey
for One Care plans was conducted in the first half of 2015 and included the core Medicare
CAHPS questions, 10 supplemental questions added by the RTI evaluation team, and 9
supplemental questions added by MassHealth. Survey results for a subset of 2015 survey
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questions are incorporated in this report. Findings are available at the One Care plan level only.
Only results with more than 10 respondents across the three One Care plans are reported.
Comparisons with findings from all Medicare Advantage plans are available for core CAHPS
survey questions but not for the RTI or MassHealth supplemental questions.

MassHealth, in collaboration with the Implementation Council and the University of
Massachusetts Medical School as part of the Early Indicators Project, conducted two surveys of
One Care enrollees. The first survey, in English only, was conducted from December 2013
through January 2014 and surveyed 300 enrollees by telephone about their experiences during
the initial enrollment period. The second survey was conducted from May through December
2014 and surveyed enrollees on a broad range of topics, including continuity of care, assessment
and care planning, and LTS coordinator experience. A print survey was mailed to 6,000
enrollees; respondents were able to complete the survey in English or Spanish by mail, online, or
by phone.

Demonstration data. The RTI evaluation team reviewed data provided quarterly by
Massachusetts through the State Data Reporting System (SDRS). These data included eligibility,
enrollment, opt-out, and disenrollment data, and information reported by Massachusetts on its
stakeholder engagement process, accomplishments on the integration of services and systems,
any changes made in policies and procedures, and a summary of successes and challenges.

Demonstration policies, contracts, and other materials. The RTI evaluation team
reviewed a wide range of demonstration documents, including the Memorandum of
Understanding (MOU) between CMS and Massachusetts (CMS and Commonwealth of
Massachusetts, 2012; hereafter, MOU, 2012); the three-way contract between CMS, the
Commonwealth of Massachusetts, and the One Care plans (CMS, July 11, 2013; hereafter, three-
way contract, 2013); an addendum to the three-way contract executed in September 2014 (CMS,
September 2014; hereafter, three-way contract addendum, September 2014); and a second
addendum executed in January 2015 (CMS, January 2015; hereafter, three-way contract
addendum, January 2015); Section 1115(a) demonstration documents; requests for proposals
(e.g., for the One Care plans and the ombudsman program); Commonwealth regulations;
documents on the CMS Medicare-Medicaid Coordination website (CMS, 2016); and other
publicly available materials on the Massachusetts One Care website
(http://www.mass.gov/eohhs/consumer/insurance/one-care) and the Massachusetts Executive
Office of Health and Human Services (EOHHS) website (http://www.mass.gov/eohhs/),
including meeting presentations, minutes, enrollment reports, and marketing materials.

Conversations with CMS and MassHealth officials. To monitor demonstration progress,
the RTI evaluation team engages in periodic phone conversations with MassHealth and CMS.

Complaints and appeals data. Complaint (also referred to as grievance) data are from
three separate sources: (1) complaints from beneficiaries reported by One Care plans to
MassHealth, and separately to CMS’ implementation contractor, NORC at the University of
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Chicago (hereafter referred to as NORC);>° (2) complaints received by MassHealth or 1-800-
Medicare and entered into the CMS electronic Complaints Tracking Module;’ and (3) complaints
received by the Office of the One Care Ombudsman and reported to MassHealth and the
Administration for Community Living,® the Federal agency that provides technical assistance to
ombudsman programs for demonstrations under the Financial Alignment Initiative. Appeals data
are based on data reported by MMPs to MassHealth and CMS’ implementation contractor,
NORC, for Core Measure 4.2 and the Medicare Independent Review Entity. Data on critical
incidents and abuse reported to MassHealth and CMS’ implementation contractor by One Care
plans are also included in this report.

Although the perspectives of the three One Care plans—Fallon Total Care (Fallon),
Commonwealth Care Alliance (CCA), and Network Health, now known as Tufts Health Unify
(hereafter referred to as Tufts in this report)—are included, this report presents information
primarily at the One Care demonstration level. It is not intended to assess individual plan
performance, but individual plan information is provided where plan-level data are all that are
available, or where plan-level data provide additional context to the discussion. The provider
experience represented in this report is that conveyed by One Care plans, MassHealth, CBOs,
and the other stakeholders listed above in data sources.

Analyses of service utilization and access to care and quality are based on Medicare
claims data for Massachusetts and for a comparison group for 2 baseline years before the
demonstration and for Demonstration Year 1 (October 1, 2013—December 31, 2014). The
Nursing Home MDS 3.0 is also analyzed to evaluate nursing facility admission and use rates,
characteristics of new entrants, and nursing facility quality. Special sections focus on people
eligible for the demonstration who use LTSS nursing facility care (meaning only beneficiaries in
nursing facilities as opposed to any other LTSS facility; Medicaid data were not available to
reliably identify beneficiaries with home and community-based services [HCBS] use) and
behavioral health services. Appendix A includes details on the methods used for comparison
group identification; Appendix B contains additional information on analysis methods for
MDS 3.0 data; Appendix C provides details on all population definitions and measures used in
the analyses; and Appendix D provides a table listing the core, Massachusetts-specific, and
quality withhold measures.

1.2 Model Description and Demonstration Goals

The goals of One Care are to alleviate fragmentation of care, improve coordination of
services, enhance quality of care, and reduce costs. The demonstration’s key objectives are to
improve the beneficiary experience in accessing care, deliver person-centered care, promote

Data are reported for calendar quarters January 1, 2014, through June 30, 2015.

The technical specifications for reporting requirements are in the Medicare-Medicaid Capitated Financial
Alignment Model Core Reporting Requirements document, which is available at
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-
Medicaid-Coordination-Office/Financial AlignmentInitiative/InformationandGuidanceforPlans.html.

7 Data are presented for the time period October 1, 2013 through June 30, 2015.

Data are presented for the time period January 1, 2014 through June 30, 2015.

6



https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html

Annual Report: One Care: MassHealth plus Medicare

independence in the community, improve quality, and eliminate cost shifting between Medicare
and Medicaid (MOU, 2012, pp. 2-3).

According to officials at MassHealth, the demonstration design is based on the premise
that improved care coordination; integration of physical, behavioral health, and LTSS; increased
consumer engagement in care; and expanded access to enhanced community-based services will
improve member experience and result in a more cost-effective and efficient delivery of services.

Integration of Medicare and Medicaid functions. The One Care demonstration
integrates the full array of functions performed by Medicare and Medicaid. This includes the
processes required to determine demonstration eligibility and complete enrollment; the
coordinated delivery of all medical, acute, pharmacy, and long term services and supports; joint
oversight of the One Care plans; coordinated quality management processes and systems; and a
coordinated grievance and appeals process. Each enrollee receives a single insurance card that
covers all of his or her Medicaid services (including LTSS and behavioral health services),
Medicare medical and acute services (including physician and hospital services), and all of the
individual’s pharmacy benefits. Targeted case management services and rehabilitation option
services are not included as part of the integrated One Care benefit, but they continue to be
provided as part of the Medicaid fee-for-service (FFS) system. As in Medicare Advantage,
Medicare hospice services continue to be provided as part of the Medicare FFS system.

Financial model. The One Care demonstration is a capitated model of service delivery in
which CMS, the Commonwealth of Massachusetts, and One Care plans enter into three-way
contracts to provide comprehensive, coordinated care for beneficiaries aged 21 to 64 at the time
of enrollment, who are dually eligible for Medicaid and Medicare services. Each plan—referred
to as a One Care Plan or an MMP—receives monthly capitated payments from Medicaid and
Medicare to manage the care and services of enrollees.

Implementation. The One Care demonstration began on October 1, 2013, and was
originally scheduled to continue until December 31, 2016. In July 2015, CMS notified the
Financial Alignment States of the opportunity to extend their scheduled end date by 2 years. The
Commonwealth and CMS subsequently effectuated an extension of the One Care demonstration
by 2 years, through December 31, 2018.

During the first 3 months of implementation, eligible beneficiaries could be enrolled only
through an opt-in process. Starting in January 2014, beneficiaries in counties where at least two
plans operated were passively (automatically) enrolled with the option to opt out before
enrollment. Additional beneficiaries were passively enrolled in a One Care plan during four
subsequent phases of passive enrollment that occurred before the conclusion of Demonstration
Year 1 (i.e., December 31, 2014). Beneficiaries can opt into the demonstration and enroll at any
time; and can disenroll at any time.

Massachusetts considered several factors in the assignment of beneficiaries to plans
during these phases of passive enrollment, including the plans’ capacity to serve new enrollees
and the case mix or complexity of enrollees’ service needs. (See Section 3, Eligibility and
Enrollment, for more information on enrollment.)
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Eligible population. Individuals eligible for One Care include full-benefit Medicare-
Medicaid beneficiaries aged 21 to 64 at the time of enrollment who (1) are enrolled in Medicare
Parts A and B and eligible for Medicare Part D and MassHealth Standard or MassHealth
CommonHealth and (2) have no other comprehensive private or public health insurance.
Beneficiaries enrolled in any of the following programs also are eligible for the demonstration if
they disenroll from the program and meet the other eligibility criteria: a Medicare Advantage
plan; Program of All-Inclusive Care for the Elderly (PACE); Employer Group Waiver Plans,
other employer-sponsored plans, or plans receiving a Retiree Drug Subsidy; or the CMS
Independence at Home demonstration. Enrollees receiving HCBS waiver services or residing in
an intermediate care facility for individuals with intellectual disabilities are not eligible to enroll
(MOU, 2012, pp. 8-9).

One Care plans. To participate in the demonstration, One Care plans had to meet the
Commonwealth’s requirements set forth in the Massachusetts Request for Responses (RFR)
(Commonwealth of Massachusetts and Center for Medicare and Medicaid Innovation, 2012;
hereafter, RFR, 2012), as well as CMS’ requirements outlined in the MMP application process
and in multiple sets of capitated financial alignment model guidance. Massachusetts initially
selected six plans to proceed to the joint CMS-MassHealth readiness review. Three of the plans
withdrew before readiness review completion, citing inadequate payment rates relative to the
programmatic requirements and covered services that they believed would result in losses. Had
all six plans participated in their proposed service areas, beneficiaries would have had statewide
coverage with four or more plans to choose from in most Massachusetts counties. With only
three plans participating, only four of the nine counties where the demonstration operates had
two or more plans participating during the period covered by this report, and about half of
eligible beneficiaries reside in counties with just one plan.

The three plans selected to participate in the demonstration were CCA, Fallon, and Tufts.
All three plans participated in the demonstration for the period covered by this report. In June
2015, Fallon notified MassHealth and CMS that it intended to withdraw from the demonstration
as of September 30, 2015. Activities after this notification by Fallon, including transition
planning and continuity of care processes, will be discussed as part of the next Annual Report.

Geographic coverage. The demonstration operates in 9 of the Commonwealth’s 14
counties.” During the period covered by this report, two plans were available in Hampden,
Hampshire, and Suffolk counties. All three plans operated in Worcester County. Only one plan
was available in Essex, Franklin, Middlesex, Norfolk, and Plymouth counties (see Section 3 for
more information on geographic coverage of the plans).

Care coordination. A central feature of the One Care demonstration is the addition of
care coordination services for medical, behavioral health, and LTSS. One Care plans are required
to offer care coordination to all enrollees through a care coordinator or clinical care manager for
medical and behavioral health services employed by or under contract with the One Care plan;
for LTSS, care coordination is provided through an LTS coordinator under contract with a
community-based organization (three-way contract, 2013, p. 31). One Care plans are also

°  In Plymouth County, One Care is not available in the towns of East Wareham, Lakeville, Marion, Mattapoisett,

Wareham, and West Wareham.
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responsible, through an interdisciplinary care team, for developing an individualized care plan
(ICP) for each enrollee, which must reflect the enrollee’s preferences and needs as well has how
services and care will be integrated and coordinated among providers. Section 4 provides
detailed information care coordination under One Care, including the roles and responsibilities of
care coordinators and the LTS coordinators.

Benefits. Under One Care, eligible beneficiaries enroll in a single One Care plan that
covers all Medicare and Medicaid services, as well as new and expanded services available
under the demonstration. Table I provides a list of these services. These include a set of new
diversionary'” behavioral health services that have been available to Medicaid-only beneficiaries
enrolled in managed care but have generally not otherwise been a covered service for Medicare-
Medicaid beneficiaries in Massachusetts; services expanded in amount, duration, or scope over
Medicaid State Plan services; and new community-based services. Appendix E provides a
complete list of services and service definitions.

Dental services covered by One Care are also broader in scope than those offered
previously as part of the MassHealth FFS system; demonstration services encompassed
preventative, restorative, and emergency oral health services. In addition, One Care expanded
service delivery options for personal care services to include a choice of delivery through agency
providers and through participant direction, the latter of which is available under the MassHealth
FFS system.

Table 1
New and expanded services under One Care

New diversionary behavioral health services'

*  Community Crisis Stabilization

*  Acute Treatment Services for Substance Use Disorders
e Clinical Support Services for Substance Use Disorders
*  Community Support Program

*  Partial hospitalization

«  Structured Outpatient Addiction Program

* Intensive Outpatient Program

*  Program of Assertive Community Treatment

Expanded services?

*  Durable medical equipment (DME): environmental aids and assistive technology and training in usage,
repairs, and modifications.

*  Personal assistance services (PAS): cueing and monitoring

(continued)

10" Diversionary services are provided as alternatives to institutional care.
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Table 1 (continued)
New and expanded services under One Care

New community-based services

*  Day services

*  Home care services (household tasks, personal assistance with ADLs)
*  Respite care

*  Peer Support/counseling/navigation

»  Care Transition Assistance

*  Home modifications

*  Community health workers

*  Medication management

*  Non-medical transportation

ADLs = activities of daily living.

! Diversionary behavioral health services under One Care also include Psychiatric Day Treatment and Emergency
Services Programs (24-hour crisis treatment services), which were previously available under the MassHealth fee-
for-service system.

2 Services expanded in amount, duration, or scope over Medicaid State Plan services.

SOURCE: Three-way contract, 2013, pp. 225-32 (Appendix B, Exhibits 3—4).

Flexible benefits. In addition to the covered benefits described above, a One Care plan
may offer flexible benefits, as specified in the member’s ICP, as appropriate to address the
member’s needs (MOU, 2012, p. 82). For example, plans reported providing special benefits or
services to members such as gym membership, support to complete adult education courses, and
headphones to block out noise for certain individuals.

New service delivery models. The new benefits provided under One Care and the
capitation rate structure provide the opportunity and incentives for plans to create new service
delivery options to meet the needs of beneficiaries. One of the plans, for example, opened its
own new community-based programs to support those with behavioral health needs who would
otherwise have been cared for in an inpatient setting (see Section 2, Integration of Medicare and
Medicaid, for more information on new service delivery models).

Stakeholder engagement. MassHealth implemented an extensive stakeholder
engagement process to support the design and implementation of One Care. MassHealth holds
regularly scheduled open meetings where staff present updates on the demonstration and provide
enrollment and other data. These meetings began early in the demonstration design process and
have continued. MassHealth created a consumer-chaired Implementation Council to advise on
demonstration design features and to ensure accountability and transparency throughout the
demonstration. Work groups were formed to address specific topical areas (e.g., LTS
coordinator, quality, and encounter data). MassHealth also held beneficiary focus groups and
conducted beneficiary surveys to inform the demonstration design and monitor its
implementation (see Section 6, Stakeholder Engagement).
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1.3 Changes in Demonstration Design

The overall design of the care model within the One Care demonstration has not changed
significantly since its implementation, although there have been several areas where MassHealth
and CMS have provided guidance to the One Care plans and providers during implementation
(e.g., the role and responsibilities of the LTS coordinator and the continuity-of-care provisions)
and clarified reporting requirements (e.g., assessment completion time frames) (see Sections 3
and 4).

