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Executive Summary

Dual eligibles, the term commonly used for individuals who receive health insurance coverage
under both Medicare and Medicaid, are a very diverse, vulnerable, and costly population. Most
are elderly, many are under age 65 and disabled, and all are poor. Duals have disproportionately
more chronic, disabling and complex health conditions than other Medicaid or Medicare
beneficiaries. They typically use a wide range of costly services and draw on coverage from both
Medicare and Medicaid. For most duals, Medicare is the primary payer, covering most acute care
services, while Medicaid covers long-term care services, prescription drugs, and other "wrap-
around" services, such as transportation and vision and dental screening, that Medicare does not
cover. Medicaid also pays the Medicare premium and cost-sharing requirements for duals.
Duals, with their extensive health needs, accounted for 28 percent of total Medicare spending and
35 percent of total Medicaid spending, but only about 20 percent of enrollees in each program in
1997.

Under pressure to contain costs, many states have turned to managed care to help control
Medicaid expenditures and increase access to services for low-income individuals. While most
Medicaid managed care programs were initially developed for low-income families, seventeen
states are now including duals in their “mainstream” managed care programs for other Medicaid
populations. In addition, seven states have developed specialized managed care programs that are
designed to provide the complex set of services often used by persons with special health care
needs, including duals. These programs often serve a subset of the Medicaid population, such as
SSI recipients (many of whom are duals), or provide a subset of Medicaid services, such as long-
term care.

While the use of Medicaid managed care for duals offers potential benefits for beneficiaries and
states—for example, lower costs, efficient care coordination and emphasis on prevention—
serving a vulnerable population with extremely complex health care needs also presents
challenges. In order to assess how states are using managed care models for duals and to
understand the issues and challenges involved in doing so, the Economic and Social Research
Institute (ESRI) conducted a study of state Medicaid managed programs that enroll duals. Based
on interviews with state Medicaid officials, as well as supplemental information about other
managed care arrangements that enroll duals, including integrated Medicare and Medicaid
initiatives and Medicare HMOs, this report summarizes efforts across the nation and profiles
initiatives in each state. The results of this study are current as of August 1999.
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Key Findings
Enrollment in Managed Care Plans:

While the overwhelming majority of the six million duals (90 percent) receive both Medicare and
Medicaid services on a fee-for-service (FFS) basis, 10% were enrolled in a Medicaid managed
care plan in 1999. These 596,427 duals were enrolled in 32 Medicaid managed care programs in
20 states. State-by-state enrollment varied greatly, from a low of 45 people in one program in
Florida to over 161,000 in Tennessee’s TennCare program. Enrollment of duals in Medicaid
managed care is low compared to the overall Medicaid population—over half (56%) of the total
40 million Medicaid beneficiaries were in managed care plans in 1999.

In addition to Medicaid managed care programs, a relatively small share of duals also is enrolled
in Medicare managed care plans on a voluntary basis. These plans may be attractive to Medicare
beneficiaries because they frequently offer reduced cost-sharing and “extra” services beyond the
usual Medicare benefits, such as prescription drug coverage or enhanced vision services. For

duals with Medicaid benefits (which cover
many of these “extra” features), Medicare
managed care may not offer enough advantages
to counter the gatekeeping and limited provider
network  features of managed care.
Nevertheless, previous studies estimate that
200,000 of the 6.1 million Medicare managed

care beneficiaries are duals.

A small number of duals (5,562 in 1999) are
also served on a voluntary basis by Programs of
All-Inclusive Care for the Elderly (PACE),
which provide comprehensive acute and long-
term medical, behavioral health, and social
services to frail elderly individuals in a home
and/or community setting, rather than in a
nursing home. Typically, both Medicaid and
Medicare pay PACE sites on a capitated basis.
There are 31 PACE programs operating in 16
states, and 90 percent of the total 6,190 PACE
enrollees are duals.

Social HMOs (SHMOs) are HMOs geared
toward the elderly that provide both Medicare
HMO benefits and some long-term care
services to enrollees. SHMOs enroll primarily
Medicare-only enrollees but also serve a very
small number of duals.

Exhibit A: Summary of Key Findings

596,427 duals (9.9% of total dual
eligibles) were enrolled in Medicaid
managed care programs in 1999.

20 states have at least one Medicaid
managed care program that enrolls duals;
in total, these states have 32 Medicaid
managed care programs that include
duals.

Ten states account for over 80% of total
enrollment. Tennessee alone accounts
for 27% of national dual enrollment in
managed care.

The majority (89.3%) of duals in
Medicaid managed care are in capitated
programs.

22 of the 32 programs are voluntary for
duals, while the other 10 are mandatory;
however, the ten mandatory programs
cover 73% of all duals that are in
managed care.

The majority (92.1%) of duals enrolled
in Medicaid managed care programs are
in mainstream programs that also serve
other Medicaid populations.
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Medicaid Managed Care Program Models:

Medicaid managed care programs that enroll duals vary considerably according to model
(capitated versus primary care case management [PCCM], voluntary versus mandatory, or
specialized versus mainstream), program features (i.e. use of enrollment brokers and existence of
disease management and quality assurance programs), and delivery and financing of Medicare
services (See Exhibit B below and Exhibit C on page 8).

Exhibit B: Program Models of M edicaid M anaged Care Programs for Duals, 1999

Capitated Programs PCCM Programs Total
(enrollees) (enrollees) (enrollees)
Total Specialized Mainstream Total Specialized Mainstream

Total 26 7 19 6 1 5 32
(532,817) (46,855) (485,962) (63,610) (510 (63,100) (596,427)

Voluntary 16 5 11 6 1 5 22
(99,295) (5,655) (93,640) (63,610) (510) (63,100) (162,905)

Mandatory 10 2 8 0 0 0 10
(433,522) (41,200) (392,322) (0) (0) 0) (433,522)

Most (26) of the 32 programs are capitated programs, under which a health plan receives a fixed
dollar amount to provide medical services to an enrollee regardless of the level of services
actually used. These programs enroll 89.3 percent of duals who are in Medicaid managed care.
The remaining six programs operate according to a primary care case management (PCCM)
model, under which a primary care physician acts as a case manager and gatekeeper to specialty
services.

While the majority (22 of 32) of Medicaid managed care programs are voluntary for duals, the
majority of dual beneficiaries in Medicaid managed care (73%) are in mandatory programs. Of
the capitated programs, 10 are mandatory and 16 are voluntary, and each of the PCCM programs
is voluntary. These enrollment requirements have a significant impact on beneficiaries, as
capitated programs may limit freedom of choice of providers by restricting beneficiaries to a
provider network or using gatekeeping to control utilization. Beneficiaries entering mandatory
programs may have to sever long-standing relationships with providers who are not in the
Medicaid MCO’s network, a change that is particularly problematic for people with complex,
chronic conditions.

An overwhelming majority of duals enrolled in Medicaid managed care arrangements (92.1
percent) are enrolled in mainstream programs that serve the general Medicaid population.
Mainstream Medicaid managed care programs that enroll duals typically do not have special
program features designed to meet duals’ unique needs, such as care coordination with Medicare,
extended long-term care networks, or targeted outreach and enrollment practices. Instead,
mainstream plans tend to use the same health assessments for new enrollees or quality assurance
measures that are designed for all enrollees.
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For example, all of the capitated managed care programs that enroll duals include a quality
component in their contractual arrangements with MCOs. This component, however, rarely
includes specific quality measures for duals, such as special enrollee complaint procedures for the
elderly and disabled or higher standards of access measures for the medically fragile. Some
programs, however, do designate a “managed care ombudsman” to address issues of concern to
persons with disabilities, many of whom are duals. In addition, a few states require plans to
include access to case managers for special needs populations and to print targeted enrollment
materials.

Eight percent of duals in Medicaid managed care are in specialized programs. Specialized
programs, which cover either a subset of the Medicaid population or a specific set of Medicaid
services, use a variety of effective delivery models to serve duals’ exceptional health care needs.
Three of the eight specialized programs are recognized as Medicare/Medicaid Integration
Programs (MMIP). MMIP programs receive grants from the Robert Wood Johnson Foundation
and technical assistance from the University of Maryland Center on Aging to develop Medicaid
managed care programs that address the problems of fragmented care and financing for the dual
eligible population. The remaining five specialized programs are targeted specifically to a subset
of the Medicaid population, such as nursing home residents or SSI recipients.

Finally, some states have turned to integrated models of managed care, which combine Medicare
and Medicaid services and/or financing, to reduce cost-shifting between the two payers and
improve service delivery for the dual eligible population. Such models, however, are not widely
used in managed care arrangements for duals.

Problems of Integration of Medicaid and Medicarein Managed Care Plans:

When duals enroll in a Medicaid managed care program, they continue to have a majority of their
acute care services financed through the Medicare program, while Medicaid pays for prescription
drugs and long-term care services and assists with Medicare’s cost-sharing requirements
(premiums, copayments, and deductibles). For any overlapping or duplicative service (such as
hospitalization or physician care), Medicaid is always the “payer of last resort,” meaning
providers must seek payment from Medicare first and then bill Medicaid for any balance.