Early in the implementation of One Care, MassHealth officials, plans, and stakeholders
expressed concerns about the adequacy of the demonstration’s rate structure. Based on
preliminary data, all three plans initially showed potential losses, ranging from just under $1
million to over $36 million for Demonstration Year 1 (October 1, 2013 through December 31,
2014).!! This information was presented by MassHealth at an Open Meeting in July 2015,
shortly after the notice by Fallon of its intent to withdraw from the demonstration. Subsequent
refinement of the cost data indicated that plan losses for Demonstration Year 1 ranged from
approximately $460,000 to $18.4 million, with the reported revenue not including the interim
risk corridor payment to two of the three plans and the final risk corridor payments for all
qualifying plans.'?

Several changes were made to One Care’s rate methodologies as part of contract
amendments executed September 10, 2014, and January 7, 2015. The percentage of savings
withheld from the capitation rates was reduced for Years 2 and 3; the risk corridors that define
the share of gains and losses shared by the plans, CMS, and MassHealth were expanded to
provide a greater share of losses and gains by CMS and MassHealth; and the method used for
“coding intensity adjustments” was revised to reflect the proportion of enrollees with prior
Medicare or One Care demonstration experience. The high-cost risk pools that were established
with the use of a withhold from each plan’s rate were eliminated for 2013 and 2014 (three-way
contract amendments, September 2014; and January 2015). In addition, MassHealth revised the
method and timing of assigning members to Medicaid rating categories to allow for retroactive
adjustment of payments when an individual member’s assigned rate category changed (see
Section 7, Financing and Payment, for additional information).

1.4 Overview of State Context

MassHealth historically has used managed care as one of its primary strategies to
improve care coordination and contain costs. Under its Section 1115(a) demonstration,
MassHealth mandated Medicaid managed care enrollment for most of its Medicaid-only
members. As of July 2012, almost two-thirds of MassHealth members were enrolled in managed

The financial report noted that revenue categories did not include payment information for interim or final risk
corridors, high-cost risk pool or quality withholds, or certain retroactive rating category adjustments; spending
categories included incurred but not reported expenses, which were an estimate of costs that have been incurred
for services provided during the reporting period, but that had not yet been billed or adjudicated.

This financial data was presented at a May 2016 Open Meeting by MassHealth and was based on financial
reports submitted to MassHealth by the plans for October 2013—December 2014, updated in October 2015.
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care organizations or in the Primary Care Clinician Plan, a primary care case management
program (EOHHS, September 30, 2013, pp. 1, 11).

Before the One Care demonstration, Medicare-Medicaid beneficiaries under age 65 had
remained ineligible to enroll in Medicaid managed care and received their services through the
existing FFS system under MassHealth and Medicare. Some may have received services in
PACE or Medicare Advantage plans, although in Massachusetts, these programs primarily serve
people aged 65 or older. This group of beneficiaries included those with the most complex
conditions, highest costs, and in greatest need of care coordination and care management. They
encompassed a high proportion of people with behavioral health needs and challenges who
generally did not have access to the diversionary behavioral health services available to the
MassHealth-only members with similar needs.

In the absence of One Care, Massachusetts did not have a mechanism to provide
comprehensive care coordination and care management services to this population, nor a way to
integrate Medicare and Medicaid payments and services. MassHealth officials reported that they
were willing to invest in a care management model and expand community-based services if
there were a way to capture and offset some of these costs with savings from reductions in the
expensive acute care services provided by Medicare.

For a summary of predemonstration and demonstration design features for Medicare and
Medicaid beneficiaries in Massachusetts, see Appendix F.

MassHealth staff had significant experience in the design and management of managed
care plans before the implementation of One Care, and MassHealth management leveraged
existing expertise and knowledge where possible. Nevertheless, the One Care demonstration
required building new teams and capacity to move it from the design phase to implementation.

Massachusetts also received substantial Federal funding that allowed it to significantly
augment its internal resources. Massachusetts received an initial CMS contract award of
$1.3 million to support the development of its original demonstration proposal, its stakeholder
engagement process, and other outreach activities. After signing an MOU with CMS,
Massachusetts also received an implementation grant of $9.3 million for Year 1 and $5.5 million
for Year 2 to support infrastructure changes (e.g., enrollment interfaces and data warehouse
modifications), internal staff positions to monitor and oversee the plans, and contracted services
(e.g., enrollment counseling, ombudsman services, administration of surveys). One Care is
managed under the terms of a three-way contract between CMS, the Commonwealth of
Massachusetts, and each plan. A Contract Management Team, composed of MassHealth and
CMS staff, oversees daily implementation of the initiative.

One Care is one of many reform initiatives that have been undertaken in Massachusetts,
which has a long history of health care reform focused on ensuring access to affordable care,
improving how care is delivered, and providing services in the most cost-effective manner. In
2015, under the leadership of its new Assistant Secretary, the Massachusetts EOHHS announced
new priorities for MassHealth, including strategies to (1) improve population health and care
coordination through payment reform and value-based payment methods; (2) improve integration
of physical and behavioral health care; (3) scale innovative approaches for populations receiving
LTSS; and (4) improve the management of existing programs. The proposed payment and
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delivery system reform options included development of Accountable Care Organizations and
Primary Care Medical Home models of care; the use of health homes and accountable care
models for those with significant health and substance use concerns; the use and expansion of
integrated care models (like One Care) for those with LTSS needs; and bundled payments for
certain high-cost areas (SDRS, 7th Quarter).

1.5 Preliminary Findings

The following preliminary findings relate to the design features of the One Care
demonstration. Findings specific to the implementation and administration of the demonstration
will be discussed in the remaining sections.

Support for the One Care model has been strong. MassHealth officials, One Care
plans, and other stakeholders strongly support One Care and agree that it is well designed to
meet the needs of the population served. In the words of one MassHealth official:

We like the One Care model a lot and we think it’s a high-value model for this
population. From a model point of view we want to scale it. We really think it’s
the right model for this population.

For the first time, younger adult Medicare-Medicaid enrollees in Massachusetts
have access to care coordination services that help them to receive Medicare medical and
pharmacy services as well as Medicaid community-based services. A hallmark of the One
Care demonstration is the use of care coordinators and community-based LTS coordinators to
assess the enrollee’s needs and facilitate access to and coordination of services within the
medical, behavioral health, and LTSS systems.

One Care offers access to valuable new services not previously available to
Medicare-Medicaid beneficiaries in Massachusetts. These include new community-based
behavioral health services that provide an alternative to inpatient psychiatric care, and other
LTSS community-based services to help people live independently in their homes. As described
in Section 5, Beneficiary Experience, these services have positively affected the lives of One
Care beneficiaries. According to one of the plans:

Our inpatient utilization for behavioral health has gone down and they [One Care
beneficiaries] are using these outside diversionary services, the day programs.
They 've done a great job with that so that has been a big win for the program.

Massachusetts has embedded a formal stakeholder engagement structure and
process into the design of One Care. This includes the creation of a consumer-driven council of
21 members that provides ongoing advice to MassHealth; solicits input from stakeholders; and
monitors the implementation of the demonstration. MassHealth has also committed to a
participatory public reporting and meeting process with the goal of forging a transparent and
collaborative relationship with stakeholders. Stakeholder input has shaped many of the
demonstration’s design features and modifications made during implementation.

The three participating plans reported experiencing financial losses during the
period covered by this report. One of those plans notified MassHealth and CMS in June
2015 of its intent to withdraw from the demonstration as of September 30, 2015. The plans
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reported that the Medicare and Medicaid capitation rates were inadequate during the period
covered by this report. The calculation of the rates did not include the new costs associated with
care coordination, the additional benefits offered, and the administrative or start-up costs of the
demonstration. Three plans cited the rates as the reason for deciding not to pursue participation
in the demonstration before implementation.

Results from quantitative analyses on Medicare data for various service types show
limited evidence of the demonstration’s effect during the first demonstration year. Several
factors may be responsible, including the lack of sufficient Medicaid data for analysis and the
need for adequate time to achieve operational implementation and impact of care interventions at
the beneficiary level.
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2. Integration of Medicare and Medicaid

The One Care demonstration integrates Medicare and Medicaid into a unified set of
benefits. From the beneficiary’s perspective, One Care is designed to integrate access to and
delivery of services covered under both programs. From the perspective of MassHealth, CMS,
and One Care plans, the integration of these programs depends on the alignment of policy,
procedures, and systems at many levels.

This section provides an overview of the management structure that was created to
oversee the implementation of the demonstration and discusses in greater detail the organization,
geographic coverage areas, and enrollment experience of the three One Care plans that were
selected to integrate and deliver the One Care benefits. It also provides a general description of
the other functions (e.g., care coordination, eligibility, enrollment, quality management, and
financing) that MassHealth, CMS, and the plans had to coordinate or integrate as part of the
implementation of the demonstration. Later sections provide more in-depth discussion of the
implementation successes and challenges associated with the integration of these functions.

2.1 Joint Management of Demonstration

Massachusetts and CMS entered into a Memorandum of Understanding (MOU)
documenting their shared understanding of the design of One Care, how it will operate, and how
the two parties will oversee and manage it (MOU, 2012). Similarly, the three-way contract
articulates the One Care plan’s role in implementing One Care, and aligning and integrating the
delivery of Medicare and Medicaid-funded services (three-way contract, 2013). These
documents define an integrated set of benefits, integrated financing for One Care through a
combined rate, a single set of performance and quality measures for managing plan performance,
and a range of other common standards and integrated rules for implementing One Care.

To manage joint implementation of One Care, CMS and MassHealth formed the Contract
Management Team (CMT). The CMT includes representatives from the MassHealth Provider
and Plan unit, MassHealth central policy office, CMS regional office Medicare and Medicaid
staff, and representatives from the Medicare-Medicaid Coordination Office (MMCO). The CMT
meets regularly to review demonstration status, discuss issues identified by MassHealth and
CMS contract managers, and resolve, if possible, any outstanding items. The CMT also meets
with each plan biweekly. During early implementation, these meetings focused on many of the
enrollment and system interface issues between the plans, MassHealth, and Medicare. As
implementation progressed, the meetings focused on the review of monitoring reports, customer
service line calls, contract compliance, grievances and appeals, and performance improvement
plans (State Data Reporting System 6th Quarter). The frequency of meetings and the agenda
format have been revised during implementation to address the most pressing issues and to
respond to the plans’ needs.

MassHealth officials indicated that the team has been essential in identifying issues,
vetting policy options, and making decisions. At times, issues had to be escalated to higher levels
of authority (to the MMCO or national Medicare policy offices), particularly ones that had
implications for national policy and management of Medicare Advantage plans at a Federal
level.
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Integrating Medicare and Medicaid systems has also required a high level of attention to
operational details. For example, as discussed in Section 3, Eligibility and Enrollment,
integrated enrollment requires a coordinated process for confirming Medicaid and Medicare
eligibility for One Care and ensuring that MassHealth, CMS, and the One Care plans have
consistent, accurate, and up-to-date information on which beneficiaries are enrolled in each plan.
Integration requires rules governing the flow of enrollment files from the enrollment broker to
MassHealth to CMS to the plan, and the process for resolving inconsistency and problems across
systems.

The challenges of integrating Commonwealth-level Medicaid policies, procedures, and
systems with Federal-level Medicare policies, procedures, and systems introduced a high level of
complexity in decision making and resolving problems across many parties at so many levels
within the Commonwealth and CMS. One MassHealth official said it was “the hardest project
that [ have ever worked on.” However, this same official reported that CMS, MassHealth, and
other key stakeholders have been successful in creating a collaborative relationship:

I have never seen a project quite like this in terms of the layers of interaction, the
layers of goodwill, and the layers of people who are really trying to do the best
they can by its population. It has been a very difficult project, but the one thing
that we have been able to count on is that people just want to help.

Because Massachusetts was the first capitated model demonstration under the Financial
Alignment Initiative implemented, MassHealth officials and CMS members of the CMT noted
that many of the policy questions and alignment challenges that surfaced in Massachusetts were
new, entailing more discussion and clarification than other demonstration States may have
experienced. Some policy decisions made in Massachusetts were applied to other States, which
were able to learn from Massachusetts’s implementation experiences.

2.2 Overview of Integrated Delivery System

2.2.1 One Care Plans

To participate in the demonstration, One Care plans had to meet the Commonwealth’s
requirements set forth in the Massachusetts Request for Responses (RFR) (Commonwealth of
Massachusetts and Center for Medicare & Medicaid Innovation, 2012; hereafter, RFR Integrated
Care Organization, 2012); meet CMS requirements as outlined in the Medicare-Medicaid Plan
application and multiple sets of capitated financial alignment model guidance documents;'® and
pass the joint CMS-Commonwealth readiness review (CMS, November 2012).

MassHealth and CMS entered into three-way contracts with Commonwealth Care
Alliance (CCA), Fallon, and Tufts to serve as One Care plans. Massachusetts and CMS initially
selected six plans to proceed to the joint readiness review stage. As noted earlier, before
readiness review completion, three of the plans (Blue Cross Blue Shield of Massachusetts,

13 See Centers for Medicare & Medicaid Services, Financial Alignment Initiative, Information and Guidance for
Plans. Website. http:/www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-

Office/Financial AlignmentInitiative/InformationandGuidanceforPlans.html.
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Boston Medical Center HealthNet Plan, and Neighborhood Health Plan) decided not to pursue
demonstration participation, citing concerns about the adequacy of the payment rates.

The organizations selected as One Care plans had varying amounts of experience
working as either a Fully Integrated Dual Special Needs Plan (FIDE-SNPs), such as a Senior
Care Options (SCO) plan; a Medicaid managed care plan; and/or as a Program of All-Inclusive
Care for the Elderly (PACE). The SCO plans provide the full range of Medicare and Medicaid
benefits through capitation, contracting separately with Medicare and Medicaid. Table 2
provides a summary of the One Care plans’ respective experience.

Table 2
One Care plans’ organizational experience
Medicaid Other
managed care Medicare
One Care  Parent National plan SCO FIDE- Total SCO  Advantage
plan company Nonprofit chain (non-SCO) SNPs enrollment!-? plan PACE

CCA N/A Yes No No FIDE-SNP 5,466 No No
Fallon Fallon Yes No Yes Parent company 3,751 Yes Yes
Total Care Community (NaviCare)

Health Plan FIDE-SNP
Tufts Tufts Yes Yes, parent  Yes, integrated ~ Parent company 281 Yes No
Health Associated company plan with medical (Tufts)
Unify HMO and behavioral FIDE-SNP

health services

CCA = Commonwealth Care Alliance; FIDE-SNP = fully integrated dual eligible special needs plan; HMO = health maintenance
organization; PACE = Program of All-Inclusive Care for the Elderly; SCO = Senior Care Options, a FIDE-SNP program.

! Senior Care Options is a voluntary program available to Massachusetts Medicare-Medicaid enrollees over age 65.

2CMS: Special Needs Comprehensive Report, 2014; data as of April 2014.

All three organizations had prior experience (either directly or through their parent
company) as a Medicare FIDE-SNP under the SCO program; one of the plans had prior
experience as a fully integrated (e.g., medical and behavioral health) Medicaid managed care
plan; two of the plans’ parent companies operate a Medicare Advantage plan, in addition to a
SCO; and one of the plans had experience as a PACE program.

The three One Care plans had different strategies for enrollment growth. MassHealth and
CMS worked with the plans during the different enrollment phases to accommodate the varying
goals of each plan while also considering factors such as plan capacity and enrollee case mix.
These different strategies and the different geographic areas served by the plans influenced the
share of the One Care population served by each plan. As indicated in Table 3, CCA had the
greatest proportion (57 percent) of enrollees as of January 1, 2015. Fallon had the second-highest
number of enrollees (32 percent). Tufts had 11 percent of the demonstration enrollees.
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Table 3
Enrollees by plan as of January 1, 2015

One Care plan Number of enrollees % of total
Commonwealth Care Alliance 10,135 57
Fallon Total Care 5,740 32
Tufts Health Unify 1,992 11
Total 17,867 100

NOTE: Percentages do not total 100.0 because of rounding.
SOURCE: MassHealth, Enrollment Report, January 2015.

As indicated in Table 4, of the three plans, CCA grew most rapidly; its enrollment
increased from just over 1,000 enrollees in October 2013 to almost 10,000 enrollees a year later.
Fallon also grew rapidly from fewer than 259 enrollees as of October 2013 to almost 6,000
enrollees a year later. Tufts chose to increase enrollment more slowly (including by having fewer
enrollees assigned to it during phases of passive enrollment) and grew from 331 enrollees in
October 2013 to approximately 1,400 enrollees a year later. By July 2015, enrollment in the three
plans seemed to have stabilized.

Table 4
Enrollment in One Care plans, by quarter

One Care plan Oct. 2013  Jan. 2014  July 2014 Oct.2014 Jan.2015  July 2015
Commonwealth Care Alliance 1,193 6,120 9,714 9,917 10,135 10,536
Fallon Total Care 259 2,570 7,551 6,110 5,740 5,373
Tufts Health Unify 331 816 1,571 1,438 1,992 1,762
Total 1,783 9,506 18,836 17,465 17,867 17,671

SOURCES: MassHealth, Enrollment Reports, October, 2013; January 2014; July 2014; October 2014; January
2015; July 2015.

The three plans operated in 9 of 14 counties in Massachusetts (Essex, Franklin,
Hampden, Hampshire, Middlesex, Norfolk, Plymouth, Suffolk, and Worcester). CCA operated in
all nine counties, Fallon operated in three counties, and Tufts operated in two (see Table 5).
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Table 5
Counties where One Care plans operate

As of July 1, 2015

Tufts Health
County Commonwealth Care Alliance Fallon Total Care Unify
Essex X — —
Franklin X — —
Hampden X X —
Hampshire X X —
Middlesex X — —
Norfolk X — —
Plymouth X (partial) — —
Suffolk X — X
Worcester X X X

— data not available.

NOTE: In Plymouth County, One Care is not available in the towns of East Warcham, Lakeville, Marion,
Mattapoisett, Warcham, and West Wareham.

SOURCE: MassHealth, August 17, 2015.

2.2.2 Provider Arrangements and Services

The three-way contracts require the plans to have a network that is adequate to ensure
access to medical, behavioral health, pharmacy, community-based services, and long-term
services and supports (LTSS) to meet the needs of the population, including physical,
communication, and geographic access (three-way contract, 2013, p. 59). Accordingly, each One
Care plan must have a contract with a Behavioral Health Provider Network. When emergency
services are needed, enrollees may seek care from any qualified behavioral health provider
(three-way contract, 2013, p. 38).

Plans are also required to ensure that best efforts are made to contact out-of-network
providers and give them information on becoming in-network providers, including those
providers who provide services during the 90-day continuity-of-care period during which time
enrollees can continue to access their pre-demonstration providers and services. If the provider
does not join the network, or if the enrollee does not select a new in-network provider by the end
of the 90-day period, the plan chooses a provider for the enrollee. The plan can offer single-case
out-of-network agreements with providers who are unwilling to enroll in the plan’s provider
network, are currently serving enrollees, and are willing to continue serving them at the plan’s
in-network rate of payment; plans are required to do so under certain circumstances (three-way
contract, 2013, p. 61).

During early implementation, the plans reported needing to help the providers in their
networks to understand the demonstration and the needs of the populations and services
available. MassHealth and the plans offered ongoing webinars and learning collaboratives to
explain the demonstration and to focus on specific topical areas. The plans reported varying
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levels of provider engagement and willingness to participate in the demonstration, depending on
area of the Commonwealth.

One of the plans reported that university-based providers and community health centers
were familiar with the needs of the people served by the demonstration and were committed to
helping with the initiative. In other instances, providers did not want to take more Medicaid
patients, particularly in areas where there were fewer doctors. In areas with limited access to
tertiary hospital care, at least one plan found it difficult to negotiate rates and engage the
hospitals.

All three One Care plans contracted with medical providers on a fee-for-service basis. All
the plans reported some degree of difficulty with the rates they were able to negotiate and pay
providers for care of One Care members. In some instances, providers—particularly those
providing specialty care—did not accept Medicare or Medicaid rates and required payments
higher than the Medicare rates to be in the network. This was particularly true for dental care, for
which it was difficult to get dentists to accept the fee schedule given that they typically can
command the fees they want in the private market. In many instances the care needed is beyond
routine dental care, and often the supply of oral surgeons and emergency dental care is limited.
One plan reported losing a dentist who originally was in its network: “We recently had a dentist
who we unfortunately overused because she said she was willing to see our members and saw
our members and actually ended her contract. She’s like, this is too much.”

Another plan indicated that it contracted with and/or owned several medical practices (the
plan refers to these as its “health homes™) where either behavioral health had been integrated into
primary care or where medical care was being integrated into behavioral health. This plan paid a
care management fee to the practices to support this model and conducted learning collaboratives
around a number of targeted quality metrics. The providers developed a quality improvement
plan focused on certain clinical measures with support from the plan in the form of data and
other information.

One of the plans discussed the potential for other types of risk sharing or alternative
payment methods for providers but felt it needed more experience and volume before entering
into such arrangements. The other plans had not entered into any such arrangements.

The One Care model provided the opportunity and incentive for One Care plans to
develop or contract for new service delivery models. One plan developed new community-based
programs for people with behavioral health needs who otherwise would be served in inpatient
psychiatric settings. This plan opened two new units to provide community support programs and
crisis stabilization units that could better serve these individuals. One unit opened in fall 2014 at
a hospital that had an empty wing. The other unit, which opened in June 2015, is a 14-bed
behavioral health stabilization unit that is an unlocked safe place where people can be treated
without needing hospitalization. According to MassHealth and the plan, this was possible
because of the flexibility provided by the capitated Medicare and Medicaid rates in the
demonstration.
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2.2.3 Training and Support for Plans and Providers

MassHealth developed an extensive number of webinars, educational sessions, and other
trainings to support providers, community-based organizations, and the One Care plans during
implementation of the demonstration. The University of Massachusetts Medical School was a
significant partner in these endeavors. These educational and training activities covered a wide
range of topics, including behavioral health, recovery, and peer support; promoting wellness for
people with disabilities; the use of Independent Living and Long-Term Services and Supports
(LTS) coordinators; how to talk about One Care; enhancing care to homeless individuals;
reaching and engaging enrollees with mental health and substance abuse; self-direction; and the
use of the Integrated Care Team.

2.3  Major Areas of Integration

2.3.1 Integrated Benefits and Enrollment

In the One Care Demonstration, Medicare-Medicaid beneficiaries have a single, unified
process for enrollment into a managed care plan that provides the full range of medical, acute,
LTSS, behavioral health, and pharmacy benefits. Member materials, including the member
handbook, mailings, and member identification cards, have been unified under a common brand,
One Care. A single organization is responsible for managing the enrollment process and fielding
consumer calls and questions. From the beneficiary’s perspective, all the separate Medicare and
Medicaid eligibility and enrollment functions have been coordinated, if not integrated, into a
single process.

Commonwealth officials and plans noted that Medicare Part D processes and payment
systems remain largely unchanged under One Care. Under the demonstration, the One Care plans
provide Part D drug coverage. The plans reported that the Medicare Part D payment structures
and reimbursement methodologies remained the same under One Care as for plans providing
Part D coverage outside of the demonstration. As discussed in Section 7, Financing and
Payment, the plans reported very high pharmacy costs and experienced high receivable balances
because of the lag in the payment reconciliation process. MassHealth officials reported a lack of
transparency regarding the Part D operations from their perspective, and noted that “CMS has
mountains to move every time they want to make a change.” In addition, outside of the
demonstration, stand-alone Medicare Part D plans continued to have separate processes for
enrollment, continuity of care, and appeals. Despite the many separate Part D processes, CMS
and MassHealth were able to resolve differences between Medicare Part D and MassHealth in
mailing Part D notices to One Care enrollees and disenrollees. MassHealth was able to include
information in one of its mailings that clarified information contained in Medicare Part D notices
that some members were receiving.

As discussed in more detail in Section 3, integration of the many operational functions
that control eligibility and enrollment between MassHealth, CMS, and the One Care plans has
not been without its challenges. The operational and decision rules used in the MassHealth
enrollment and eligibility systems did not align with those used by CMS, resulting in
discrepancies in enrollment information among the various systems. MassHealth had to develop
specific reporting protocols for rejected enrollments and engage in a manual review and
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remediation process. For the most part, beneficiaries have been shielded from these
administrative complexities. MassHealth has had to develop subsystems and internal processes to
ensure successful interface and transactions with the Medicare system. Throughout
implementation, MassHealth and CMS have continued to work on ways to improve these
processes.

2.3.2 Integrated Care Coordination and Care Planning

Under One Care, a single entity (the One Care plan) is responsible for coordinating all
medical, acute, behavioral health, LTSS, and pharmacy benefits. Each plan is responsible for
coordinating medical and behavioral health services through its internal care coordinator or
clinical case manager; and for coordinating LTSS through an LTS coordinator, located at a
community-based organization. Before the demonstration, most Medicare-Medicaid enrollees
did not have access to any form of care coordination for medical and acute services, behavioral
health services, or LTSS. Some beneficiaries aged 55 or older may have participated in PACE,
and others may have been enrolled in a Medicare Advantage plan, but these numbers were small.
Some members may have had case management services for their behavioral health needs, but
otherwise services were not coordinated.

For One Care members, the demonstration provides a single point of contact and
accountability for coordination of care. Furthermore, plans are required to conduct a
comprehensive assessment of the full range of members’ needs and preferences; to work with an
Integrated Care Team to meet those needs; and to develop an individualized care plan for each
member.

Section 4 provides a discussion of the roles and responsibilities of the internal care
coordinators and the LTS coordinators, the use of the Integrated Care Team, as well as some of
the successes and challenges faced during implementation.

2.3.3 Integrated Quality Management

In the One Care demonstration, MassHealth and CMS have developed a joint
management structure for monitoring the One Care plans and the care they provide. MassHealth
is responsible for day-to-day monitoring of the One Care plans and their contract compliance. As
indicated above, the Contract Management Team, which includes representatives from
MassHealth and CMS, provides the forum for discussion and resolution of issues and review of
reports such as those from the customer call centers, monitoring reports submitted by the plans,
grievances and appeals, and quality improvement plans. Many of these issues relate to quality
monitoring processes and outcomes.

CMS developed a set of quality measures (referred to as core measures) that all
Medicare-Medicaid Plans must report. In addition, MassHealth developed a set of State-specific
measures that One Care plans are required to report. Plans are also required to collect additional
measures as part of their Medicare Advantage plan requirements and submit ongoing monthly
and quarterly reports that monitor compliance and other activities. Plans reported concerns about
the number of measures and the redundancy of some measures. They also reported on the
challenges of collecting the data, using the required formats and definitions, and the time
required to develop some of the reports for this demonstration.
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Section 8.4 provides a description of the quality management structures and measures for
the One Care demonstration.

2.3.4 Integrated Financing

All covered Medicare and Medicaid services are paid on a capitated basis. One Care
plans receive three monthly capitation payments from CMS and MassHealth. CMS makes
monthly payments reflecting coverage of Medicare Parts A and B services and a separate amount
reflecting Part D services. MassHealth makes a monthly payment reflecting coverage of
Medicaid services.

Although each plan receives three separate payments for services, they can blend these
payments internally to cover the mix and array of Medicare and Medicaid services provided, and
can leverage potential savings from one program to cover services in the other. They can also use
the flexibility afforded by capitated payments to develop new service delivery models (as one
plan did) or offer flexible benefits that meet the individual needs of members.

Section 7 provides more information on the integrated financing arrangements.

2.4 Successes

CMS, MassHealth and the One Care plans worked in partnership during
implementation. MassHealth and CMS worked collaboratively to integrate or align Medicare
and Medicaid policies and procedures for the One Care demonstration, including an integrated
set of benefits, integrated financing, a single set of performance and quality measures for
managing plan performance, and a range of other common standards and integrated rules for
implementing One Care. The CMT has played a critical role in supporting the success of the One
Care demonstration. The plans have acknowledged and appreciated the partnership with
MassHealth and CMS. A representative from one of the plans had the following comments:

I would add that the State has been really collaborative in this and I think a lot of
observers locally have found that has been a key difference in implementation of
this program relative to other types of programs. CMS, too, ...[has] been really
very collaborative working with the plans to meet their needs. ...they have been
incredibly responsive to us and able to make changes on the fly that I don’t know
we 've seen in other types of programs.

One Care plans strongly support the goals of the demonstration. They recognize the
value of providing an integrated set of benefits, coordination of LTSS and medical and
behavioral services, and the potential to improve beneficiary outcomes.

MassHealth placed a high priority on provider education, training, and outreach
activities. MassHealth contracted with the University of Massachusetts Medical School to
develop webinars, trainings, and learning collaboratives aimed at the provider community and
the broader public. These trainings and materials have been critical tools for sharing information
about One Care with providers and the public and for building and supporting a common vision,
mission, and understanding of the components of the demonstration among providers,
community-based organizations, beneficiaries, and other stakeholders.
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The integrated capitation payments allowed One Care plans to create new service
delivery options. One of the plans used the financial flexibility provided by the integrated
capitated Medicare-Medicaid payments to create new community support and crisis stabilization
units that allow One Care beneficiaries to receive services in a community-based setting rather
than be admitted to a hospital or other institution.

2.5 Challenges

The integration of eligibility and enrollment systems created significant challenges
for MassHealth and CMS. MassHealth had to commit significant time and resources to develop
Commonwealth-specific subsystems that would allow for successful interface and transactions
between MassHealth and the Medicare eligibility and enrollment systems. MassHealth expressed
the need for more training and a better understanding of the Medicare system; Medicare officials
had to learn new processes, policies, and systems underlying the Medicaid program.

The plans experienced, first hand, much of the complexity of integrating Medicare
and Medicaid functions. Although all three plans (or their parent company) had prior
experience with Medicare, they all cited challenges with learning the One Care “business” and
its reporting requirements as well as the Medicare requirements. One plan representative
commented that the demonstration represents not one plan, but four: one for Medicare Parts A
and B, one for Medicaid, one for One Care, and one for Medicare Part D. Regardless of whether
this representation is entirely accurate, it reflects some of the frustration the plans feel in meeting
multiple reporting requirements and understanding the different enrollment and disenrollment
policies and notices, the grievance and appeals systems, and the contract requirements of each
payer separately and for the One Care demonstration. As an example, One Care plans are
required to submit duplicate sets of encounter data to both CMS and to MassHealth, using
different formats to accommodate each reporting system.

The One Care plans had challenges during early implementation establishing
comprehensive provider networks and negotiating rates with providers. For the most part,
the One Care plans are small relative to other non-demonstration plans operating in the
Commonwealth. Their size limited the ability of One Care plans to negotiate with providers and
to influence their engagement in One Care. The plans worked to educate providers about the
special needs of this One Care population and the advantages the demonstration offers to
beneficiaries.

Medicare Part D processes remain largely unchanged. MassHealth officials indicated
that the inner workings of Medicare Part D remain largely unfamiliar to them and that Medicare
Part D continues to run as an independent program. Other than the coordination of enrollment,
financing, benefits, and other policies related to Part D have not been integrated into the
demonstration.