With two different payers responsible for financing health services for duals (state Medicaid
Agencies for Medicaid services and HCFA for Medicare services), the use of managed care for
this population poses special challenges to states, plans, and beneficiaries. For example,
beneficiaries’ right to choose their own provider under Medicare may be restricted by Medicaid’s
gatekeeping and utilization control measures. In a few programs, duals are limited to their
Medicaid MCO network for Medicare services, unless they choose to pay Medicare cost-sharing
obligations out-of-pocket. Enrollment in two separate health plans also creates confusion over
which providers to see for which services, which could lead to beneficiaries unknowingly going
out of network and incurring out-of-pocket expenses. Finally, billing and service delivery need to
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be coordinated across several payers, including Medicare and perhaps even a separate managed
care plan (a Medicare HMO).

Key Issuesfor States

The study revealed several issues in the development of managed care programs for duals. While
the majority of duals continue to receive Medicaid services on a fee-for-service basis,
consideration of the following issues may assist those states that do opt to use managed care
arrangements for this population.

o Shift from Fee-for-Service to Managed Care. In response to the concerns expressed by
enrollees, family members of enrollees, advocates, and providers, states have been cautious
about moving duals into Medicaid managed care plans. Families and advocates want to
assure that provider networks include specialists that can adequately serve this population and
that beneficiaries will continue to have access to mainstream providers; providers want to be
adequately compensated for delivering the costly health services often needed to address the
complex health needs of duals; and states want to assure that they provide the highest quality
care in the most cost-effective manner. To address these various concerns, states choosing to
enroll duals in managed care should consider doing so in stages and with input from all
interested parties. This phase-in process will allow states to learn from their mistakes and
from the experiences of other states.

» Program Design. The flexibility given to states by HCFA in developing their Medicaid
managed care programs has allowed states to explore various avenues for serving the dual
eligible population, within one program or through several programs (including PACE
programs and MMIP initiatives). Because the dual eligible population is a very vulnerable
and diverse population in terms of their health conditions and needs, the federal and state
government should continue to explore financing and service delivery mechanisms that
provide for more integrated and coordinated care.

e Safeguards for Duals. Since duals are typically enrolled in mainstream Medicaid managed
care programs, states moving to managed care for duals may want to develop special
procedures or policies to address duals’ special needs. For example, states could design
specific enrollment processes for duals and include appropriate safeguards, such as quality
assurance measures designed specifically for duals, health assessments for all new dual
enrollees followed by a physician visit within a set period of time, and case managers for the
most needy dual enrollees. Mainstream programs, especially those that are mandatory for the
dual eligible population, could also be enhanced by the addition of program features (such as
special needs units) or specific services (such as social support services and transportation)
designed to assure that duals receive high-quality care and coordinated health care services.
States could also explore alternate managed care delivery models (from mainstream
programs), such as specialized Medicaid programs for duals and integrated
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Medicare/Medicaid programs. Several states, including Minnesota and Texas, already have
developed and implemented such programs.

* Enrollment Requirements. For a variety of reasons (i.e., the difficulty of attracting duals to
voluntary programs, the need to increase the risk pool, or the desire to use one Medicaid
model for all beneficiaries), some states have mandated enrollment of duals in managed care
plans. However, mandatory enrollment also forces states to address many additional
challenges, such as maintaining Medicare beneficiaries’ freedom to choose their own
providers and maintain standing relationships with providers.

* Provider Compensation. To adequately compensate providers for delivering the costly and
often complex health services used by duals (in both mainstream and specialized programs),
risk-adjustment methods that accurately reflect the health status of duals and the costs of
serving this population are needed. In addition to reflecting the age, geographic region of
residence, and gender of duals, capitation rates to providers may need to be enhanced to
reflect particular diagnoses or health and functional status of duals. However, current risk-
adjustment methods are generally too limited to enable such fine-tuning, and development of
methods that will allow such risk adjustment is very difficult.

» Data Collection. Research revealed that there is currently no way to accurately estimate the
overall number of duals, much less the number of duals by state and dual eligible category.
Difficulties in collecting accurate information about the dual eligible population contribute to
the challenges of designing managed care programs for duals. States and HCFA should
continue to work together to improve data integration efforts and tracking methods at the
state and federal levels. Efforts to implement uniform data reporting and information sharing
will help program administrators accurately identify individuals who are dually eligible for
Medicare and Medicaid and the dual eligible categories in which they are included (e.g.,
whether they are eligible for full Medicaid benefits or financial assistance only). Once this
information is compiled and analyzed, it will reveal trends on enrollment in managed care
that may inform efforts to improve service delivery and quality of care for this population.

While this study did not evaluate the health outcomes or financial savings of managed care
programs for duals, it does clearly show some of the potential benefits and many challenges in
designing Medicaid managed care programs for this population. Managed care’s reliance on case
management and preventive care may reduce confusion, redundancy, and high health care costs
for duals. However, two overriding issues may impede the realization of such benefits in
Medicaid programs. First, the interaction of Medicaid with Medicare for this population presents
unique coordination issues, as the managed care plan must be designed to work with another
health insurance program that is actually the beneficiary’s primary source of coverage. Second,
independent of the fact that they have multiple sources of coverage, duals’ extensive health care
needs—chronic problems that often require long-term care and access to specialist services—do
not easily fit into the managed care focus on primary and acute care. These overarching findings
are reminders that the health needs of this vulnerable population and the complexity of their
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health insurance coverage are crucial factors to consider in the development of any health care
delivery system for duals.
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Exhibit C: Enrollment of Duals in State Medicaid Managed Care Programs, 1999%

Total

State (Pl\;lggli/::r?]datory V=Voluntary) Hame hpﬂlg(?(;?m %r/zggam Medicaid Enrlglulﬁwlent
’ Enroliment
Arizona AHCCCS Acute Care Program (M) CAP General 366,000 24,000
AHCCCS LTC program (M) CAP Specialized 27,000 16,000
California COHS (M) CAP General 365,000 74,000
Geographic Managed Care Program (V) CAP General 138,000 1,900
Prepaid Health Plans (V) CAP General 182,000 4,500
Two Plan Model (V) CAP General 1,719,600 13,800
PCCM Program (V) PCCM General 2,900 300
Colorado Medicaid HMO Program (V) CAP General 70,000 9,000
Primary Care Physician Program (V) PCCM General 47,000 3,700
Specialized
Florida LTC Community Diversion Pilot Project (V) CAP —MMIP 45 45
Medicaid HMO Program (V) CAP General 446,500 17,600
Georgia Voluntary HMO Program (V) CAP General 21,300 1,200
SOURCE (V) PCCM Specialized 580 510
Georgia Better Health Care (V) PCCM General 550,000 17,000
Idaho Healthy Connections (V) PCCM General 31,900 3,300
Kentucky Health Care Partnerships (M) CAP General 175,280 25,000
Maryland Voluntary Medicaid HMO Program (V) CAP General 900 900
Michigan Comprehensive Health Care Plan (V) CAP General 740,000 37,800
Specialized
Minnesota Minnesota Senior Health Options (V) CAP —MMIP 2,910 2,910
Prepaid Medical Assistance Program (M) CAP General 182,000 26,000
Mississippi Voluntary HMO Managed Care Program (V) CAP General 91,400 1,900
New Jersey New Jersey Cares 2000+ (V) CAP General 390,000 840
New York Evaluated Medicaid LTC Capitation Project (V) CAP Specialized 1,100 1,100
North Carolina Carolina Access (V) PCCM General 491,000 38,800
Oregon Oregon Health Plan (M) CAP° General 350,200 43,300
Pennsylvania HealthChoices (M) CAP General 733,000 28,100
Voluntary HMOs Program (V) CAP General 119,900 4,200
Tennessee TennCare (M) CAP General 821,454 161,922
Specialized
Texas STAR+PLUS (M) CAP —MMIP 54,800 25,200
Utah Choice of Health Care Delivery (M) CAP? General 75,000 10,000
Wisconsin I-Care (V) CAP Specialized 3,500 1,200
Partnership Program (V) CAP Specialized 500 400
Total = 20 states 32 programs 8,200,769 596,427

@ This table includes only Medicaid managed care programs that include duals. Complete information on the proportion of duals in each state who
are enrolled in managed care could not be obtained.

® General programs are mainstream programs that enroll most or all Medicaid beneficiaries. Specialized programs are designed for a specific
subset of the Medicaid population (e.g., nursing home residents or non-institutionalized disabled individuals) or to cover a specific subset of
Medicaid services (e.g., long-term care). MMIP programs are specialized programs that coordinate the financing and/or service delivery of
Medicare and Medicaid service and are funded in part by the Robert Wood Johnson Foundation.

° Except for a few rural counties where a PCCM model is available.