2.6 Preliminary Findings

Stakeholders reported that the amount of interagency and intra-agency
collaboration and communication within the Commonwealth, within the Federal agencies,
and across State and Federal boundaries in order to implement One Care was
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unprecedented. One Care implementation illustrates the depth, breadth, and complexity of
integrating the services and functions controlled by the two largest health care payers in the
country: the Federal Medicare program and the State-administered Medicaid program. This
required new interfaces between national and Commonwealth administrative systems that control
national and Commonwealth-specific eligibility and enrollment; the creation of new managed
care plans to coordinate and deliver a comprehensive array of medical, acute, and long-term
services and supports; and the alignment of many systems that historically have operated
independently (e.g., Medicare and Medicaid appeals; quality management and monitoring;
financing and payment).

A collaborative partnership between MassHealth and CMS was critical to successful
implementation. The CMT has been a critical vehicle for identifying issues, triaging decision
making, and resolving complex policy and administrative questions. The CMT provides a
platform for partnership with the One Care plans, and CMS and MassHealth are perceived as
willing and collaborative partners.

The notice of withdrawal of Fallon Total Care from the demonstration was a major
setback for One Care. Stakeholders interviewed immediately following Fallon’s announcement
to withdraw from One Care voiced deep disappointment about Fallon’s announcement and
expressed concern about the impact on its enrollees. Advocates were very motivated to be part of
the conversation and to have a transparent process for communicating this news and the choices
that would be available to Fallon enrollees and other stakeholders. They also worried that
Fallon’s withdrawal would be perceived as a failure of the demonstration despite the fact that
many had worked hard to achieve a successful demonstration.

All three One Care plans reported experiencing losses during the period covered by
this report. Challenges with the rate structure and concerns over expected losses deterred three
plans from participating before implementation.
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3. Eligibility and Enrollment

Highlights

e Ofthe almost 100,000 Medicare-Medicaid beneficiaries eligible for enrollment in One
Care, approximately 17,700 had enrolled as of July 2015.

e Although the majority of eligible beneficiaries live in counties where passive
enrollment is permitted (i.e., at least two plans serving a county), passive enrollment
has been limited by plan capacity. The Commonwealth has been phasing in enrollment
to accommodate plan capacity, starting with beneficiaries in the lowest need rating
category.

e Massachusetts conducted two surveys to understand factors influencing beneficiary
enrollment decisions. Respondents who opted out reported concerns about losing an
important provider or being satisfied with their current care. Those who voluntarily
opted in cited access to additional services, care coordination and better health care,
having a single health plan, and anticipated lower health care costs.

e The percentage of members whom the One Care plans could not locate to conduct
health risk assessments as of the 90th day of enrollment was substantial, ranging from
20 to 35 percent per quarter.

3.1 Introduction

This section provides an overview of the enrollment process for One Care. Members can
opt into the demonstration, be passively enrolled and then assigned to a plan (if there are at least
two plans available in the area), and, at any time, disenroll from a plan or opt out of the
demonstration. MassHealth staggered enrollment, particularly for those who were passively
enrolled, during the first year of the demonstration. This section also describes the phases of
enrollment and discusses the complexities of integrating the Medicare and Medicaid eligibility
and enrollment systems. Once members are enrolled or assigned to a plan, each plan is required
to locate members, contact them, and conduct an initial assessment. The challenges of finding
members are discussed. Data on those enrolled and those who opted out are also provided.

3.2 Enrollment Process

3.2.1 Eligibility

Individuals eligible for the demonstration are full-benefit Medicare-Medicaid enrollees
aged 21 to 64 at the time of enrollment who are enrolled in Medicare Parts A and B and eligible
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for Part D; and those who are eligible for MassHealth Standard or MassHealth CommonHealth. '
Individuals who turn 65 while enrolled in the demonstration may remain enrolled as long as they
continue to be enrolled in Medicare Parts A and B, are eligible for Medicare Part D and

MassHealth Standard, and have no other comprehensive private or public health insurance
(Memorandum of Understanding [MOU], 2012, p. 8).

3.2.2 Phases of Enrollment

Beneficiaries could opt into the One Care demonstration or be passively (automatically)
enrolled if they lived in a county where more than a single One Care plan operated.'” During the
passive enrollment process, eligible beneficiaries who have not otherwise opted into the
demonstration are assigned to a plan based on their prior use of services and providers in a plan.
Once assigned to a plan, beneficiaries are notified of the assignment and provided the
opportunity to disenroll or to change plans at any time.

The One Care demonstration started with an initial period of opt-in-only enrollment.
From January 2014 through December 2015, there were four phases of passive enrollment and
the continued opportunity for opt-in enrollment. During each enrollment phase, MassHealth and
CMS worked together to determine the number and groups of people to passively enroll.
MassHealth has also used its rating categories for the Medicaid component of the capitated rate
(Table 6) to stage enrollment.

Table 6
Medicaid rating categories

Facility Based Care (F1) Long-term facility stay of more than 90 days
Community Tier 3 (C3) Need for skilled nursing care and/or assistance with ADLs
+ C3B » With certain diagnoses (e.g., quadriplegia, ALS)
« C3A * All others
Community Tier 2 (C2) Chronic behavioral health diagnosis and high service need
+ C2B » With co-occurring substance abuse and serious mental illness
« C2A * All others
Community Tier 1 (C1) Not in F1, C3, or C2

ADLs = activities of daily living; ALS = amyotrophic lateral sclerosis (Lou Gehrig’s disease).

NOTE: The subcategories C2A, C2B, C3A, and C3B were added effective January 2014; this change was
anticipated and included in the three-way contract.

SOURCE: Three-way contract, 2013.

MassHealth Standard covers mandatory and optional State Plan populations. CommonHealth covers adults and
children with disabilities who are not eligible for MassHealth Standard because their income is too high.
Populations covered under MassHealth Standard and MassHealth CommonHealth both receive State Plan
services, either through direct coverage or premium assistance, or both.

The following categories of beneficiaries are not eligible for passive enrollment in MassHealth: people enrolled
in a Medicare Advantage plan, a Program of All-Inclusive Care for the Elderly, or a Medicare supplemental plan;
and those individuals turning 65 in the next 6 months (MOU, 2012, p. 8).
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In the first phase of passive enrollment, only those in the lowest rating category (e.g.,
people with the less acute care needs) were considered for inclusion in passive enrollment. In
subsequent phases of enrollment, all beneficiaries, except those who were nursing facility
residents, were included for passive enrollment. In the fifth phase of enrollment, only those in
Suffolk and Worcester were included in the passive wave of enrollment, and beneficiaries were
assigned to only one of the three plans; the other two plans did not participate in this phase of
passive enrollment. Table 7 shows the phases of enrollment in One Care.

Table 7
Phases of enrollment

Phase  Start date Eligible population Geographic area

1 10/01/2013  Opt-in only began. All demonstration counties.

2 01/01/2014 Passive: Persons in the lowest rating category (C1)  Passive enrollment: Hampden,
with less acute needs; assignment to plans based on ~ Hampshire, Suffolk, and Worcester

prior use of primary care services; all eligible can counties; opt-in enrollment: all
opt in. demonstration counties.
3 04/01/2014 Passive: Persons in all rating categories except for Passive enrollment: Hampden,

facility-based care (F1); assignment to plans based =~ Hampshire, Suffolk, and Worcester
on prior use of primary care, long-term services and  counties; opt-in enrollment: all
supports (LTSS) or behavioral health; all eligible can demonstration counties.

optin.

4 07/01/2014 Passive: Persons in all rating categories except for Passive enrollment: Hampden,
facility-based care (F1); assignment to plans based =~ Hampshire, Suffolk, and Worcester
on prior use of primary care, LTSS or behavioral counties; opt-in enrollment: all
health; all eligible can opt in. demonstration counties.

5 11/01/2014 Passive: Persons in all rating categories except for Passive: Suffolk and Worcester
facility-based care (F1); all eligible can opt in. counties; opt-in enrollment: all
Beneficiaries were assigned to only one plan during  demonstration counties.
this phase.

MassHealth and CMS worked with the plans to determine the volume of beneficiaries to
assign to each plan during each phase of enrollment. Both the plans’ capacity and desire to
increase the number of enrollees were taken into account when determining the number of
beneficiaries to passively enroll. A single plan wanted to increase enrollment early in the
demonstration to bring the model to scale sooner rather than later; a single plan chose to
participate in the auto-assignment process incrementally, declining to participate in some waves
of passive enrollment; another plan preferred smaller waves of enrollment. For a particular plan,
it was important to take a slower approach to get the right staff on board and to have time for the
significant learning curve associated with serving this new population.

For actual enrollment to align with plan targets, MassHealth and the plans had to consider
and estimate multiple factors, including the number of notices that would be returned as
undeliverable; the number of enrollees who might lose eligibility during the enrollment process;
and the number of members choosing to opt out of participation, disenroll, or choose a different
plan. Although MassHealth continued to learn with each phase of enrollment, estimating the
number of people who would actually be passively enrolled under each had been an ongoing
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challenge during the early periods of passive enrollment (State Data Reporting System [SDRS],
4th Quarter).

3.2.3 Impact of Passive Enrollment

Passive enrollment created many logistical, operational, and communication challenges
for MassHealth, the plans, and beneficiaries. The large volume of enrollees during the phases of
passive enrollment meant more cases requiring the time-intensive process of reconciling
enrollment data between MassHealth and CMS. Many of the early operational challenges
associated with integrating enrollment systems were resolved through the collaborative efforts of
MassHealth, CMS, the Medicare-Medicaid Plans, and stakeholders, or were diminished during
periods where passive enrollment did not occur.

Passive enrollment also created challenges for the One Care plans. During its initial
phases, plans had to bring many functions and staffing to scale within a short period of time.
MassHealth and CMS have worked to implement the process in a way that has been least
disruptive to the beneficiaries and the plans. All the plans appreciated the opportunity to work
with MassHealth and CMS to develop an individualized strategy for growth and scale.

For some beneficiaries, passive enrollment created suspicion and confusion. Beneficiaries
who were passively enrolled did not always know they had been enrolled in a new health plan
and were unfamiliar with the process of engagement and assessment.

The use of passive enrollment continues to be an area of discussion between MassHealth
and stakeholders. Stakeholders wanted the demonstration to grow more gradually and to allow
beneficiaries to affirmatively opt in rather than to be passively enrolled in a plan. Officials at
MassHealth believe it is a way to bring the model to scale, provide new benefits and services to
people in most need, and achieve improved outcomes for the greatest number of people. For
plans, passive enrollment provides a level of volume that supports investments in the
administrative and care coordination infrastructure necessary to implement the care model.

3.2.4 Integration of Medicare and Medicaid Enrollment Systems

MassHealth and CMS developed integrated enrollment materials for One Care. All
eligible Medicare-Medicaid beneficiaries were sent an opt-in enrollment packet that included a
cover letter, an enrollment guide (with tips for choosing a plan and ways to find out about a One
Care plan’s network, important phone numbers, and information about medications) and an
enrollment decision form. The enrollment guide described how MassHealth and Medicare were
offering an option for people with disabilities to get the full set of services provided by both
programs from a single plan. It described the services that will be covered, who can participate,
how to choose a One Care plan, how to sign up, and what will happen if you do or do not sign
up. In the March 2014 mailing to members, a Part D insert was created explaining more clearly
the implications for members’ Part D benefits. This latter adjustment was to clarify the meaning
of Part D disenrollment notices that beneficiaries received upon enrollment in One Care, which
were causing confusion and anxiety (SDRS, 2nd Quarter).

MassHealth contracts with Maximus to act as an enrollment broker and to provide
customer service. The enrollment broker prepares and manages mailings to potential enrollees;
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enrolls and disenrolls members in One Care through MassHealth’s and CMS’ enrollment
systems; and notifies One Care plans on the enrollment status. Enrollment in One Care requires
confirmation of eligibility for the demonstration, which in turn requires confirming that the
beneficiary meets Medicaid eligibility criteria as well as Medicare eligibility for Parts A, B,
and D.

The process of confirming Medicare eligibility requires matching the beneficiary’s
identifying information collected by Maximus with Medicare enrollment systems. However,
MassHealth and Medicare enrollment systems use different member name and date criteria to
confirm eligibility. InfoCrossing, which validates a beneficiary’s Medicare eligibility on behalf
of CMS, uses more stringent criteria to verify member information than does the Massachusetts
enrollment system. The inconsistent criteria cause enrollment transactions to be rejected. In some
instances of a mismatch on demographic data (e.g., name, date of birth), CMS authorized
MassHealth to bypass InfoCrossing in order to enroll beneficiaries known by MassHealth to be
Medicaid eligible.

To facilitate the enrollment process, MassHealth conducted specialized training for
Maximus call center representatives; developed internal escalation procedures to resolve issues;
and conducted public meetings to keep beneficiaries and stakeholders informed (SDRS, 3rd
Quarter). In collaboration with CMS, MassHealth worked with the State Health Insurance
Assistance Program (SHIP), known in Massachusetts as Serving the Health Insurance Needs of
Everyone (SHINE), to educate representatives and counselors on the One Care demonstration. '
MassHealth and One Care plans also coordinated health and enrollment fairs across the
Commonwealth to support in-person discussion and promote enrollment. Representatives from
SHINE were available to answer questions and to help with enrollment (SDRS, 1st Quarter,
2013).

3.2.5 Contacting and Locating Enrollees

During the enrollment process, beneficiaries may opt into the demonstration and choose a
One Care plan or be passively enrolled and assigned to a One Care Plan. Once a member is
enrolled in a plan, the plan is required to contact him or her and conduct an initial assessment
within 90 days of the beneficiary’s enrollment date. During the initial enrollment phases, plans
were actively engaged in trying to contact members.

All three One Care plans have had difficulty locating enrollees to conduct the initial
assessments, particularly those who had been passively enrolled. Plan representatives attributed
some of these challenges to the population served by One Care, which includes a high prevalence
of those with behavioral health needs and those experiencing homelessness. In other cases, these
challenges were attributed to incorrect or changing addresses and phone numbers. Some
beneficiaries reportedly were wary of being contacted by an unknown or unfamiliar organization,
did not want to be contacted, or did not understand why they were being contacted.

16 CMS has provided funding opportunities for States participating in the Financial Alignment Initiative to support

outreach and counseling activities through SHIP and the Aging and Disability Resource Centers for beneficiaries
eligible for the demonstrations. Awards are for a 3-year period beginning with the date of the award.
Massachusetts received $250,000 in March 2013.
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During implementation, CMS provided additional guidance on how plans were to report
this information. Specifically, CMS clarified that plans should report the number of members
they were unable to locate after three attempts; and that they should document each attempt to
locate the member, including the method used. They also encouraged the plans to continue
beneficiary outreach after three unsuccessful attempts and to try to reach members via multiple
methods, including phone, mail, or email; and to work with community organizations, network
providers, and others to determine accurate contact information and promote member
engagement (CMS, March 6, 2015).

Table 8 shows the percentage of members that the plans were unable to locate throughout
the first five quarters of implementation. The percentage that they were unable to locate within
90 days has fluctuated from a low of 20 percent in the fourth quarter of 2014 to 35 percent in the
third quarter of 2014 and has varied by plan.

Table 8
Percentage of members that One Care plans were unable to locate following three
attempts, within 90 days of enrollment, by quarter

Quarter CY 2014 CY 2015
Ql 28.6% 27.9%
Q2 26.6% —
Q3 35.0% —
Q4 20.0% —

— data not available.

SOURCE: Excel spreadsheet 2015 06 15 MassHealth Tool Calculations 6-15-2015.

The challenges of finding enrollees made it difficult for plans to complete assessments in
a timely manner (see Section 4). A representative from one of the One Care plans had these
comments:

We had 90 days to get that assessment done but sometimes finding them, we’d go
to a parking lot thinking we were going to the home, so the address is wrong. So
finding those individuals, finally getting them to do the assessment, complete it
and submit it [is challenging] ...

Plans reported that the effort, staff time, and cost of trying to contact members,
particularly in the population served by One Care, was not anticipated and contributed to higher-
than-anticipated administrative costs, particularly in the early months of implementation.