¢ A PCCM model that enrolls a small number of duals is being phased-out.

Source: ESRI Interviews with state Medicaid officials, 1999.
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| ntroduction

Managed care has become the primary means of health services delivery among private payers.
In 1998, an estimated 87 percent of workers with private, employer-sponsored health coverage
were enrolled in some type of managed care plan.' Smaller proportions of people enrolled in
public programs, such as Medicare and Medicaid, are in managed care. Medicare enrollment in
HMOs has been expanding for several years (though its growth has slowed this past year), and in
1999, an estimated 6.1 million (15 percent) of the almost 40 million Medicare beneficiaries were
in managed care.” Medicaid programs are also moving to managed care, and of the roughly 40
million Medicaid beneficiaries in 1999, more than half (53 percent) were in managed care.’

As payers enroll more and more people in managed care, special populations initially excluded
from such arrangements are beginning to be included. This trend is particularly true in the
Medicaid program, which serves many vulnerable populations with special needs. States have
enrolled Medicaid populations into managed care in stages. This process allows states to gain
experience in enrolling—and allows managed care organizations (MCOs) to gain experience in
serving—healthier low-income populations before turning to the more vulnerable Medicaid
beneficiaries who often have complex health conditions that require expertise in coordinating
care. In Medicaid, the first populations to make the transition from fee-for-service (FFS) to
managed care were families who were also enrollees in Temporary Assistance for Needy
Families (TANF). States have been much slower to enroll in managed care the most vulnerable
Medicaid populations—aged, blind, and disabled Medicaid beneficiaries, including disabled
Supplemental Security Income (SSI) beneficiaries and individuals dually eligible for Medicare
and Medicaid (duals).

This report describes states’ efforts to enroll one of the most vulnerable populations—duals who
receive full Medicaid benefits—into Medicaid managed care programs.* It explores the policy
issues and programmatic features of Medicaid managed care arrangements that include this
population, including state-by-state profiles and enrollment data for each program.’ The report
also addresses other managed care initiatives for duals, including Medicare managed care and
state-level initiatives, though its primary focus is how these programs interact with Medicaid
managed care programs. A separate, companion report provides in-depth case studies of
Medicaid managed care programs for duals in three states, Georgia, Minnesota, and
Pennsylvania.

! Mercer/Foster Higgins, National Survey of Employer-Sponsored Health Plans, 1998.

% Health Care Financing Administration, Monthly Report of Medicare Managed Care Plans, April 1999.

3 The Kaiser Commission on Medicaid and the Uninsured, June 1999.

* This research builds upon a similar ESRI project that profiled Medicaid managed care programs enrolling non-elderly
adults and children with disabilities. See: Regenstein and Schroer, Medicaid Managed Care for Persons with
Disabilities; Sate Profiles, The Kaiser Commission on Medicaid and the Uninsured, December 1998.

5 A subsequent report by ESRI will examine the Medicaid managed care programs in Georgia, Minnesota and
Pennsylvania, and will include an analysis of the development, implementation and implications of the programs for
the dual eligible population in these states.
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In the Introduction we describe the dual eligible population and address the policy issues related
to the enrollment of duals in managed care programs. Section I of the report synthesizes the
findings across the states, describing the different types of managed care arrangements that enroll
duals and the key features of the programs. Section II profiles each Medicaid managed care
program, including Medicare/Medicaid Integration Programs, that enrolls duals. The appendices
provide supplemental information relevant to this population.

In preparing this report, the Economic and Social Research Institute (ESRI) collected information
from the 50 states and the District of Columbia about state Medicaid managed care programs that
enroll duals. Medicaid personnel were questioned about all Medicaid managed care initiatives
that enroll duals, as well as any programmatic features that apply to duals or are designed
specifically for Medicaid subgroups that include duals.® ESRI staff reviewed written materials
about the various managed care programs (including requests for proposals [RFPs], enrollment
packets, and waiver applications) and examined portions of states’ web sites for additional
information. ESRI also interviewed PACE administrators in states that had programs.

This study includes estimates of the enrollment of duals in Medicaid managed care programs as
of August 1999.7 Although the interviews with Medicaid personnel were completed in the spring
of 1999, information was updated in some states through follow-up calls.

The enrollment estimates were derived through discussions with the state Medicaid officials. In a
few instances, the number of duals enrolled in managed care was not available.® For these
programs, Medicaid and ESRI staff developed estimates, taking into account the program type,
enrollment requirements (such as mandatory or voluntary), and the experience of similar
programs in other states.’

Since many states have only recently begun to enroll their most vulnerable Medicaid populations
into managed care arrangements, Medicaid officials were also questioned about planned managed
care initiatives that will include duals. Some of these tentative programs are profiled throughout
this report as vignettes. While many of these proposed programs are innovative, it is important to
note that they are in the planning phases. There is no guarantee that these programs will be
implemented in the manner in which they are currently envisioned.

® ESRI conducted telephone interviews with one or more Medicaid staff person in each state, using comprehensive
interview guides based on the type of program (e.g., capitated program, primary care case management program, or
specialized program). To supplement this information, a set of questions regarding coordination between Medicaid
Third-Party Liability departments and Medicare HMOs was also administered in applicable states.

7 Since August 1999, Georgia has closed down its Voluntary HMO Program due to lack of provider interest and low
capitation rates cited by providers in the program. As of January 2000, all enrollees were moved into the Georgia Better
Health Care (GBHC) program. Because GBHC is voluntary for duals, the 1,200 duals in the Voluntary HMO Program
were given the option to enroll in GBHC.

8 This is true in Colorado, North Carolina and Utah.

? For example, in North Carolina, the number of duals voluntarily enrolled in the state’s Primary Care Case
Management (PCCM) program—Carolina Access—was not available. We estimated the enrollment based primarily on
the average percentage of enrollment of duals in other voluntary PCCM programs (e.g., Idaho’s Health Connections,
Georgia Better Health Care, and California’s PCCM Program).
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Who Are Dual Eligible Beneficiaries?

Dual eligible beneficiaries (duals) are individuals eligible for both Medicare coverage and some
form of Medicaid coverage—either coverage for full Medicaid benefits and some financial
assistance in paying Medicare’s cost-sharing requirements or financial assistance from Medicaid
only. (Appendices A and B, respectively, describe the eligibility criteria for the Medicare and
Medicaid programs.) Duals are therefore either a) elderly and poor, b) disabled and poor, or c)
elderly, disabled and poor."

Dual eligibility can occur as some Medicare beneficiaries become “categorically needy” for
Medicaid, meaning they fit into one of a state’s Medicaid eligibility categories (e.g., people who
receive Supplemental Security Income [SSI])."" Other Medicare beneficiaries may qualify for
Medicaid coverage because they fit the eligibility criteria for a state’s medically needy program. '
Thirty-five states and the District of Columbia have medically needy programs.” Medicare
beneficiaries determined to be either categorically needy or medically needy for Medicaid
coverage are eligible to receive the full Medicare and Medicaid benefit packages. These duals
often are referred to as “full Medicaid eligibles.” For these duals, Medicare pays for most acute
care services and Medicaid pays for long-term care, prescription drugs, and other "wrap-around"
services, such as transportation, vision and dental screenings, that Medicare does not cover.

Other low-income Medicare beneficiaries are not eligible to receive Medicaid covered services
because they are not categorically or medically needy for Medicaid, but may be eligible for one
of the Medicare “buy-in” programs that are administered by state Medicaid agencies. Through
these programs, Medicaid provides low-income Medicare beneficiaries with financial assistance
in paying Medicare’s often burdensome cost-sharing requirements. (Appendix C lists Medicare's
cost-sharing requirements.) The buy-in programs, including the Qualified Medicare Beneficiary
(QMB) and Special Low-Income Medicare Beneficiary (SLMB) programs, are described in
Appendix D. Although QMBs and SLMBs also are considered duals, they are not eligible for
Medicaid covered services and typically are not eligible to enroll in Medicaid managed care
programs. Because this report primarily describes Medicaid managed care programs in their role

1% Some low-income Medicare beneficiaries may not qualify for a state’s Medicaid program and some aged or disabled
Medicaid beneficiaries do not have Medicare; these people are not duals.

"' The SSI program is a Federal cash assistance program for needy aged, blind or disabled (ABD) individuals. As of
January 1999, there were 6.6 million SSI recipients nationwide. Not all SSI recipients are duals. In 40 states, SSI
recipients are automatically eligible for Medicaid (meaning the Medicaid eligibility criteria for the ABD population is
eligibility for SSI). The remaining states, called 209(b) states, use Medicaid eligibility rules for individuals with
disabilities that are more restrictive than the SSI standard. Social Security Administration web site: www.ssa.gov, June
1999.

12 Medically needy programs are one of the optional Medicaid eligibility categories that states can choose to cover.
These programs expand Medicaid eligibility to individuals whose incomes/resources exceed the Medicaid income
eligibility limits set by their state for categorically needy populations, but who incur medical expenses that reduce their
income or cause them to “spend-down” to or below their state’s medically needy income standard. Health Care
Financing Administration web site: www.hcfa.gov, June 1999.

13 Schneider et al, Medicaid Eligibility for the Elderly, The Kaiser Commission on Medicaid and the Uninsured, May
1999, based on data from Bruen et al. State Usage of Medicaid Coverage Options for Aged, Blind, and Disabled
People, The Urban Institute, August 1999.
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as service delivery systems for duals, it focuses mainly on those duals that are full Medicaid
eligibles.

Earlier studies have found that there are over six million individuals dually eligible for Medicare
and Medicaid." In terms of total Medicare and Medicaid program enrollment in 1999, duals
comprise roughly 15 percent of both the 39.6 million total Medicare beneficiaries and the 40.4
million total Medicaid beneficiaries. According to state and federal officials, it has been virtually
impossible to accurately determine the distribution of the estimated six million duals across the
states and across the dual eligibility groups. Appendix E describes the challenges that HCFA and
states face in identifying and categorizing duals and current initiatives to integrate and
standardize Medicare and Medicaid data files to be better able to determine the number and type
of duals on a state-by-state basis. However, previous reports have estimated that roughly 90
percent of duals are full Medicaid eligibles (who may or may not also be eligible for one of the
buy-in programs) and 10 percent are eligible only for one of the buy-in programs."

Why Are Duals a Vulnerable Population?

As noted earlier, duals are elderly and poor, under-65 disabled and poor, or elderly, disabled, and
poor. Because of this unique status, many duals have more serious health risks and more complex
medical, social and long-term care needs than other Medicare and Medicaid beneficiaries. They
also generate higher health care costs.

Within the dual eligible population, there are diverse subgroups with diverse needs. Duals include
physically disabled, non-elderly individuals; cognitively impaired, non-elderly individuals; the
frail elderly; and healthy elderly individuals.'® In addition, within each subgroup, health and
social service needs vary substantially among individuals.

Despite this diversity, there are some characteristics that are typical of duals. Compared to other
Medicare beneficiaries, duals are disproportionately either over age 85 or are non-elderly and
disabled."” In addition, duals more often are poor (by definition), female, non-white, unmarried,
living alone, institutionalized, and less educated. Duals are also more likely than other Medicare

14 O’Brien and Rowland, Medicare and Medicaid for the Elderly and Disabled Poor, The Kaiser Commission on
Medicaid and the Uninsured, May 1999 and Feder, Medicare/Medicaid Dual Eligibles: Fiscal and Social
Responsibility for Vulnerable Populations, The Kaiser Commission on the Future of Medicaid, May 1997. The Health
Care Financing Administration (HCFA) estimates that there are 6.7 million dual eligibles. See: Clark and Hulbert,
Research Issues: Dually Eligible Medicare and Medicaid Beneficiaries, Challenges and Opportunities, Health Care
Financing Review, Winter 1998, Volume 20, Number 2. However, for purposes of this report, we will assume there are
six million individuals eligible for both Medicare and Medicaid.

15 Feder, May 1997.

'% Clark and Hulbert, Winter 1998.

' Feder, May 1997.
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beneficiaries to report significant and chronic health problems, including stroke, diabetes, and

heart disease, '* and to have limitations in more than one Activity of Daily Living (ADL)."**

The poor health status of the dual population is even more evident when specific subsets of the
population are examined. For example, 44.2 percent of elderly disabled duals are characterized as
severely disabled (meaning they have a chronic, specific disability and are limited in a major life
activity), compared to 30.5 percent of Medicare individuals who do not have any other source of
coverage.”'

Service Utilization

Duals require a comprehensive range of acute and long-term care services.”” Because of their
particular vulnerabilities and health conditions, they often require inpatient hospitalization, long-
term care services, and pharmaceuticals.”> Currently, most duals receive their health and social
services from a multitude of sources, including Medicaid providers, Medicare providers, nursing
homes, hospitals, and community-based programs (e.g., Senior Centers, churches, and
community health centers).

Compared to beneficiaries with Medicare only, duals’ Medicaid coverage seems to facilitate
access to care. In 1996, 17.3 percent of duals had “no usual source of care,” compared to 27.8
percent of Medicare-only beneficiaries; 12.4 percent of duals delayed seeking care due to cost,
compared to 20.9 percent of Medicare-only beneficiaries; and 21.9 percent of duals reported no
office visit, compared to 43.6 percent of Medicare-only beneficiaries.**

However, these statistics indicate that duals still have problems accessing care; Medicaid may
reduce the barriers to care for duals, but it does not eliminate them. In addition, duals’ use of
multiple providers may result in a fragmented delivery system that often confuses and frustrates
duals and their families. Access to needed services may be restricted if duals are uncertain about
who is providing and financing their health and social services and where to go to receive the
services.

'8 Mollica and Riley, Managed Care for Low Income Elders Dually Eligible for Medicaid and Medicare: A Snapshot of
Sate and Federal Activity, National Academy for State Health Policy, June 1997.

1% Activities of Daily Living (ADLs) include eating, bathing, toileting, dressing and working.

2 Feder, May 1997.

2! Meyer and Zeller, Economic and Social Research Institute, January 1999.

22 Long-term care services include nursing home care, residential services (such as Intermediate Care Facilities for the
Mentally Retarded [ICF-MRY]), personal care, and home and community-based services. See: Coleman, New Directions
for Sate Long-Term Care Systems: Second Edition, AARP Public Policy Institute, October 1998.

2 New England States Consortium web site: www.neconsortium.org, March 1999. Linked 1997 Medicare-Medicaid
data files from Connecticut, Maine, Massachusetts and New Hampshire.

2* O’Brien and Rowland, May 1999, From Medicare Payment Advisory Commission, June 1998. Note: this data is for
fee-for-service beneficiaries only.
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Health Expenditures

Duals generate a disproportionate share of program expenditures for the Medicare and Medicaid
programs. In 1997, the 17 percent of Medicare enrollees who were duals accounted for $56.7
billion in expenditures, or 28 percent of total Medicare spending.”> Medicare spending per
beneficiary is typically about 70 percent higher for duals than it is for other Medicare enrollees.*
This is true across all services, but one of the largest disparities is in hospital services, such as
emergency room use, reflecting the complexity of duals’ acute care needs.”’

Medicaid spending reveals similar trends. In 1997, the 20 percent of Medicaid beneficiaries who
were duals accounted for $56 billion in expenditures, or 35 percent of total Medicaid spending.*®
The most costly subgroup of the dual eligible population is those with full Medicaid benefits
(compared to those who are only eligible for one of the buy-in programs). Many of these people
rely on Medicaid’s long-term care benefit and in fact qualify for full Medicaid coverage by first
“spending down” their income on institutional long-term care services.

Coordination of Benefits and Cost-Shifting

For duals who are full Medicaid eligibles, Medicare pays for acute care services and Medicaid
pays for long-term care, prescription drugs, and other "wrap-around" services, such as
transportation, vision and dental care, which Medicare does not cover. (Appendix F lists the
services that are covered by Medicare and Medicaid.) Although there are distinct services for
which each program is responsible, there are some services that are covered by both Medicare
and Medicaid. As a general rule, Medicaid is the “payer of last resort,” meaning that for any
overlapping or duplicative service (such as hospitalization or physician care), providers must seek
payment from Medicare first and then bill Medicaid for any balance.

With two different payers responsible for financing health services for duals, there is an incentive
for one payer to try to shift costs to the other. This problem is exacerbated by the fact that
Medicare and Medicaid benefits overlap for post-hospital and some long-term care services. For
example, Medicaid could encourage providers to exhaust Medicare dollars on home health
services before it will pick up the cost; or, Medicare could apply its Skilled Nursing Facility
(SNF) criteria more stringently for a dual, forcing Medicaid to pick up the cost of the service
earlier than it otherwise should.” This is called “cost-shifting” and is practiced by both programs.

% These estimates were based on the 6.7 million duals estimated using HCFA’s Medicare Buy-In Master File. See:
Clark and Hulbert, Winter 1998.

26 Feder, May 1997.

" Mollica and Riley, June 1997.

2 These estimates were based on the 6.4 million duals estimated using HCFA’s Medicaid Statistical Information
System (MSIS). See: Clark and Hulbert, Winter 1998.

% United States General Accounting Office. Medicare and Medicaid: Meeting Needs of Dual Eligibles Raises Difficult
Cost and Care Issues, GAO/T-HEHS-97-119, 4/29/97.
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By substituting payers and covered services, cost-shifting could result in inappropriate service
utilization and restricted access to necessary services for duals.*® There is the danger of selecting
services for duals based on who will pay rather than on what is the most appropriate service and
care setting for the beneficiary.’'

Enrolling Dualsin Medicaid Managed Care

Because duals are served by two programs and can be in either FFS or managed care, they can fit
into one of the following four categories:

e Medicaid FFS and Medicare FFS;

* Medicaid FFS and Medicare managed care;

e Medicaid managed care and Medicare FFS; or

* Medicaid managed care and Medicare managed care.