MassHealth, CMS, One Care plans, and stakeholders worked collaboratively to share
creative approaches for finding members and conducting outreach and education about One
Care. Early in the demonstration, MassHealth identified strategies to increase awareness of the
demonstration among behavioral health and other providers.

MassHealth participated in several outreach sessions targeting the behavioral health
audiences to explain the One Care model and answer questions. Many of these providers have
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been supportive of the One Care plans and have been invaluable in working with the plans to
find hard-to-reach members. MassHealth also participated in events sponsored by Boston Health
Care for the Homeless (BHCHP) and worked with BHCHP to increase awareness of One Care
and to facilitate the eligibility verification and enrollment process. BHCHP also worked directly
with the plans to locate hard-to-reach members (SDRS, 3rd and 4th Quarters).

The One Care plans also tried new ways to reach out to members. A One Care plan
representative described some of the approaches used:

We found in the beginning, especially with large numbers and auto assignment,
and even with opt-in enrollment, people may be...a little bit skeptical, concerned
about why we ’re reaching out, why we wanted to meet with people face-to-face
and do an assessment, etc. So we 've learned ways to do that, to reach out to
people early in the month. ...We go to shelters, to workshops, Dunkin’ Donuts,
wherever people are and are comfortable seeing us, our outreach team will reach
out to them.

In fall 2014 MassHealth also implemented a provider communication plan to educate
providers about One Care so they would consider contracting with these plans or educate their
patients about the benefits of joining One Care. Other strategies included a direct mailing to
providers; an email to providers; and information for provider associations to include in
newsletters, bulletins, and updates to their members. They also placed ads in journals targeting
primary care and behavioral health providers. MassHealth has continued to have discussions
during its open meetings about options for increasing enrollment and retention in One Care
(SDRS, 6th Quarter).

CMS was also able to make Medicare claims available to the plans so they can better
identify enrollee-provider relationships and locate hard-to-reach members. In addition,
MassHealth and CMS continued to adjust the passive enrollment process to enroll individuals
with known relationships with providers in a plan’s network (SDRS, 4th Quarter).

3.2.6 Enrollment Decisions

The Early Indicators Project, a collaboration among MassHealth, the Implementation
Council, and the University of Massachusetts Medical School, conducted a telephone survey of
One Care beneficiaries to assess perceptions and experiences during the initial enrollment period.
A total of 300 beneficiaries were surveyed, representing three groups: beneficiaries who opted
into the demonstration, beneficiaries who opted out, and beneficiaries who had not yet made a
decision about enrollment. Of the 125 beneficiaries surveyed who chose not to enroll into One
Care, 76 percent said they had opted out of participation because they were happy with their
health care and One Care would not be as good; 69 percent indicated that they would lose an
important provider; and 56 percent thought they would lose an important service. Among those
concerned about losing an important service, 79 percent had concerns about losing access to a
primary medical provider, such as a doctor or nurse practitioner; and 56 percent were concerned
about losing a behavioral health or mental health provider (Henry et al., n.d.).

A later Early Indicators Project survey, conducted June 2014 to January 2015, was
designed to capture member experiences and perceptions during the first months they were
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enrolled in One Care (Henry et al., 2015). See Section 5, Beneficiary Experience, for more
information on this survey. The survey asked questions of those who had opted into the
demonstration and those who had been passively enrolled. Of those who opted in, most found it
easy to choose a plan (82 percent) and to enroll (87 percent); their primary reasons for enrolling
were to get better health care (61 percent), additional services (51 percent), or better dental care
(48 percent); to have one health plan rather than two (45 percent); to lower their costs for health
care (36 percent); or to get a care coordinator (34 percent) or an Independent Living and Long-
Term Services and Supports (LTS) coordinator (25 percent). The survey found that members
who had opted into One Care “understood and were motivated to enroll by some of the unique
features offered by One Care” (Henry et al., p. 21).

In some cases, it appears that beneficiaries are choosing to enroll for a short time only.
Because beneficiaries may enroll and disenroll on a monthly basis, some plans reported that
beneficiaries join the plan to get an additional benefit (e.g., dental) and then disenroll to go back
to their preferred provider. For the plans, a disenrollment becomes a lost investment. A One Care
plan representative explained the plan’s problem:

Retention is so imperative in this program because again, when people come onto
the program that’s when you get the most expensive. They usually go in for all the
new treatments, all effort and work and resources into the MDS and assessments
and so on. Therefore, the longer we retain then the better in terms of our
financials.

3.3 Summary Data

As of January 1, 2015, approximately 17,900 beneficiaries were enrolled in the One Care
demonstration, representing about 19 percent of the eligible population. The distribution of
members by counties is displayed in Table 9. The counties with the highest penetration of
enrollment (Hamden, Hampshire, Suffolk, and Worcester) are also the counties where there were
at least two plans operating and where beneficiaries were passively enrolled.

MassHealth reported that they did not have a specific enrollment goal for the
demonstration. About half of the beneficiaries lived in counties with only one plan (Essex,
Franklin, Middlesex, Norfolk, and Plymouth). As of July 1, 2015, approximately 17,670 were
enrolled in the demonstration out of a total of 99,617 eligible beneficiaries (17.7 percent).
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Table 9
Enrollment by county as of January 1, 2015

County Eligible Enrolled Percent enrolled
Essex 14,386 931 6.5%
Franklin 2,045 72 3.5%
Hampden' 14,835 4,851 32.7%
Hampshire! 2,568 537 20.9%
Middlesex 17,699 1,235 7.0%
Norfolk 7,241 529 7.3%
Plymouth 6,825 419 6.1%
Suffolk! 15,198 4,170 27.4%
Worcester! 14,869 5,123 34.4%
Total 95,666 17,867 18.7%

! Counties with two or more plans.

SOURCE: MassHealth, Enrollment Report, January 2015.

3.4 Successes

Faced with the unexpected level of difficulty of finding and engaging members,
MassHealth, CMS, and the plans worked collaboratively to develop various strategies to
locate and contact enrollees. Early in the demonstration, MassHealth, the One Care plans, and
other stakeholders realized that finding and contacting beneficiaries, particularly those who were
homeless or transient, in the One Care demonstration was difficult. These stakeholders worked
collaboratively to share information and creative approaches to find and contact members,
including using medical and pharmacy claims data, and tracking enrollees through emergency
department usage. To reduce reluctance or apprehension on the part of some beneficiaries to
engage in the enrollment process, some plans met enrollees in a variety of locations, including
shelters, workshops, and other locations outside of their homes.

MassHealth and CMS worked with the plans to manage passive enrollment volume
to meet plan capacity. MassHealth and CMS recognized the need to tailor the assignment of
beneficiaries during passive enrollment to align with the goals and capabilities of the plans. This
approach allowed the plans to enroll members in a manner consistent with their goals for
participation in the demonstration. This was particularly important because the plans had to make
considerable investments in new infrastructures and administrative systems to meet the
requirements of One Care.

Beneficiaries who opted into the demonstration were motivated to join by the
benefits or other features of the demonstration. A survey of enrollees found that the primary
reasons for enrolling were to get better care (61 percent), additional services (51 percent), and/or
lower costs (36 percent). Other enrollees wanted to get a care coordinator (34 percent) or an LTS
coordinator (25 percent). Most members who opted in found it easy to do so.
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3.5 Challenges

Although plans have made some progress, the total percentage of enrollees who the
plans were unable to locate remained high. As of the first quarter of 2015, the percent of
enrollees not able to be located was 28 percent. The plans and MassHealth officials noted that
enrollee contact information provided to the plans by MassHealth was not always current,
especially for enrollees who were homeless or transient. Plans reported their greatest difficulty in
reaching enrollees occurred during passive enrollment periods.

The plans had challenges developing internal capacity needed to meet the
demonstration’s requirements related to early enrollment and assessment processes. The
waves of passive enrollment strained the plans and their ability to locate and assess enrollees in a
timely manner. Many beneficiaries who were passively enrolled (e.g., people who were
homeless) had not previously had prior contact with the health care system. The plans did not
anticipate the additional time, resources, and costs associated with finding and contacting
members.

Plans reported that allowing beneficiaries to enroll and disenroll on a monthly basis
limited the plans’ ability to manage care and positively impact long-term outcomes. Some
plans reported that some beneficiaries enrolled in the demonstration to get a new benefit (e.g.,
dental) and then disenrolled in order to return to a regular provider. This was very disruptive to
the plans, their financial planning, and their ability to provide comprehensive care management.

3.6 Preliminary Findings

MassHealth staff had to devote significant time and resources to align the
MassHealth eligibility and enrollment systems with those of CMS and its contractors.
MassHealth needed to develop multiple manual subsystems to successfully process enrollments
and disenrollments. As of July 1, 2015, the interface issues had not been fully resolved.

The small number of plans participating in the demonstration limited the scale and
reach of the demonstration. Enrollment in the demonstration was low—about 18 percent of
eligible beneficiaries. Fewer plans than expected participated in the demonstration resulting in
fewer choices for beneficiaries. Plans also chose different strategies for growth, with one plan
seeking incremental growth over time. In counties where only one plan operated, the enrollment
rate was under 10 percent. In counties with two or more plans, enrollment never exceeded 32
percent.

The One Care experience illustrates the challenges associated with passive
enrollment for vulnerable populations. From the perspective of MassHealth officials, passive
enrollment was a necessary and important component of the demonstration to bring the model to
scale, meet the growth strategies of the plans, and achieve the greatest impact on the most
people. MassHealth, CMS, and the plans also found it important to employ multiple phases of
passive enrollment and to take into consideration the plans’ capacity, initial performance, and
growth strategies as part of this process. Passive enrollment also provided the volume necessary
for plans to invest in the administrative and other infrastructure necessary to support the care
coordination and other components of the care model. On the other hand, passive enrollment
created unexpected challenges to plans in staffing, locating enrollees and conducting
assessments.
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4. Care Coordination

Highlights

e Care coordination was widely viewed as a valuable service for connecting
beneficiaries to new and existing services, especially because many beneficiaries did
not have access to care coordination as a covered service before One Care.

e Plans found during implementation that there was no “one size fits all” model for
delivering care coordination to One Care beneficiaries because of enrollees’ diverse
needs and individual preferences.

e Some beneficiaries reported duplicative or multiple levels of coordination, resulting in
a lack of clarity for beneficiaries around respective roles and responsibilities of
different individuals coordinating their care.

e One Care was designed with stakeholder input to have community-based coordinators
connect beneficiaries to long-term services and supports (LTSS). Although the
Independent Living and Long-Term Services and Supports (LTS) coordinator role has
been broadly supported, implementation has been challenging for MassHealth, plans,
and providers.

4.1 Care Coordination Model

The use of care coordinators, clinical care managers, and community-based LTS
coordinators are central features of the One Care model. For medical and behavioral health
services, plans must offer care coordination to all enrollees through a care coordinator or, for
members with complex needs, a clinical case manager. Enrollees needing LTSS are offered an
LTS coordinator as a resource to help identify and coordinate those services. The One Care plans
are required to contract with community-based organizations (CBOs) to provide the LTS
coordination service, as described in this section. The care coordination components of the
demonstration represent new services for this population; prior to the One Care demonstration,
enrollees had limited, if any, access to care coordination services. This section provides an
overview of the demonstration requirements related to the care coordination function, including
assessment processes; use of Integrated Care Teams (ICTs) and the development of
individualized care plans (ICPs); delivery of care coordination services; and the role of the LTS
coordinators for enrollees needing LTSS.

4.1.1 Assessment

One Care plans must complete a comprehensive in-person assessment within 90 days of
an enrollee’s effective enrollment date, or whenever the enrollee experiences a major change that
is not temporary or episodic, impacts more than one area of health status, and requires
interdisciplinary review or revision of the care plan (three-way contract, 2013, p. 46). Initially,
plans were required to complete in-person reassessments annually, but this requirement was
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modified, as discussed in this section, to allow for some telephone reassessments. Although there
is no required assessment tool, One Care plans must assess for the 21 required domains outlined
in the three-way contract. Domain examples include medical and behavioral health conditions,
functional status, employment and housing needs, care giver supports, food security, and
transportation needs (three-way contract, 2013, pp. 46-9). Each plan developed its own
assessment instrument covering these domains.

As part of the rate methodology for determining the Medicaid component of the capitated
payment to the MMPs, all enrollees were assigned to one of four principal rating categories. The
different rating categories were based on need for facility versus community care, level of
nursing or activities of daily living (ADL) needs, and certain diagnostic criteria. Beginning
January 2014, two of the four rating categories (C3 and C2) were divided into subcategories to
more accurately reflect the intensity of service need. The One Care rating categories are defined
in Table 10. For new enrollees, MassHealth assigns a rating category based on available claims
data.

Table 10
Definitions of One Care rating categories

Rating
category Tier Definition
F1 Facility-based care Enrollee with a stay exceeding 90 days in a skilled nursing facility,
nursing facility, chronic hospital, rehabilitation, or psychiatric
hospital.
C3 Community Tier 3 — High Enrollee who has daily skilled need; two or more activities of daily
community need living and 3 days of skilled nursing need; and individuals with four
or more ADL limitations.
C3B! Community Tier 3 — Very high  Enrollee meets the criteria of Community Tier 3 and has a diagnosis
community need of quadriplegia, ALS, muscular dystrophy, or respirator dependence.
C3A! Community Tier 3 — High Enrollee meets criteria of Community Tier 3 and does not have
community need diagnoses of people in C3B.
C2 Community Tier 2 — Community Enrollee has chronic and ongoing behavioral health diagnosis that
high behavioral health indicates a high level of service need.
C2B! Community Tier 2 — Community Enrollee meets the Community Tier 2 criteria and has co-occurring
very high behavioral health diagnosis of substance abuse and serious mental illness.
C2A! Community Tier 2 — Community Enrollee meets the Community Tier 2 criteria but does not have
high behavioral health diagnoses or characteristics of C2B.
Cl Community Tier 1- Other Enrollee does not meet F1, C2, or C3 criteria.

ADL = activity of daily living; ALS = amyotrophic lateral sclerosis, often referred to as Lou Gehrig’s disease.
! Rating categories implemented as of January 1, 2014,

SOURCE: Three-way contract, 2013.

Depending on an enrollee’s assigned rating category, plans are required to complete an
additional assessment using the Minimum Data Set-Home Care (MDS-HC), a proprietary
clinical screening instrument. The MDS-HC assesses key domains of function, health, and
service use and must be completed in—person by a registered nurse. Note that the MDS-HC is
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different from the Minimum Data Set (MDS 3.0) nursing facility assessments mandated by
CMS. MDS 3.0 data are used for the quantitative analysis in this report. The MDS-HC is used to
assign a rating category for the enrollee that determines the level of payment to the plan. The
MDS-HC is required for all enrollees except those assigned to a C1 rating (the rating for those
with the lowest care needs, see Table 10); the MDS-HC is required for enrollees assigned to the
CI rating only when a plan requests a change to a different rating category (three-way contract,
2013, p. 51). By contract, the MDS-HC must be completed within 6 months of enrollment for
enrollees assigned to the C2 ratings; it must be completed within 90 days of enrollment for
enrollees assigned to the C3 rating categories.

Although contract requirements for the comprehensive assessment and MDS-HC differ,
plans reported that in practice they complete the MDS-HC for all initial enrollees, including
those assigned to the C1 category, at the same time as they completed the comprehensive
assessment. This practice began shortly after implementation because plans found that historical
claims data used by MassHealth to initially assign the C1 rating did not always reflect the true
level of need for those enrollees; consequently, it was advantageous to plans to complete the
MDS-HC so that a different rating category could be established that more accurately reflected
the costs of serving those enrollees. The financial implications of serving higher cost enrollees
initially assigned to the C1 rating is discussed in Section 7, Financing and Payment. For
efficiency, one plan reported modifying its comprehensive assessment tool to cover only those
required domains not already captured by the MDS-HC.