At present, the overwhelming majority of duals receive both Medicaid and Medicare services on
a FFS basis. However, states are increasingly expanding enrollment in Medicaid managed care
programs to SSI populations and other subsets of the Medicaid population with special health
needs; thus, each year, more of the dual eligible population will move into the third or fourth
group.”

Duals in the last category (Medicaid and Medicare managed care) may also be served through
“integrated programs,” or single programs that integrate Medicare and Medicaid financing and
services.

Benefits of Medicaid Managed Carefor Duals

Managed care can offer substantial benefits for duals, particularly in models that integrate service
delivery and/or financing between Medicare and Medicaid (see summary below). First, most
managed care arrangements are based on establishing a relationship between an enrollee and his
or her Primary Care Physician (PCP), who monitors the enrollee’s health status and refers him or
her to other providers (e.g., specialists) when deemed necessary. This is true in capitated and
PCCM models of managed care.” In this capacity, the PCP is expected to manage and coordinate

30 Feder, May 1997.

3! Mollica et al. Protecting Low Income Beneficiaries of Medicare and Medicaid in Managed Care Volume II:
Coordination of Benefits, Payment Mechanisms and Quality Management, National Academy for State Health Policy,
August 1997.

32 Prior to the BBA, states needed approval from HCFA (through the waiver process) to mandate enrollment of
Medicaid beneficiaries in managed care. The BBA eliminated this requirement for most Medicaid beneficiaries,
including TANF recipients, but preserved it for Medicaid’s most vulnerable populations, including duals (see Appendix
Q).

3 In capitated arrangements, providers are paid a fixed monthly rate for each plan member they have as a patient,
regardless of the amount of care the member receives. In PCCM arrangements, providers are paid a per member
monthly case management fee to act as a gatekeeper to services for the patient, but do not assume financial risk for the
services provided.
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the enrollee’s care. Ideally, communication among the many different practitioners providing care
is enhanced. This feature of managed care can be especially beneficial for the dual eligible
population, which includes a large proportion of elderly individuals with chronic conditions and
varied pharmaceutical needs.

In addition, capitation provides strong incentives for plans and providers to reduce unnecessary
services and to seek lower-cost alternatives to expensive procedures. Health plans operating at
risk should be motivated to keep their enrollees as healthy as possible via preventive care and the
most efficient use of all resources, including personnel. The financial incentives inherent in
capitated systems could result in better health and functional outcomes, as well as greater
efficiency and lower overall costs. Capitated programs also often offer expanded benefits
packages (i.e., additional case management or preventive services) and typically have very little
or no cost-sharing requirements.

Managed care programs that integrate acute and long-term care Medicare and Medicaid services
(as opposed to financing) can be particularly effective in reducing the usual fragmentation of
services and improving continuity of care for duals. Care managers can place greater emphasis
on non-medical support services and therapies that duals often require and can ease the transitions
between such services and acute medical care when necessary. Integrated financing from both
Medicare and Medicaid in managed care programs offers the additional benefits of minimizing
cost-shifting between the two programs and allowing savings from acute care management to
help finance long-term care or other needs.** Integrated financing also gives the care managers
greater flexibility and authority to arrange a broad spectrum of services. Finally, integration may
result in less administrative burden and confusion among duals concerning paperwork and
coverage issues.

Summary of Potential Benefits of Medicaid Managed Carefor Duals
Capitated and PCCM Programs:;
* Relationship with one provider (PCP or care manager)
*  Enhanced continuity of care
* Greater emphasis on prevention/enhanced preventive services
*  Qreater incentive to reduce unnecessary care and redundancy
* Improved cost-effectiveness and efficiency of care delivery
Additional Potential Benefits of Integrated Programs:
* Less incentives to shift costs
* Savings from acute care management redirected to other needs
e Greater flexibility in coordinating a broad range of services
* Reduced confusion and administrative burden

3* Feder, May 1997.
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Potential Drawbacks of Medicaid Managed Carefor Duals

The same financial incentives that offer potential benefits also could pose serious threats to duals
in managed care arrangements, particularly in capitated managed care programs (see summary
below). Most importantly, pressures to reduce costs could lead to cutting back necessary care as
well as unnecessary care. As a result, overall quality of care for duals may suffer.

A second drawback of managed care is reduced freedom of choice—regarding both whether to
see a specialist and which practitioners may be used. In most managed care arrangements, a PCP
acts as “gatekeeper” and must authorize all visits to specialists; without a PCP’s referral, the
service is not covered by the plan (or is covered at a lower percentage). In capitated managed care
models, enrollees also must select from a plan’s list of participating providers, limiting their
choice of both PCPs and specialists. For duals, joining an HMO could require severing long-term
relationships with practitioners who know their patients’ histories well and are trusted by them.
The issue of limited choice is particularly important for the dual eligible population, as, in theory,
they are entitled to Medicare’s FFS coverage even when enrolled in a Medicaid managed care
plan.” Particularly when Medicaid managed care enrollment is mandatory for duals, the fairness
and legality of this situation are areas of concern.

Another source of concern is the inexperience of some managed care organizations (MCOs) in
treating the types of people over-represented in the dual eligible population. When duals are
included along with TANF populations in Medicaid managed care plans, the plans are challenged
to deliver services to individuals who are older, have higher rates of acute and chronic illness,
higher rates of disability, and more complex conditions than the younger populations upon which
many MCOs have honed their expertise. The PCPs, specialists, case managers, and other health
professionals are confronted with a more complex and varied group of individuals who may not
fit the profiles of their younger counterparts, and the kind of care they require may necessitate
developing different models for providing such care.

Finally, the difficulty in tracking enrollment and utilization of duals in Medicare managed care
plans is also of concern. Lack of communication among HCFA, Medicare MCOs, and state
Medicaid programs leaves many states unaware of duals’ enrollment in Medicare managed care
and their use of services within Medicare HMOs.

Even in integrated programs, problems persist. Early experience with integration of acute and
long-term care in managed care programs did not provide evidence of cost savings.’® Further,
integrated Medicare and Medicaid funding does not guarantee fully integrated services or better
outcomes. Medicaid and Medicare integration does not necessarily address, for example, the

35 This does not apply to states that have approval from HCFA—via the waiver authority under which their mandatory
Medicaid managed care programs operate—to deny cost-sharing payments for duals who go outside of their Medicaid
managed care network for Medicare services. Currently, only three states, Arizona, Minnesota and Oregon, have this
authority. See: Feder, May 1997.

36 Feder, May 1997.
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fragmentation of service delivery for meals, homemaker services, housing, food stamps, and other
social support programs outside the state Medicaid program.’’

Summary of Potential Drawbacks of Medicaid Managed Carefor Duals

Capitated and PCCM Programs:
* Financial incentives to reduce access to care and lower quality of care
* Reduced freedom of choice of providers (PCPs and specialists)
*  Severing of long-term relationships with providers
* Loss of Medicare entitlement under mandatory Medicaid managed care
* Treating duals in a model of care for young, healthy enrollees
» Difficulty in tracking enrollment and utilization

Additional Potential Drawbacks of Integrated Programs:
* Lack of evidence of cost-savings, integrated services, or better outcomes
* Continued fragmentation of service delivery for non-medical services

ummary

Duals include some of our most vulnerable citizens: poor elderly or poor disabled individuals.
Enrollment of duals in Medicaid managed care arrangements is occurring slowly in many states,
but some states are moving at a more rapid pace. Although managed care has the potential to
bring significant benefits to duals, it could also be detrimental to their well being. There has been
persistent concern about enrolling duals into managed care until plans are capable of caring for
them. However, the concerns of duals, their families, and advocates about managed care play
against the needs of the Medicare and Medicaid programs to control health care spending.

37 Saucier and Riley, Managing Care for Older Beneficiaries of Medicaid and Medicare: Prospects and Pitfalls,
National Academy for State Health Policy, September 1994.
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Section |:
Managed Carefor the
Dual Eligible Population

Overview

There are three basic types of managed care arrangements in which duals are participating:

* Medicaid managed care programs;

*  Medicare managed care plans; and

* Integrated programs (which integrate Medicare and Medicaid services and/or financing,
including some Medicaid managed care programs, PACE programs, MMIP, and Social
HMOs [SHMOs]).****

These categories are not mutually exclusive. For example, a Medicaid managed care program
may integrate the delivery of Medicaid (long-term care) and Medicare (acute) services by design
of the program, or a dual can enroll in a Medicaid HMO that also is a Medicare HMO (i.e. it also
has a Medicare risk contract with HCFA). In both instances, Medicare and Medicaid services are,
at least functionally, integrated. The primary focus of this report is Medicaid managed care
programs that enroll duals. However, because duals are enrolled in other managed care programs
(i.e., Medicare managed care), each of the three managed care types listed above is discussed in
this section of the report.