It has sometimes been challenging for One Care plans to complete initial assessments
during the required timeframes, in part due to a lack of capacity during periods of high volume
brought about by passive enrollment. Plans are required to report the percentage of members
who have their assessment completed within 90 days of enrollment, including completion rates
for enrollees who could be located and who were willing to participate in the process. Table 11
reflects data for all plans and shows that rates for completing initial assessments increased during
implementation of the demonstration. In the first calendar quarter of 2014, 56 percent of new
enrollees had an assessment completed within 90 days; by the fifth quarter of the demonstration
period, this result had increased to 84 percent of new enrollees who had timely assessments.
Plans reported that that their ability to conduct timely assessments gradually improved but
acknowledged the challenges of meeting the 90 day benchmark, particularly during early phases
of high volume passive enrollment. As the table shows, plans completed timely assessments at
lower rates during the periods of high enrollment (e.g., the first and third quarters of 2014).

As discussed in Section 3, Eligibility and Enrollment, One Care plans also had difficulty
locating members. Even when located, some members were not willing to participate in the
required assessment. To clarify the plans’ reporting requirements, CMS issued guidance in
March 2015 defining when an enrollee could be considered “unwilling to participate in an
assessment.” That category included enrollees who affirmatively declined to participate; those
who were willing but asked for the assessment to be completed after 90 days; enrollees who were
willing to participate but rescheduled the date, did not show up, or were subsequently non-
responsive; and enrollees who agreed to the assessment but declined to answer most questions
(CMS, March 6, 2015).

37



Annual Report: One Care: MassHealth plus Medicare

Table 11
Total percentage of enrollees whose assessment was completed within 90 days of enrollment

Assessment completed within 90 days of enrollment %
Total number of enrollees whose

Calendar  90th day of enrollment occurred All enrollees willing to participate and
quarter within the reporting period All enrollees who could be located
2014
Ql 7,469 34.1% 55.8%
Q2 3,973 34.7% 56.8%
Q3 6,338 34.9% 59.9%
Q4 890 57.8% 92.9%
2015
Ql 1,389 53.4% 84.3%

NOTE: Data are preliminary and have not been reconciled. Total number of enrollees reported on Table 11 differ
slightly from those reported on Table 12 due to variation in the timing of when the data were actually submitted for
the different measures. Plans receive updated information periodically about a member’s enrollment status, so
enrollment values can change for the same reporting period when they are pulled from the plan’s systems at
different times.

SOURCE: Medicare-Medicaid Plan-reported data for Core Measure 2.1,'” MassHealth Tool Calculations as of
December 15, 2015.

All One Care plans contracted with external vendors to conduct assessments, particularly
during early implementation. One plan continued to rely on several different vendors, though it
was still working toward the goal of completing assessments in-house with its own staff. Another
plan reported that it still relied on a vendor primarily for completing required reassessments. The
demonstration was designed to have the care coordinator participate in comprehensive
assessments for care planning. Plans reported that this level of participation was always the goal,
but that it was not always practical on the ground, especially if the assessment was completed by
a contracted provider and not by the plan itself. Some stakeholders expressed concerns around
the use of external vendors, questioning whether critical information was lost as part of the hand-
off back to the plan.

In addition to initial assessments at the time of enrollment, plans are also required to
complete annual reassessments of all enrollees (three-way contract, 2013, p. 46). In June 2015,
MassHealth and CMS issued new guidance modifying some of the requirements regarding the
reassessment process (Presentation at Open Meeting, June 8, 2015). A key change permitted
plans to perform telephonic reassessments for enrollees assigned a C1 category, reducing the
number of in-person assessments required of plans. In light of the challenges they faced in
meeting assessment timeframes, plans viewed this as a favorable change that illustrated the level
of collaboration with MassHealth and CMS to address implementation challenges encountered
during the demonstration.

17" The technical specifications for core measures are provided in the Medicare-Medicaid Capitated Financial
Alignment Model Core Reporting Requirements document, which is available at
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-
Medicaid-Coordination-Office/Financial AlignmentInitiative/InformationandGuidanceforPlans.html.
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4.1.2 The Care Planning Process

The ICT

One Care plans are responsible for establishing an ICT to coordinate the services needed
by the enrollee. A primary responsibility of the ICT is to work with the enrollee to develop,
implement, and maintain an ICP. One Care plans must arrange to form and operate an ICT that
respects the enrollee’s needs and preferences. The ICT must consist of at least the enrollee’s
primary care physician (PCP); a behavioral health clinician, if indicated; the care coordinator or
clinical case manager; and if applicable, the LTS coordinator (three-way contract, 2013, p. 29).
Enrollees may also choose to have other individuals, such as family members or informal
caregivers, as part of the ICT. In practice, plans have operationalized these requirements in
different ways.

All One Care plans emphasized the role of the enrollee in developing the size and
composition of the ICT. Plans reported that there was no single “one size fits all” approach that
met the needs of all One Care enrollees. This was echoed by others, including stakeholders and
MassHealth. As an official from MassHealth explained:

There’s a perception out there that you must have a primary care physician, an
LTS coordinator. Certain people think that an ICT team doesn’t work unless you
have xyz’ on that team. What we ve had to reinforce over and over and over
again is member-driven decision making. The member gets to choose who he or
she wants on their team.

Some plans reported modifying their approach to developing the ICT based on
information learned during early implementation. One plan reported that it learned that One Care
enrollees did not always want, nor necessarily need, a full complement of people on their care
team. The plan modified its original “full team for all” approach and started with a smaller team,
with the enrollee and the clinical care manager working together to build the right care team.
Although the enrollee was offered a full range of supports, the final team was driven by enrollee
choice. As the plan noted:

1 think it sounds great when everyone’s talking about ‘we want all these people to
sit around a table and have an ICT,’ but for the member, that’s a lot... You always
have that fine line of trying to coordinate to have this robust discussion, but at the
same time folks have been much slower to get to the comfort level.

There are no reporting requirements specific to the ICT to determine the extent to which
enrollees, PCPs, or other providers participate on, or otherwise engage with, the ICT. In practice,
MassHealth and the plans have emphasized an individualized design for the ICT. Beneficiary
feedback regarding a team approach to the provision of care has been mixed. Some individuals
who participated in the focus groups conducted by the RTI evaluation team reported that they
felt as if they were part of a team; others reported confusion regarding the number and specific
roles and responsibilities of people involved in their care. Some participants reported
communication among their providers was working well; others reported little if any
communication among their primary care, specialists, and plan. At least one participant noted
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that although there was communication among providers, it was not a “fluid, natural team
approach.” Results from the focus groups are described in Section 5, Beneficiary Experience.

The Individualized Care Plan

The ICT develops an ICP for each enrollee based on the results of the comprehensive
assessment. The ICP must be developed under the direction of the enrollee, and the enrollee must
be at the center of the care planning process (three-way contract, 2013, p. 51). Among other
requirements, the ICP must reflect the enrollee’s preferences and needs; it must include a
prioritized list of the enrollee’s concerns, goals, and strengths, and a plan for addressing concerns
or goals. The ICP must also identify how services and care will be integrated and coordinated
across health care, community, and social services providers.

As part of the demonstration, MassHealth required plans to track and report data on care
plan development. Those data (see Table 12) show that the percentage of enrollees with a care
plan developed within 90 days of enrollment increased every quarter; for enrollees willing to
participate and who could be located, the percent of completed care plans within 90 days of
enrollment increased from 33 percent in Quarter 1 to 65 percent in Quarter 5.

Table 12
Total percentage of enrollees who had a care plan completed within 90 days of enrollment

Care plan completed within 90 days of enrollment %

Total number of enrollees whose

Calendar 90th day of enrollment occurred All enrollees willing to participate
quarter within the reporting period All enrollees and who could be located

2014

Q1 7,447 18.0% 23.7%

Q2 3,977 25.8% 41.0%

Q3 6,330 24.8% 39.3%

Q4 886 37.0% 59.1%
2015

Q1 1,398 48.1% 65.2%

NOTE: Data are preliminary and have not been reconciled. Total number of enrollees reported on Table 12 differ
slightly from those reported previously on Table 11 due to variation in the timing of when the data were actually
submitted for the different measures. Plans receive updated information periodically about a member’s enrollment
status, so enrollment values can change for the same reporting period when they are pulled from the plan’s systems
at different times.

SOURCE: Data reported by Medicare-Medicaid Plans for State-Specific Measure 1.1, as of December 15, 2015.

Figure 1 indicates that of enrollees who had a care plan developed, a large majority had
at least one documented discussion of a care goals. This particular measure is used to compute a
quality withhold (see Section 7, Financing and Payment). These data suggest that although One
Care plans were challenged to develop care plans within 3 months of enrollment, enrollees had
opportunities to discuss their care goals.

In a MassHealth-sponsored Early Indicators Project survey of One Care enrollees
conducted from June 2014 through January 2015, two thirds (63 percent) of survey respondents
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reported that someone from One Care met with them to assess their medical and other needs, but
only slightly more than one-third (38 percent) reported having an ICP. Specific to their ICP, over
one-third of respondents reported they did not know or were not sure if they had an ICP (35
percent) and a quarter of respondents (24 percent) reported that they did not have an ICP (Henry
et al., 2015). These survey responses suggested that although One Care was designed to place
enrollees at the center of the care planning process, enrollees may not have been engaged in or
may not have understood the care plan development process. See Section 5, Beneficiary
Experience, for additional information.

Figure 1
Average percentage of enrollees with a care plan developed who had at least one
documented discussion of care goals

0o,
96.5% 96.8%
95.4%
I ]
'14 Quarter 2 14 Quarter 3 14 Quarter 4 '15Quarter 1

NOTE: Percentages presented in this figure represent the average percentage of this measure across CCA, Fallon,
and Tufts.

SOURCE: Compiled from data reported by Medicare-Medicaid Plans for State-specific Measure 1.2 as of December
15,2015.

Care Coordination at the Plan Level

Plans are required to offer care coordination to all enrollees through a care coordinator or
a clinical care manager if the person has certain complex needs (three-way contract, 2013, p. 32).
The care coordinator acts as the enrollee’s single point of contact with the One Care plan and the
ICT. The care coordinator is expected to ensure that ICT meetings and calls are held
periodically, monitors the provision and outcomes of services, and ensures that mechanisms are
in place for communication with the enrollee to receive input and complaints (three-way
contract, 2013, p. 31). Each plan developed its own approach to organizing and staffing care
coordination.

Approaches to organizing and staffing care coordination. One plan assigned a

medical nurse care manager to an enrollee, paired with a non-licensed individual, to act as the
points of contact for the enrollee. Another plan created different levels of care coordination
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based on the complexity of need reflected by the enrollee’s assigned rating category. Because of
the high number of individuals with behavioral health needs served by One Care, all plans noted
the importance of addressing behavioral health needs in the care planning process.

One plan found that an interdisciplinary care team internal to the plan composed of social
care management, medical care management, and behavioral health care management allowed
for better cooperation in managing enrollees with comorbid conditions. The team was co-located
and often co-managed cases. Some plans modified care coordination design during
implementation based on the needs of the One Care population. For example, one plan
implemented a single model for providing intensive care management to enrollees with complex
behavioral health needs without differentiation based on medical needs. The plan changed its
approach during implementation because it found that the care coordination needs of enrollees
with complex behavioral problems who were otherwise medically stable differed from those of
enrollees who had complex behavioral and medical needs.

Only one plan delegated any of its care coordination responsibilities to outside entities.
This plan described delegation as being consistent with its overall mission of developing and
building community support structures with the capacity and expertise to meet the requirements
of members with behavioral health needs. The plan estimated that approximately 20 percent of
its enrollees received care coordination services from primary care providers or behavioral health
organizations. The plan found it advantageous to contract with organizations that already served
One Care enrollees and to build on relationships that already existed. Reportedly, the plan and
the external organizations found it more challenging than they initially expected to provide
comprehensive care management services, particularly for the complex needs of the One Care
population. As a result, the plan increased its reimbursement rates to contracted organizations
and provided coaching to ensure that staff had the skills needed to integrate and support both
medical and behavioral health needs. For example, the plan worked with behavioral health
providers on approaches to improve influenza immunization rates, blood pressure control, and
diabetes care. The plan and its contracted providers established learning collaboratives and
worked closely together to share best practices.

Plans are required to report to the ratio of care coordinators to enrollees as part of core
reporting requirements. The average across all plans for calendar year 2014 was 96 enrollees per
one full-time equivalent (FTE) care coordinator. The ratio for individual plans ranged from 61 to
147 enrollees per FTE care coordinator.

Strategies and goals. Plans reported that care coordinators were able to link enrollees to
new services and identify and address unmet needs through existing resources that the enrollee
was not aware of and did not know how to access. Plans provided several examples, including
the following:

One of the early people we saw was a woman who's quadriplegic living with her
mother in public housing.... the head of the bed was being held up by a chair or
something because it was broken. They didn’t speak English, didn’t know how to
access a vendor. Their physician didn’t know how to get them services. They were
borrowing or getting donated supplies from neighbors and friends. They could
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have gotten that if they knew and understood the system, but what we do a lot of
times is pave the way for people to access [needed services].

Some focus group participants reported improved access to services under One Care,
with care coordinators connecting them to needed services such as dental and behavioral health
services. One beneficiary reported accessing help was “just a phone call away” (see Section 5,
Beneficiary Experience).

As part of the care coordination function, all plans have developed strategies for
supporting enrollees during transitions between community-based care services and inpatient
hospital admissions, including enrollees hospitalized for behavioral health. Examples of these
strategies include meeting with the hospital discharge team, providing home visits or intensive
telephonic support, and ensuring community supports were in place prior to discharge. As
discussed later in Section 8.4, Overview of Quality Structures and Processes, plans are required
to report the percent of enrollees discharged from an inpatient facility to home who had a
transition record transmitted within 24 hours of discharge to their family and physician.

Coordination of benefits not covered by One Care. One Care did not include targeted
case management services and rehabilitation option services as covered benefits under the
demonstration. Targeted case management continued to be provided through the Department of
Mental Health (DMH) and the Department of Developmental Services, and rehabilitation option
services continued to be provided through DMH. Although not included as a covered benefit
under One Care, targeted case management services are intended to be coordinated with the rest
of the enrollee’s care, with targeted case managers participating as part of the care team for
coordination of services. DMH officials reported overall satisfaction with the degree of
coordination between Medicare-Medicaid Plans (MMPs) and targeted case managers, noting that
with the enrollee’s permission, targeted case managers were engaged as part of the ICT and
helped link enrollees to other mental health services not included as part of One Care. DMH
officials expressed strong support for this model, reporting that the roles of the plan care
coordinators and DMH’s targeted case managers differed in several ways, including skill sets
and scope of responsibility. As examples, DMH officials noted that care coordination under One
Care generally offered a greater degree of clinical expertise than did targeted case management;
they also noted that targeted case managers were able to provide an intensity of service required
in some cases that an MMP would not be expected to provide (e.g., in forensic situations).
Overall, DMH officials expressed strong support for the opportunities provided by One Care to
further integrate care for individuals with behavioral health needs.

4.2 LTSS Coordination and the Role of the LTS Coordinator

Before One Care, most enrollees received Medicaid services through a fee-for-service
system. Medicare-Medicaid beneficiaries had not been not included in other Medicaid managed
care initiatives. Many One Care beneficiaries were also not eligible for existing 1915(c) home
and community-based (HCBS) waivers; One Care also excluded individuals receiving HCBS
waiver services from enrolling in the demonstration.'® As a result, many One Care enrollees did

'8 HCBS waivers in Massachusetts include waiver services targeted for individuals with intellectual disabilities,
acquired brain injury, frail elders, children with autism and waivers related to its Money Follows the Person
demonstration.
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not have access to the full range of LTSS—such as home modifications, peer support, and non-
medical transportation services—before the demonstration. Before One Care, personal care
services were available under the Medicaid State Plan only through a consumer-directed model.
The design of One Care expanded options for personal care to include receipt of personal care
and homemaker services through agency providers.

4.2.1 LTS Coordinator Service Organizations

The role of the LTS coordinator under One Care is provided by CBOs, which include
Aging Service Access Points (ASAPs), Independent Living Centers (ILCs), and Recovery
Learning Communities (RLCs). The ASAPs were established by Massachusetts legislation as
part of the network of elder services providers responsible for providing information and referral
as well as other services related to the delivery of home and community based services. The
ILCs provide services such as advocacy, information and referral, and skills training to
individuals with disabilities to help them live independently in the community. The RLCs are
consumer-run networks that provide advocacy, information and referral, and peer support that
focus on recovery and wellness for individuals with behavioral health needs. Legislation passed
in Massachusetts codified the requirements for the provision of an independent community care

coordinator and the role of the LTS coordinator in assessment and care planning (M.G.L.,
Ch. 118E, 9F(b)(1)).

Consistent with “conflict-free case management” principles,'” the CBOs that provide
LTS coordination may not be LTSS providers, but they are allowed to provide evaluation,
assessment, coordination, skills training, peer support, and fiscal intermediary services (three-
way contract, 2013, p. 33). Some ASAPs also managed provider networks that included LTSS
providers. Because plan reimbursement to CBOs for these related services was permitted, one
plan remarked that the LTS coordinator role was not conflict-free in the sense that CBOs were
able to benefit financially from recommending LTSS that involved the CBOs’ other services.
The extent of service provided by the CBOs to plans varied, as discussed more fully in this
section below. Plans also reimbursed the CBOs differently based on the service, ranging from a
monthly capitated fee to payment based on units of service.

Enrollees must be given a choice between at least two LTS coordinators unless a plan is
granted approval by MassHealth to offer only one, and plans must provide enrollees over the age
of 60 the option to receive LTS coordination services through an ASAP. Plans are also required
to contract with at least one ILC, where geographically feasible in the plan’s service area (three-
way contract, 2013, p. 33). Some CBOs contracted with more than one plan.

Generally, ASAPs and ILCs had organizational experience with the delivery of LTSS.
For example, ASAPs provided LTSS care coordination in MassHealth managed care programs
serving elders, and ILCs had a history of providing support to MassHealth members who self-
directed their personal care services. The role of the RLC in the delivery of LTSS, especially in
providing LTS coordination, was added to the One Care design in response to stakeholder
feedback regarding the behavioral health needs of the One Care population. Integrating the RLCs
as part of the delivery system for LTS coordination services presented a number of challenges.

19" “Conflict free case management” refers to separating the assessment and service authorization functions from
direct service provision, to avoid conflict of interest in the service authorization and service provision processes.
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One agency that decided not to participate in One Care to provide LTS coordination services
reported “[the role of the LTS coordinator] requires case planning, treatment planning, and some
degree of assessment and notes, and [that] is not consistent with a peer role.” Another RLC
strongly supported a peer model for providing LTS coordination and employed LTS coordinators
who were certified peer specialists in recovery. The RLC recognized that there were challenges
in implementing this model because RLCs tended to be structured differently from each other,
often with staff who did not typically have the breadth and depth of knowledge needed to refer
enrollees to the full array of community resources and services offered under One Care (for
example, personal care services). The RLC felt this model could be successful, but that it would
take time to fully evolve. In general, plans reported contracting with small numbers of RLCs to
provide LTS care coordination services.

4.2.2 Referral and Assessment Process for LTSS

Plans must provide information about the LTS coordinator to all enrollees, and must offer
an LTS coordinator to all enrollees within 90 days of an enrollee’s effective date of enrollment.
Plans must also make an LTS coordinator available during comprehensive assessments for
enrollees assigned certain rating categories indicating a need for LTSS (specifically, the C3 and
F1 ratings) and for any other enrollee who requests it (three-way contract, 2013, p. 34). Other
circumstances, such as a contemplated admission to a facility or hospital, also require plans to
make an LTS coordinator available. During site visit interviews, some stakeholders expressed
concern as to whether appropriate referrals were happening; one CBO contrasted the design of
One Care with another managed care model in Massachusetts where the CBO received a referral
and screened every enrollee as a requirement of the program, which it felt resulted in a more
transparent referral process. To monitor activities, MassHealth developed a data collection tool
for offering LTSS coordinators, offering referrals to LTS coordinators and beneficiary refusals of
LTS coordinator services.

Plans and CBOs experienced implementation challenges related to the referral process for
LTSS. Plans and MassHealth reported concerns that CBOs lacked capacity to meet the referral
volume. Although some CBOs noted that the total number of LTSS referrals was not as high as
originally anticipated for the demonstration as a whole, they reported several difficulties in
managing the volume of referrals occurring during phases of high-volume passive enrollment.
One CBO described it as “sheer chaos.” CBOs reported challenges in planning and hiring staff
given the fluctuations in enrollment and referral volume. Adding to their challenge, CBOs
reported receiving referrals for enrollees they could not locate. As described in Section 3,
Eligibility and Enrollment, plans encountered similar difficulties. As one CBO explained:

The major reason in the beginning [plans] were trying to deal with us is that a lot
of times we were the ones they were asking to find the people...They couldn’t find
the people and they were asking us to go out and find them.

CBOs reported that they sometimes received referrals from plans and other providers
with just an enrollee’s name and phone number. Several CBOs reported that it was not unusual
for phone numbers to be wrong (one estimated the number at 20 percent), and had concerns that
other relevant information about the enrollee was not always provided by plans to CBOs. When
enrollees were located, the LTS coordinator was sometimes the enrollee’s first contact with One
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Care. In some cases, the enrollee had never heard of One Care and had limited if any
understanding of why they were being contacted by the CBO.

One Care plans are required to report the number of enrollees referred to an LTS
coordinator, including enrollees assigned a rating category indicating a high likelihood of LTSS
needs. The rating categories most indicative of LTSS need were those assigned to enrollees with
a long-term facility stay of over 90 days (F1) and those in the community needing skilled nursing
or assistance with ADLs (C3). These rating categories are more fully described above in
Table 10. Table 12 shows the percentage of enrollees with F1 or C3 rating categories who had a
referral to an LTS coordinator within 90 days of enrollment. During Quarter 1 of calendar year
2014 (CY2014) through Quarter 1 of calendar year 2015 (CY2015), based on averages for the
demonstration as a whole, the percentage ranged from 30 percent to 65 percent with the lowest
percentage (30 percent) of referrals occurring during Quarter 1 of CY2014. Table 13 shows the
percentage of enrollees with a F1 or C3 rating category who met with an LTS coordinator within
90 days of enrollment. Based on averages for the demonstration as a whole, the highest
percentage (21 percent) of these enrollees who met with their coordinators occurred in the
second calendar quarter of 2014.

Table 13
Total percentage of enrollees who had a referral or meeting with an LTS coordinator

Eligible members with skilled or personal Eligible members with skilled or personal
care needs,' or a facility stay of more than 90 care needs,' or a facility stay of more than 90
days? who have a referral to an LTS days? who have met with an LTS
Calendar time coordinator coordinator
period % %
Q1,2014 30.4% 3.8%
Q2 65.4% 21.0%
Q3 56.4% 19.4%
Q4 60.6% 14.7%
Q1, 2015 41.9% 13.0%

! These members are rating category C3, which requires enrollees to have certain skilled or personal care needs.
2 These members are rating category F1, which requires enrollees to have a facility stay of more than 90 days.
3 Calculation based on quarterly data reported by plans to MassHealth as of December 15, 2015.

NOTE: The demonstration-wide total is based on the RTI evaluation team analysis of quarterly data reported by
plans to MassHealth as of December 15, 2015. Data are preliminary and have not been reconciled.

The CBOs reported that the LTS coordinators conducted face-to-face assessments of
enrollees using an LTSS needs assessment tool as required by each plan. This assessment was
geared toward identifying the enrollee’s needs and wants for LTSS and the availability of other
community resources. CBOs reported that each One Care plan requires using a different LTSS
assessment tool, with differences in protocol. In some cases, the LTS coordinator was present at
the comprehensive assessment conducted by the One Care plan, as described above, but
generally LTS coordinators reported meeting with enrollees separate from that process.
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Based on the assessment, the LTS coordinator submits a recommended LTSS plan to the
One Care plan for approval. The demonstration was designed to provide flexibility in defining
LTSS in order to meet the individualized needs of the enrollees. For example, the three-way
contract defines LTSS as a “wide variety of services and supports that help people with
disabilities meet their daily needs for assistance and improve the quality of their lives” (three-
way contract, 2013, p. 10). Some CBOs reported that they initially understood the LTS
coordinator would be able to recommend innovative or atypical services (e.g., gym
memberships) based on the identified needs of enrollees, but these CBOs reported that plans
generally developed a set list of allowable services. The degree of flexibility appeared to vary
across plans, with some plans noting the financial implications of broadening the benefit too
widely.

If a need for personal care services was identified, an additional evaluation was
conducted by a registered nurse (RN) to establish the enrollee’s eligibility for personal care
services and allowable hours of service. CBOs reported that plans generally adopted the existing
eligibility guidelines used by MassHealth in its Medicaid State Plan Personal Attendant Care
program. One plan completes its own RN evaluation whereas the other two plans generally
referred to a CBO with experience in making this determination. As designed, the demonstration
included cueing and supervision as of part of personal care services. There were conflicting
reports from MassHealth officials, plans, and CBOs as to whether these particular services were
being offered or provided to enrollees.

4.2.3 Participation of the LTS Coordinator on the ICT and Service Monitoring

As designed, the LTS coordinator is expected to “participate as a full member of the ICT
for all Enrollees with LTSS needs, at the discretion of the Enrollee” (three-way contract, 2013,
p. 34). This includes representing the LTSS needs of the enrollee; providing education on LTSS
to the ICT; arranging and coordinating the authorized LTSS with agreement of the ICT; and
monitoring the provision and functional outcomes of LTSS as deemed appropriate by the ICT
(three-way contract, 2013, p. 34). MassHealth training materials referenced the LTS coordinator
as part of the care team and as assisting with coordination and monitoring of LTSS.

The extent to which the One Care plans actively engaged the CBOs in the full range of
assessment, coordination, and monitoring activities varied across plans. CBOs reported
inconsistent practices across plans in terms of communication and on-going participation with
the enrollee following the completion of the LTSS needs assessments. In some instances, CBOs
and plans reported strong working relationships and information sharing; in other instances those
roles and responsibilities were evolving. Several CBOs reported that they were not always clear
on their role following the assessment, particularly relating to arranging, coordinating, and
monitoring services. CBOs reported instances, for example, where they submitted
recommendations for LTSS but never received information back from the plan about service
authorization or whether the CBO was expected to have an ongoing role.

Some CBOs reported that the inclusion of an LTS coordinator as part of the care team as
initially envisioned by One Care was more the exception than the rule. Several CBOs
emphasized that all three One Care plans operated very differently (e.g., one plan generally
included the LTS coordinator as part of the team; another did not). Some CBOs described that
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procedures across plans were unique and at times opposite from one another, adding to the
confusion around roles and responsibilities and practices around information sharing. One of the
CBOs contrasted the Centralized Enrollee Record (CER) systems of two plans, reporting one had
“great access” for the LTS coordinator whereas another did not, hindering their ability to
participate as a team member.

MassHealth convened a work group during the first year of the demonstration to review
the role and expectations for how plans were to be implementing the LTS coordinator role. This
included discussion of when to offer the LTS coordinator service, how to describe the service to
members, and reasons why enrollees were refusing the LTS coordinator. To address these issues,
MassHealth developed a webinar training for providers and plans about the LTS role, an
enrollee’s right to access an LTS coordinator, what an LTS coordinator is, and how to request an
LTS coordinator. They also developed a handout for enrollees—using common language—that
explained the LTS coordinator role (State Data Reporting System Quarters 2, 3, and 4). As part
of monitoring activities, MassHealth developed a data collection tool for offering LTS
coordinators, referrals to LTS coordinators, and beneficiary refusals of LTS coordinator services.
Regardless of inconsistencies in implementation issues described above, support remains strong
for maintaining an LTS coordinator role as part of the demonstration (interviews with
MassHealth officials, One Care plans, CBOs, and stakeholders).

4.3 Information Exchange

4.3.1 Behavioral Health Privacy

The exchange of health information, especially behavioral health information that some
beneficiaries do not want shared across providers, has been a particular area of focus in
Massachusetts. As described in Section 6, Stakeholder Engagement, a work group was formed
to address the tensions existing between the privacy rights of individuals and the goals of the
demonstration to reduce system fragmentation and better integrate care. One of the plans
described its strategy to educate members about the importance of sharing medical and
behavioral health information with their providers. In discussing this issue with its enrollees, the
plan provided examples, such as coordination of prescription medications for drug interactions,
to help illustrate the value of sharing information across providers but noted that “at the end of
the day the member still controls those decisions.”

4.3.2 Centralized Enrollee Record

To facilitate care coordination, One Care plans are required to maintain a single,
centralized, comprehensive record, known as the CER, that documents the enrollee’s medical,
prescription, functional, and social status (three-way contract, 2013, p. 57). The CER includes
certain required elements such as enrollee-identifying information; demographic information;
service documentation; communication needs; documentation of comprehensive assessments;
and medical records and reports. The CER must be available and accessible at all times to
manage communication and information flow regarding referrals, transitions, and care delivery.
One Care plans reported making up-front investment in electronic documentation systems to
meet these requirements.
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All One Care plans reported developing CERs that could be accessed for use by plan
staff, but the extent to which information could be accessed, shared, or updated by external
providers and enrollees varied. One plan reported that it implemented the contract requirements
regarding the CER very broadly and created a CER system that could be accessed by external
providers and enrollees as well as by the plan itself to meet the contract requirements. Enrollees
could register to access the CER, which provided them electronic access to their records.
Another plan created a CER that providers external to the plan could access, but that enrollees
could not access.

Generally, plans reported that the external CER was not accessed by beneficiaries or
providers to the extent that they had hoped, in part because of the additional administrative
burdens to health care and community providers in terms of time and resources. One plan
reported that providers sometimes viewed working with the plan’s CER as an “extra step” in the
sense that it was another place where information needed to be recorded. For providers who did
not use electronic health records, entering information into the CER was particularly onerous and
duplicative. Some CBOs, while noting inconsistencies across plans in terms of access and use of
the CER, emphasized the importance of the CER in coordinating the care of enrollees. Both
plans and CBOs reported that when the CER was used by everyone involved in the enrollee’s
care, it facilitated communication and increased the sense of being “part of the team.”

As described in Section 8.4, Overview of Quality Structures and Processes, MassHealth
conducted on-site reviews of the CER to ensure plan compliance with contractual requirements.
Commonwealth staff reported that One Care plans implemented different systems but that, even
with variations, they were generally impressed by the amount of information contained in each
plan’s CER.

4.4 Successes

Beneficiaries were connected to new services through care coordination. The
delivery of care coordination to One Care enrollees has been viewed by many key informants,
including the plans, as the greatest success of the demonstration. They cited several reasons,
including the fact that One Care enrollees did not have access to this service prior to the
demonstration. Care coordination has connected beneficiaries not only to the new services
available for the first time under the demonstration but also to other existing community
resources. One plan emphasized the benefits available to health care providers serving the
enrollee, stating that care coordination should not be viewed as “another level of bureaucracy” or
“just another prior authorization” but as support also for providers (for example, ensuring
enrollees keep medical appointments).