At the time of our study, there were an estimated 596,427 duals enrolled in Medicaid managed
care programs, 200,000 duals enrolled in Medicare managed care, 5,562 enrolled in PACE
programs, and a small number enrolled in other managed care initiatives, such as SHMOs.

Table 1 is a compilation of the managed care initiatives for duals in each state. The table includes
all state-level managed care activities that enroll duals, including Medicaid managed care
initiatives, PACE programs, and SHMOs. The table does not list Medicare managed care
arrangements, since Medicare is a federal program and many states indicated that they were
unable to track duals enrolled in Medicare managed care plans. The table includes active

38 MMIPs technically are Medicaid managed care programs. However, some state Medicaid managed care programs
use features of integration, but are not formal MMIP initiatives.

3 These programs are described in further detail in the section of the report, Integrated Medicare and Medicaid
Programs.
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programs, as well as “planned” initiatives that are scheduled for implementation in the near
future. Table 2 provides a summary of the data included in Table 1.

It should be reemphasized that our discussions of Medicaid managed care programs are relevant
mainly to duals who are “full Medicaid eligibles.” Duals, such as QMBs and SLMBs, are
generally not enrolled in capitated Medicaid programs.*’ These types of duals, however, can be in
Medicare HMOs, PACE programs, and SHMOs. Also, Medicaid managed care programs geared
toward the general Medicaid population tend to exclude persons who reside in a nursing home or
an intermediate care facility for the mentally retarded (ICF/MR), even if participation is required
for a majority of the Medicaid population. As a result, many of the frailest Medicaid
beneficiaries, including some duals, may not be included in the program.

40 In Arizona, a few thousand QMBs are enrolled in the statewide Medicaid managed care program. This population
receives assistance in paying Medicare cost-sharing requirements, but is not entitled to the full Medicaid benefit
package.
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Medicaid Managed Care

Many states operate Medicaid managed care programs that enroll duals in some capacity. These
programs vary by type of services covered (e.g. acute care, long-term care, or behavioral health
services),” financing mechanism (e.g. capitated versus PCCM), and other program
characteristics, such as populations included in the program and enrollment processes. However,
most of these programs manage primarily acute care services, are capitated, are geared to the
broader Medicaid population, are voluntary for duals, and contain limited, if any, provisions
specifically intended to ensure quality of care for the dual eligible population.

Twenty states operate at |east one Medicaid managed care program that enrolls duals (see Table
3). Intotal, these states operate 32 Medicaid managed care programs for duals. Section |1 of the
report contains detailed profiles of each of these programs. The programs include only Medicaid
managed care programs (both capitated and primary care case management [PCCM] models) that
provide acute and/or long-term care services. Several of these are integrated Medicare/Medicaid
programs, meaning they coordinate and capitate for both acute and long-term care services.*” In
some states, duals are enrolled in capitated behavioral health programs for Medicaid
beneficiaries.”® Because Medicare covers most behavioral health services for duals, these
programs are discussed in the report (and briefly described), but are not profiled individually.

Estimates of Enrollment in Medicaid M anaged Car e by Program
Table 3 provides estimates of the total program enrollment in each of the Medicaid managed care

programs that enrolls duals and an estimate of the total number of duals enrolled. In total, these
programs enroll approximately 596,427 duals.

41 Acute care refers to the medical/surgical, or somatic, component of health care delivery; long-term care includes
nursing home, home health and home- and community-based care services, and behavioral health services include
mental health and substance abuse services.

“2 Three are formal MMIPs (which are described in the section, Integrated Medicare and Medicaid Programs); others
are Medicaid programs that integrate certain aspects of Medicare and Medicaid service delivery.

3 For example, lowa, Michigan, Montana, Pennsylvania, Tennessee, and Washington operate statewide managed
behavioral health programs that are mandatory for most or al Medicaid beneficiaries, including duals. Utah operates a
capitated mental health program (which does not include substance abuse) in 25 of its 29 counties that is mandatory for
all Medicaid beneficiaries including duals. Almost 95 percent of the state’s Medicaid population is enrolled in the
program.
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Table 3: Enrollment of Duals in State Medicaid Managed Care Programs, 1999%

Total

State Program Name Program Proggam Medicaid Dual
(M=Mandatory, V=Voluntary) Model Type Enroliment Enrollment
Arizona AHCCCS Acute Care Program (M) CAP General 366,000 24,000
AHCCCS LTC program (M) CAP Specialized 27,000 16,000
California COHS (M) CAP General 365,000 74,000
Geographic Managed Care Program (V) CAP General 138,000 1,900
Prepaid Health Plans (V) CAP General 182,000 4,500
Two Plan Model (V) CAP General 1,719,600 13,800
PCCM Program (V) PCCM General 2,900 300
Colorado Medicaid HMO Program (V) CAP General 70,000 9,000
Primary Care Physician Program (V) PCCM General 47,000 3,700
Specialized —
Florida LTC Community Diversion Pilot Project (V) CAP MMIP 45 45
Medicaid HMO Program (V) CAP General 446,500 17,600
Georgia Voluntary HMO Program (V) CAP General 21,300 1,200
SOURCE (V) PCCM Specialized 580 510
Georgia Better Health Care (V) PCCM General 550,000 17,000
Idaho Healthy Connections (V) PCCM General 31,900 3,300
Kentucky Health Care Partnerships (M) CAP General 175,280 25,000
Maryland Voluntary Medicaid HMO Program (V) CAP General 900 900
Michigan Comprehensive Health Care Plan (V) CAP General 740,000 37,800
Specialized —
Minnesota Minnesota Senior Health Options (V) CAP MMIP 2,910 2,910
Prepaid Medical Assistance Program (M) CAP General 182,000 26,000
Mississippi Voluntary HMO Managed Care Program (V) CAP General 91,400 1,900
New Jersey New Jersey Cares 2000+ (V) CAP General 390,000 840
New York Evaluated Medicaid LTC Capitation Project (V) CAP Specialized 1,100 1,100
North Carolina Carolina Access (V) PCCM General 491,000 38,800
Oregon Oregon Health Plan (M) CAP® General 350,200 43,300
Pennsylvania HealthChoices (M) CAP General 733,000 28,100
Voluntary HMOs Program (V) CAP General 119,900 4,200
Tennessee TennCare (M) CAP General 821,454 161,922
Specialized —
Texas STAR+PLUS (M) CAP MMIP 54,800 25,200
Utah Choice of Health Care Delivery (M) CAP! General 75,000 10,000
Wisconsin I-Care (V) CAP Specialized 3,500 1,200
Partnership Program (V) CAP Specialized 500 400
Total = 20 states 32 programs 8,200,769 596,427

# This table includes only Medicaid managed care programs that include duals. Complete information on the proportion of duals in each state who
are enrolled in managed care could not be obtained.

® General programs are mainstream programs that enroll most or all Medicaid beneficiaries. Specialized programs are designed for a specific
subset of the Medicaid population (e.g., nursing home residents or non-institutionalized disabled individuals) or to cover a specific subset of
Medicaid services (e.g., long-term care). MMIP programs are specialized programs that coordinate the financing and/or service delivery of
Medicare and Medicaid service and are funded in part by the Robert Wood Johnson Foundation.

© Except for a few rural counties where a PCCM model is available.

4 A PCCM model that enrolls a small number of duals is being phased-out.

Source: ESRI Interviews with state Medicaid officials, 1999.
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ESRI attempted to estimate the proportion of duals in each state that are enrolled in Medicaid
managed care. We were not able to collect complete information in this area and, therefore, did
not include it in the table. While states could estimate the number of duals that are enrolled in
their Medicaid managed care programs with some accuracy, many states could not provide a
useful number on the total number of dualsin the state.** A previous study on duals (Mollica and
Riley, 1997) attempted to collect and report similar data, but the results also were incomplete and
inconsistent across the states.” Having a similar experience, ESRI concluded that the available
information isincomplete and that including it in the report would be misleading.

Based on the enrollment estimates, 9.9 percent of the six million duals nationally are enrolled in a
Medicaid managed care program. Considering that many of these managed care programs are
mandatory for TANF and related populations and voluntary for duals, the percentage of duals
enrolled in managed care is much lower than the percentage of total Medicaid beneficiaries in
managed care (see Figure 1).

Figure 1. National Medicaid Managed
Care Enrollment of Duals, 1999

100% Percent enrolled in managed care
b -

80% -
60% - 53.0%
40% -

20% A 9.9%

0%
Total Medicaid Total Duals

SOURCE: ESRI, 1999.

Program Models

There are three major decisions that states must make in developing Medicaid managed care
programs. States must determine the program'’s financing mechanism (capitated vs. primary care
case management [PCCM]); program type (mainstream vs. specialized); and participation
requirements (mandatory vs. voluntary). There is overlap among these categories as some
capitated programs are mainstream programs and others are specialized, and some have

4 See Appendix E for a discussion on the difficulties states face in identifying and reporting duals.

“ In this study, some states provided an estimate of the total number of dualsin the state, but the figure included QMBs
and SLMBs who are not eligible to enroll in Medicaid managed care programs. Others provided a breakdown of duals
in the state, but the figures did not add up to the total number of duals that was reported. Other states provided the total
number of aged, blind and disabled Medicaid beneficiaries, but not the number of these individuals who are duals.
Many states did not report a number at al.
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mandatory participation (for duals) and others have voluntary. The same is true for PCCM
programs. Each of these program models is addressed in detail in the text. The 32 Medicaid
managed care programs that enroll duals use the following program models:

Table4: Program Models of Medicaid Managed Care Programsfor Duals, 1999

Capitated Programs PCCM Programs Total
(enrollees) (enrollees) (enrollees)
Total Speciaized Mainstream Total Speciaized Mainstream

Total 26 7 19 6 1 5 32
(532,817) (46,855) (485,962) (63,610) (510) (63,100) (596,427)

Voluntary 16 5 11 6 1 5 22
(99,295) (5,655) (93,640) (63,610) (510) (63,100) (162,905)

Mandatory 10 2 8 0 0 0 10
(433,522) (41,200) (392,322) (0) (0) (0) (433,522)

Capitated vs. PCCM Programs

The majority (26) of the Medicaid managed care programs that enroll duals are capitated
programs.”® These programs cover most (89.3 percent) of the duals in Medicaid managed care
(see Figure 2).

Figure 2: Enrollment of Duals in
Capitated and PCCM Medicaid
Programs, 1999

Capitated
89%

Total Duals in Medicaid managed care = 596,427

SOURCE: ESRI, 1999.

In a capitated Medicaid managed care program, the state pays a managed care organization
(MCO), typically an HMO, a certain dollar amount per member per month (PMPM) to provide a
predetermined set of medical servicesto enrollees. The managed care organization assumes some
level of financial risk, since it receives a fixed payment regardless of services utilized by
enrollees and costs incurred.

6 Some of these programs operate statewide, while others operate only in limited geographic regions (usually specific
counties) within the state.
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For duals enrolled in capitated Medicaid programs, Medicare continues to pay for a majority of
acute care health needs, either on a fee-for-service (FFS) basis or on a capitated basis through a
Medicare HMO. For these duals, the Medicaid managed care program is typically responsible for
paying for “wrap-around” services, such as pharmaceuticals and vision and dental care, aswell as
Medicare cost-sharing requirements. In some states, duals that participate in a capitated Medicaid
managed care program are restricted to their Medicaid HMO provider network for Medicare
acute care services, if Medicaid is to cover any Medicare cost-sharing requirements. (This is
discussed in more detail in the section, Cost-Sharing for Medicare Services). In many of the
programs, long-term care services are not included in the Medicaid managed care program’s
capitation rate; in these instances, long-term care is provided on a FFS basis through Medicaid.

PCCM programs essentially are managed fee-for-service (FFS) programs. In PCCM programs,
each Medicaid enrollee is linked with a PCP, who provides most primary care services to the
enrollee, but refers the enrollee to other providers for specialty services, thereby serving as a case
manager for each client. The PCP is paid asmall (e.g., $3) monthly case management fee for each
enrollee; all services, however, are reimbursed on a FFS basis.

Six of the Medicaid managed care programs that enroll duals are PCCM programs.*’ California,
Colorado, Idaho, and North Carolina each operate one, and Georgia operates two. As Figure 3
shows, three states (California, Colorado, and Georgia) operate both capitated and PCCM
programs that enroll duals.®®

Figure 3: Use of Capitated and/or PCCM
Program for Duals, by State Medicaid
Program, 1999

B cap/PCCM (3 states)
I cap (15 states)

O pcewm (2 states)
[J No Medicaid managed care
SOURCE: ESRI, 1999. program for duals

47 At the time of this study, the Oregon Health Plan has both a capitated and PCCM component. However, the PCCM
model is offered in only a few rural counties, and enrollment for duals is very small. Utah’s Choice of Health Care
Delivery Program also operates both a capitated and a PCCM component. However, the PCCM model is gradually
being phased out and all enrollees will be required to enroll in the capitated program. Consequently, both of these
programs are reported as capitated programs.

“8 Oregon and Utah are not included in this category.
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Most PCCM programs manage acute care services only and do not manage long-term care,
pharmaceuticals, and behavioral health services. Since duals have Medicare coverage, many who
choose to participate in these PCCM programs may receive relatively few Medicaid-reimbursed
health care services through the program.

General vs. Specialized Programs

Some states incorporate duals and other vulnerable Medicaid populations (such as SSI recipients)
into “mainstream” managed care programs that serve the general Medicaid population (e.g., the
TANF population) under one administrative body. Alternatively, states can create specialized
programs (separate from the state’ s general Medicaid managed program) designed exclusively for
a select Medicaid population (such as duals or those eligible for nursing home care) or to provide
a specific subset of Medicaid services (such as long-term care services).

The majority of duals in managed care (92.1 percent) are enrolled in mainstream programs (see
Figure 4). A small percentage of duals (7.9 percent) are enrolled in specialized programs. Of the
32 Medicaid managed care programs that enroll duals, eight are specialized in nature. Three of
the programs are formal MMIP programs and integrate Medicare and Medicaid financing and/or
service delivery for enrollees.® Of the roughly 47,000 duals enrolled in specialized Medicaid
managed care programs, about 28,000 are enrolled in the three MMIP programs.

Figure 4: Enrollment of Duals in General
and Specialized Medicaid Managed
Care Programs, 1999

Specialized
8%

General
92%

Total Duals in Medicaid managed care = 596,427

SOURCE: ESRI, 1999.

States that operate one general Medicaid managed care program for all (or most) Medicaid
beneficiaries expend fewer administrative resources than states that also oversee and monitor
multiple specialized programs. For both program administrators and beneficiaries, such a system
may be less complex from an administrative and organizational standpoint. In addition,

“ These programs (Florida's Evaluated Long-Term Care Community Diversion Project, Minnesota' s Minnesota Senior
Health Options, and Texas STAR+PLUS) are reported in the tables as Medicaid managed care programs, but are
discussed in detail in the section on integrated programs.
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beneficiaries in general programs may have accessto alarger number of health plans and network
of providers resulting from a system that serves alarge, diverse Medicaid population.

Specialized programs, however, have the advantage of targeting appropriate services to a
population with specific needs. Specialized programs tend to include providers who are
experienced in caring for persons with complex health care needs and typically include
supportive services, such as therapies and medical equipment, that are extremely important to the
health and functional well-being of the dual eligible population.®

While some of the capitated programs require participating MCOs to provide al Medicaid
mandated benefits under the capitation rate, other programs “carve-out” specific servicesfrom the
capitation rate, such as behaviora health care, pharmacy, dental, hospice, long-term care, and
family planning services, and provide these services to enrollees through separate FFS
arrangements or specialized capitated programs.® (Behavioral health and pharmacy carve-outs
are discussed in subsequent sections.) There are no carve-outs in PCCM programs since all
services (except the monthly case management fee PMPM) are reimbursed on a FFS basis.

Capitated “carve-out” programs that provide a specific niche of health care services, particularly
managed long-term care programs, are frequently geared toward the dual eligible population.
While duals enrolled in a managed long-term care program may receive their acute care services
(from Medicare) and other services such as pharmaceuticals (from Medicaid) on a FFS basis, a
principal portion of their care, namely nursing home or custodial care services, is managed
through the carve-out program.

There are five specialized, non-MMIP programs (described below) that are not designed for duals
per se, but rather target either a specific subgroup of Medicaid beneficiaries (e.g., hursing home
eligibleindividuals or SSI recipients) often including duals or a subset of Medicaid services, such
as long-term care. Most of these programs incorporate a continuum of acute and long-term care
services and transcend “traditional” acute care managed care programs.

* The Arizona Health Care Cost Containment System (AHCCCS) operates two managed
care programs—an acute care program and a long-term care program—in which most
Medicaid beneficiaries are required to participate. The long-term care program, the Arizona
Long Term Care System (ALTCS) serves al Medicaid beneficiaries (including many duals)
who meet eligibility criteria for nursing home care. Through this program, health plans offer
a complete array of acute medical care services, ingtitutional services, behaviora health
services, home and community-based services (HCBS) and case management services for all
eligible Medicaid beneficiaries.

% Regenstein and Schroer, December 1998.
51 Several PCCM programs also use separate arrangements for behavioral health services—particularly if there is a
behavioral health managed “carve-out” programin the state.
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» Georgia's Service Options Using Resources in a Community Environment (SOURCE)
program is a voluntary demonstration program that serves elderly duals and physically
disabled individuals under age 65 in a modified PCCM model.

* New York’'s Evaluated Medicaid Long Term Care Capitation Project is a voluntary,
partially-capitated program that serves duals requiring long-term care. Most long-term
services are included in a capitated rate from Medicaid, while other long-term care and acute
services are coordinated through the program by case managers but are provided on a FFS
basis.