The design of the LTS coordinator role was widely supported. The LTS coordinator
role is widely supported by stakeholders, providers and plans, and is considered to be an
important component of the One Care demonstration. Although a number of implementation
issues have arisen in connection with the LTS coordinator role, stakeholders and others remained
committed to the concept to ensure that LTSS needs of One Care enrollees receive adequate
attention and support. The role is also seen as important to introducing independent living skills
and recovery model services to One Care enrollees (One Care Implementation Council Annual
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Report, 2013). One stakeholder described the LTS coordinator role as the “crown jewel” of the
demonstration.

A high level of collaboration was demonstrated among stakeholders. There has been
a high level of stakeholder collaboration on a number of issues affecting the delivery of care
coordination to enrollees. For example, a broad array of stakeholders, including MassHealth, the
plans, the Department of Mental Health, the Office of Behavioral Health and members of the
Implementation Council, developed strategies to share behavioral health information. The
establishment of a separate work group to develop materials relevant to clarifying the LTS
coordinator role was another example of collaboration.

4.5 Challenges

Given enrollee privacy concerns, sharing behavioral health information across
providers has been a challenge for some plans in integrating care. Plans noted the challenge
of integrating behavioral with medical health and, in particular, the balance that existed between
safeguarding a beneficiary’s right to privacy and the demonstration’s goal of creating a fully
integrated care model. This reflected some enrollees’ preference to be selective about which
providers had access to their behavioral health records and information. Plans were developing
strategies to address this issue, primarily through improved communication with enrollees and by
providing examples of how sharing information among providers could benefit their care. The
development of guiding principles around sharing behavioral health information was a primary
focus of advocacy groups and the One Care Implementation Council.

Plans needed to gain the trust of the beneficiaries. One Care plans mentioned that it
was essential to gain the trust of beneficiaries in order to better achieve integration of care for
members with behavioral health needs. Plans reported that beneficiaries were not always willing
to accept assistance or to allow information to be shared across providers. Plans noted that
gaining the trust of enrollees will take time and effort, especially as many enrollees have not had
this type of assistance before. One plan noted:

There’s a 70 percent comorbidity of the medical and behavioral, and so there’s a
natural distrust in general. ‘Why do you want to do an assessment? Does that
mean you 're going to take something away? I don’t want you to come in my
house.’ It’s a learning curve for individuals to help them understand what this is
and how actually they probably have benefits they haven’t even known they can
tap into, and if they were to participate in the program, we could help them get
that.

Confusion exists among beneficiaries regarding different care coordination roles.
Many One Care beneficiaries transitioned from having no care coordination at all to receiving
multiple levels of care coordination, including medical, behavioral and LTSS. Some participants
of One Care focus groups (see Section 5, Beneficiary Experience) reported confusion as to the
various people and roles.
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The LTS coordinator role lacked clarity as implemented. It has been challenging to
find the right balance between flexibility and structure for the LTS coordinator role. As one of
the plans noted:

It’s hard to be really prescriptive about [the LTS coordinator role] because
someone with a mental health issue might want someone from a recovery learning
center, and it may be a different skill set and different need than that member
needs, as opposed to somebody with a physical disability in an independent living
center. There was an attempt to allow for individualization of the role, which
leads to some lack of clarity in the role.

It has taken time for plans and CBOs to establish relationships. CBOs and plans
noted initial challenges in understanding each other’s roles and responsibilities. One CBO
reported that it received referrals from care coordinators for housing and other resources that it
could not provide, but that enrollees expected to receive. The CBO reported that additional
training for care coordinators and LTS coordinators would be beneficial. One plan offered a
similar perspective, reporting that the plans and LTSS providers spent the first year learning
about each other’s capabilities and establishing an effective collaboration.

Plans and CBOs needed to build capacity. One Care plans have had difficulty meeting
required timeframes for completing assessments, and CBOs have lacked capacity to handle
LTSS referrals, especially during waves of passive enrollment when the volume of referrals has
been particularly high. Responding to those referrals with existing staff and resources presented
challenges for several CBOs.

4.6 Preliminary Findings

Care coordination has benefitted enrollees in a variety of ways and is widely viewed as a
valuable service for connecting beneficiaries to new and previously existing resources and
services. One focus group participant said that navigating the system before One Care was like
trying to get through a “metal, steel wall,” but One Care changed that: “But this way, it’s like
they just call you up and say ‘do you need this? Do you need that?’ They [the care coordinators]
are awesome.” Other focus group participants mentioned that having someone to call when they
had a question or issue helped to reduce stress and anxiety, and that the care coordinators seemed
to genuinely care about them and wanted to help. As one plan noted:

What the program is bringing is helping to really align individuals to understand
and maximize the resources and benefits available to them in a single approach.
And to have all of it coordinated in a way that allows them to try to live as
independently as possible. Examples would be where a member was somewhat
isolated, living in a remote area, did not have access to phone or transportation,
wasn'’t getting the treatment she needed, wasn’t able to be independent. By
working with the care management team and understanding what the challenges
were, we were able to get her phone service, make sure she had electricity, food,
got resources in place. We have a therapist who comes to her house because she
can’t get out to the therapist. We've been able to coordinate in a way that she can
feel safe and independent where she’s living. That’s the success of the program.
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There is no “one size fits all” care coordination model appropriate for the One Care
population. Regardless of the care coordination delivery model implemented by the plan,
MassHealth and plans recognized the importance of respecting individual preferences and
choices of the enrollees in the operation and composition of the care team. MassHealth and the
plans described composition of ICTs as being member-specific; as one of the MassHealth
contract managers reported, there is variation in ICT development because it is “a member
driven program.” No reporting requirements specific to the ICT determine the extent to which
enrollees, physicians, or other providers participate in, or otherwise engage with, the ICT.

Many stakeholders noted the need to increase member understanding and,
importantly, trust of the care coordination system. One MassHealth official said that although
he had seen care coordination and a team approach result in better outcomes for some
beneficiaries, it was important to remember that “initially getting [care] coordinated is really to
get the member on board first, because if they can’t get the member on board it’s going to be
very difficult for them to even talk about a care plan and how we can address all of [their]
needs.” One plan noted that “pushing” care coordination on some enrollees was counter-
productive, and, in those cases, the plan needed to learn how to slow their approach down to
better match the enrollees’ level of comfort and choice for involving other people in their care.

Although considered an important service for beneficiaries, the LTS coordinator
role has been challenging to implement. The LTS coordinator role was designed to be flexible,
person centered, and to meet a broad range of enrollee needs. However, the lack of clearly
defined roles and responsibilities led to inconsistencies and confusion in the implementation of
the position across plans and CBOs. Inconsistent practices were reported specific to the
assessing, authorizing, implementing, and monitoring processes for delivery of LTSS. As
described in Section 5, Beneficiary Experience, the findings of beneficiary surveys and focus
groups generally reflected confusion and a lack of understanding by enrollees about the core
functions of the LTS coordinator.

52



5. Beneficiary Experience

Highlights

e Most enrollees reported overall satisfaction with One Care as reported through
surveys, focus groups, and stakeholder interviews.

e Focus group participants often attributed their satisfaction to the availability of new or
expanded benefits and to the assistance and support provided through care
coordination. Focus group participants also voiced quality concerns about some of the
new or expanded One Care services and expressed the need for Medicare-Medicaid
Plans (MMPs) to hold their service vendors more accountable.

e Findings from surveys and focus groups indicated a lack of clarity around the roles
and responsibilities of people assisting or coordinating care at the plan level and for
long-term services and supports (LTSS).

e Findings from focus groups suggest that participants were not always aware of their
rights or of the resources available to them when they had a complaint or disagreed
with a decision about their services.

e The number of complaints filed with the MMPs increased each quarter during
calendar year 2014. The MMPs reported a total of 558 complaints in the last quarter of
Demonstration Year 1 when enrollment in One Care was near 18,000. A different
pattern was seen in the first level appeals filed with MMPs, where the number of
appeals rose from 57 in the first quarter of calendar year 2014 to 102 appeals in the
second quarter, only to decline in the subsequent two quarters.

5.1 Introduction

Improving the experience of beneficiaries who access Medicare- and Medicaid-covered
services is one of the main goals of the demonstrations under the Financial Alignment Initiative.
Many aspects of One Care are designed expressly with this goal in mind, including emphases on
working closely with beneficiaries to develop person-centered care plans, delivering all Medicare
and Medicaid services through a single plan, providing access to new and flexible services, and
aligning Medicare and Medicaid processes.

This section highlights findings from various sources that indicate the levels of
satisfaction with One Care overall; satisfaction with new or expanded One Care benefits;
satisfaction with medical and specialty services; satisfaction with care coordination services;
satisfaction with Independent Living and Long-Term Services and Supports (LTS) coordination
services; experience with access to care; and impact on personal health, well-being and quality of
life. This section also provides information on beneficiary protections, data related to complaints
and appeals, and critical incident and abuse reports.
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5.2 Methods and Data Sources

The Commonwealth and CMS recognized the importance of directly soliciting
beneficiary feedback on their experience with OneCare. MassHealth, in collaboration with the
One Care Implementation Council and UMass Medical School, monitored, assessed, and
reported on early indicators of beneficiary perceptions of and early experiences with One Care as
part of the Early Indicators Project (EIP). The EIP used multiple methods to gather qualitative
and quantitative data from various sources, including focus groups and surveys.

The RTI evaluation team also used qualitative and quantitative methods to assess the
impact of the Massachusetts demonstration on beneficiary experience. These methods included
conducting focus groups to gather insights from beneficiaries; conducting in-person interviews
with Massachusetts demonstration staff during site visits and follow-up telephone interviews;
and examining demonstration data available from other sources including the Consumer
Assessment of Healthcare Providers and Systems (CAHPS) and data reported to the CMS
Complaints Tracking Module (CTM) and other sources on appeals, grievances, and complaints
data. Data sources include the following:

MassHealth-sponsored focus groups (EIP focus groups). As part of the EIP, four focus
groups were conducted in several locations across Massachusetts. A total of 26 beneficiaries
participated. The groups were recruited based on different criteria: beneficiaries who opted into
One Care (December 16, 2013, in Boston); eligible beneficiaries who chose to opt out of One
Care (December 19, 2013, in Worcester); beneficiaries enrolled in One Care who were Spanish-
speaking (March 31, 2014, in Springfield); and beneficiaries who were passively enrolled into
One Care (April 28, 2014, in Worcester).

MassHealth-sponsored surveys (EIP surveys). As part of the EIP, the State conducted
two surveys. The first was a telephone survey conducted December 2013 through January 2014.
Telephone interviews were conducted with 300 One Care enrollees about their perceptions and
experiences during the initial enrollment period (Henry et al., n.d.). The second survey was
conducted May through December 2014 (Henry et al., 2015). A total of 6,000 beneficiaries were
mailed a written survey with the option to complete the survey by telephone or on-line. The
overall response rate was 32 percent (1,933 respondents).”’ The survey was conducted in English
and Spanish. Enrollees were asked 38 core questions in eight major domains ranging from
assessment and care planning, service delivery, and overall perceptions of One Care.

RTI evaluation focus groups (RTI focus groups). RTI conducted four focus groups as
part of the evaluation of the One Care demonstration: two in Worcester on June 23, 2015, and
two in Boston on June 24, 2015. A total of 29 One Care beneficiaries participated in the focus
groups. Participants were assigned to one of two types of groups, based on whether or not they
self-identified as having a LTS coordinator. Each group included participants from at least two
different plans, as well as a mix of individuals with self-reported medical conditions,
physical/mobility issues, and behavioral health needs. About half of the focus group participants
reported their race as White, with the remaining participants self-reporting as African-American

20" Due to variations in survey sampling rates and response rates across the plans, the survey responses were
weighted to ensure that the reported statistics represented the One Care population as a whole.
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or Hispanic. To ensure that participants had an adequate amount of experience to draw upon, all
participants had been enrolled in a One Care plan for at least 9 months. Each session was
between 90 and 120 minutes in length.

RTI stakeholder interviews. RTI conducted stakeholder interviews in June 2015 with
MassHealth officials, One Care plans, the One Care ombudsman, community-based providers,
and members of the Implementation Council to obtain their perspective on beneficiaries’
experiences with One Care.

CAHPS survey. Medicare requires all Medicare Advantage plans, including One Care
plans, to conduct an annual assessment of the experiences of beneficiaries using the standardized
CAHPS survey instrument. The 2015 survey for One Care plans was conducted in the first half
of 2015 and included the core Medicare CAHPS questions, 10 supplemental questions added by
the RTI evaluation team, and 9 supplemental questions added by MassHealth. All survey
questions include a 6-month look-back period.

Survey results for a subset of 2015 survey questions are incorporated in this section.
Findings are available at the One Care plan level only. Only results with more than 10
respondents across the three One Care plans are reported.

Complaints and grievances data. Complaint and grievance data are from three separate
sources: (1) complaints from beneficiaries reported by One Care plans to MassHealth, and
separately to CMS’ implementation contractor, NORC;?' (2) complaints received by MassHealth
or 1-800-Medicare and entered into the CMS Complaints Tracking Module;** and (3) complaints
received by the Office of the One Care Ombudsman (OCO) and reported to MassHealth and the
Administration for Community Living (ACL).?*

Appeals data. One Care plans are required to report all requests made by beneficiaries to
appeal plans’ decisions to deny, limit, terminate, or suspend a service or procedure. One Care
plans report appeals data (e.g., decisions to deny, limit, terminate, or suspend a service or
procedure) to MassHealth and NORC. Data used in this report are for the period January 1, 2014,
through June 30, 2015. CMS’ contractor, Maximus, compiles data received by the Independent
Review Entity (IRE), which is responsible for reviewing appeals of One Care plans’ unfavorable
decisions in response to beneficiary complaints. These data are reported for the period January 1,
2014, through July 31, 2015.

Critical incident and abuse reports. One Care plans are required to report to MassHealth
and NORC?* on the number of critical incidents and abuse reports related to beneficiaries. Data
are presented in this section for the time period from January 1, 2014, through June 30, 2015.

2l Data are reported for calendar quarters January 1, 2014, through June 30, 2015.

22 Data are presented for the time period October 1, 2013, through June 30, 2015.

23 Data are presented for the time period January 1, 2014, through June 30, 2015.

24 The technical specifications for core measures are provided in the Medicare-Medicaid Capitated Financial
Alignment Model Core Reporting Requirements document, which is available at
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-
Medicaid-Coordination-Office/Financial Alignmentlnitiative/InformationandGuidanceforPlans.html.
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5.3 Impact of the Demonstration on Beneficiaries

This section summarizes the findings of focus groups, beneficiary surveys, and
stakeholder interviews reflecting beneficiary experiences with service delivery and quality of life
under One Care. Beneficiary experiences related to the early enrollment process, including
experiences of beneficiaries who chose to opt in, opt out or who were passively enrolled, are
discussed as part of Section 3, Eligibility and Enrollment.

5.3.1 Overall Satisfaction with One Care

Enrollees and focus group participants generally reported satisfaction with One Care. The
first EIP survey, conducted during the third and fourth months of implementation, found that 43
percent of enrollees reported experiencing a change in service since enrolling in One Care, and
of those, 73 percent reported the change as positive (Henry et al., n.d.).” In the second EIP
survey, which began almost a year after implementation, 80 percent of enrollees expressed
satisfaction (extremely or somewhat satisfied) with their plan, and almost 82 percent reported
satisfaction with the services they received under One Care (Henry et al., 2015).> Less than 2
percent of enrollees surveyed planned to disenroll from the demonstration, and over 83 percent
indicated an intent to remain in One Care.

EIP focus group participants enrolled in the demonstration also reported being satisfied
with the demonstration overall. One participant who had been passively enrolled remarked: “I
have been hearing some negative comments about [One Care plan], but so far my experience
with them has been surprisingly good.” Another participant reported: “Any concerns I have had,
they have addressed them immediately. They made phone calls for me and got things
straightened out.”

Several participants in the RTI focus groups were also generally positive about One Care.
Although some focus group participants reported initial apprehension when joining the
demonstration, they reported being satisfied wit