* Wisconsin’s |-Care program is a specialized capitated program that serves SSI recipients
who are disabled but not institutionalized on a voluntary basis. The program is designed to
provide comprehensive care, including acute, behavioral health, and social support services,
to enrollees. Many of the enrollees are duals.

» Wisconsin’s Partner ship Program is avoluntary capitated program that serves frail elderly
and physically disabled Medicaid beneficiaries. The program is considered a “semi-PACE”
model because it incorporates some features of Medicaid/Medicare integration, but uses a
smaller, more focused, provider team. The Partnership Program is not a formal MMIP
program.

Mandatory vs. Voluntary Programs

In addition to choosing the financing mechanism for a Medicaid managed care program and the
populations to be served by the program, states must also decide whether to require enrollment of
dualsin Medicaid managed care.

States must obtain prior approval from HCFA to mandate participation of duals and other
vulnerable populations (e.g., special needs children) in managed care programs.® To do so, states
generally apply for a waiver (or some combination of waivers) of provisions of the Socia
Security Act, such as Research and Demonstration waivers, Freedom of Choice waivers, and
home and community-based care waivers. (See Appendix G for descriptions of the various
federal waivers.)

States have had different experiences in working with HCFA to develop programs that require
waivers. Some described positive, symbiotic relationships with HCFA, while others expressed
much frustration in trying to wade through a long process with many impediments and delays.

State officials often complained about the lengthy process for review, additional questions and
answers, and final decision by HCFA—a process that has taken up to five or six years in some
cases. During that time, the political climate in the state could change, perhaps obviating the need
for awaiver. A great deal of time and effort put into the planning and design of a program could
be wasted if the political support wanes while awaiting notice from HCFA. Connecticut, for

2 The BBA diminated this need for a federal waiver to mandate that TANF and other poverty-related Medicaid
beneficiaries enroll in managed care arrangements.
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example, received aMedicare/Medicaid Integration Program grant and designed afully integrated
program similar to Minnesota's Senior Health Options. But after applying for necessary waivers,
€l ections brought a new administration that was not interested in taking the project further.

Of the 26 capitated managed care programs, 10 are mandatory for duals and 16 are voluntary for
duals.®® In the six states (Arizona, Cdlifornia, Florida, Minnesota, Pennsylvania, and Wisconsin)
that operate more than one capitated program, enrollment requirements vary by program.
California, for instance, operates four capitated managed care programs that operate in different
regions of the state; duals may voluntarily participate in three of the programs and are required to
participate in the fourth program. Each of the six PCCM programs is voluntary for duals.> The
participation requirements for dualsin the state programs are as follows:

Table 5: Participation Requirements for Duals in Medicaid Managed Care, 1999

CAPITATED PROGRAMS (26) PCCM PROGRAMS (6)
MANDATORY VOLUNTARY MANDATORY VOLUNTARY
Arizona (2) California (3) (none) Cdlifornia
Cdlifornia Colorado Colorado
Kentucky Florida (2) Georgia (2)
Minnesota Georgia Idaho
Oregon Maryland North Carolina
Pennsylvania Michigan
Tennessee Minnesota
Texas Mississippi
Utah New Jersey

New Y ork
Pennsylvania
Wisconsin (2)

Source: ESRI interviews with state Medicaid officials, 1999.

Of the duals enrolled in capitated Medicaid managed care programs, 81.4 percent are enrolled on
amandatory basis and 18.6 percent on a voluntary basis. AlImost al dualsin PCCM programs are
enrolled on a voluntary basis (see Figure 5).

Voluntary participation in managed care preserves freedom of choice for duals. If duals are
satisfied with their existing health care regime, they are not forced to change it by enrolling in a
managed care program. However, many voluntary programs experience limited enrollment and/or

53 Some of the voluntary programs are voluntary for all Medicaid beneficiaries, while others are mandatory for TANF
and other low-income populations, but voluntary for the dual eligible population.

5 In Idaho, participation is mandatory for Medicaid beneficiaries—including many duals—in two counties of the state
only. This program is reported as a voluntary PCCM program.

% This total does not take into account the small number of duals that are enrolled in the PCCM models of the Oregon
Health Plan or Utah's Choice of Health Care Délivery.
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adverse selection, attracting relatively healthy recipients and leaving recipients with more
complex health care conditions in FFS arrangements.

Figure 5: Medicaid Managed Care
Enrollment Requirements for Duals, 1999

Beneficiaries, by Enroliment Enrollment Requirements
Requirements by Program Type

B Mandatory @ Voluntary

Voluntary 100%
27%
80%

Mandatory
73%

%

CAPITATED zee\]
Total Duals Total Programs =26 Total Programs = 6

In Medicaid =596,427
Managed care

SOURCE: ESRI, 1999.

Mandatory participation, on the other hand, ensures enrollment in managed care of selected
segments of the Medicaid population. Adverse selection, at least at the program level, is averted.
Duals, however, may lose some Medicare protections (e.g. freedom of choice of providers) under
a mandatory Medicaid managed care program that places restrictions on access to specialty care
or out-of-network providers. Beneficiaries entering mandatory programs may have to sever long-
standing relationships with providers who are not in the Medicaid MCO’ s network, a change that
is particularly problematic for people with complex, chronic conditions.

If a state chooses to make participation in capitated managed care mandatory, at least for certain
segments of the Medicaid population (and particularly for vulnerable populations), it must
designate criteria for assigning members to health plans or PCPs, if these are not voluntarily
selected. This processis referred to as autoassignment. For duals, autoassignment is particularly
important, as the process dictates from where and from whom they can receive health care
services.™® Most states with mandatory managed care programs, such as Arizona and Minnesota,
base autoassignment on such factors as proximity of providers to recipients, ability to use MCOs
that include clients’ historical providers, and the willingness of PCPsto accept new patients.

Some states that do not use autoassignment have taken measures to ensure that more vulnerable
populations—including duals—are linked to appropriate providers during the enrollment process
in mandatory managed care programs. For instance, although duals in both Kentucky and Oregon
are required to enroll in the Medicaid managed care program, duals are not autoassigned to health
plans. Instead, the health plans or program officials are required to work with duals individually
to select a health plan or PCP that meets their needs.

% However, some programs are designed to allow duals to retain freedom of choice in obtaining Medicare services.
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Voluntary capitated managed care programs do not have this autoassignment feature because
individuals choose to enrall in the program and presumably will designate their preferred plan or
provider. For voluntary PCCM programs, it is assumed that duals choose a PCP with whom they
arefamiliar.

Program Features
Enrollment Process

Managed care programs that enroll duals on either a voluntary or mandatory basis must develop
criteria to facilitate the enrollment process for this population. Because duals are elderly and/or
disabled and poor, they may need assistance when enrolling in managed care arrangements in
order to understand the program in which they are enrolling and to choose the health plan and
provider that is most capable of meeting their complex health care needs. In Colorado, for
example, Medicaid officials are aware that duals may be confused or overwhelmed about the
various managed care programs that are available. As a result, the state designated a staff person
to develop materials to educate duals about their rights and options in each of the managed care
settings avail able to them.

For a mgjority of the Medicaid managed care programs, however, the enrollment process for
duals is similar to the enrollment process for other eligible Medicaid populations. There are no
specia enrollment accommodations or assistance programs targeted to duals that minimize
confusion about managed care or help them understand how the new program will affect their
Medicare coverage. In many instances, the process differs only in that many programs are
mandatory for a majority of Medicaid-only populations and voluntary for the dual eligible
population. In California, for example, no enrollment or outreach activities may be directed
toward the dual eligible population to build interest in any of the voluntary programs. Instead,
duals, like other eligible Medicaid beneficiaries, must contact enrollment personnel, such as the
enrollment broker, if they are interested in participating in a specific program. The enrollment
broker can then educate individuals about the program(s) in which they are interested and assist
them in the enrollment process.

Many states contract with an enrollment broker to perform all activities associated with
enrollment, including choosing a plan and PCP and answering questions enrollees have about the
program. The enrollment broker is charged with educating all eligible Medicaid beneficiaries
about their options and directing them (in an impartial manner) to a health plan or PCP that meets
their needs. This feature is not specific to duals. Of the 32 managed care programs that enroll
duals, 13 utilize independent enrollment brokers. Table 6 lists the states that utilize an enrollment
broker to assist individuals during the enrollment process.

In addition, Florida, Minnesota, and Utah do not utilize formal enrollment brokers but employ
Medicaid staff to perform enrollment activities. In Utah, Health Program Representatives, who
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are employees of the state’'s Medicaid agency, act as enrollment brokers and client advocates.
Florida also uses Medicaid personnel as enrollment brokers. In Minnesota, county Medicaid
agents perform all enrollment functions.

A few states have built procedures into their managed acute care programs to assess the health of
new enrollees at the time of enroliment. For example, Kentucky and Utah require a health
assessment guestionnaire to be sent out to al individuals prior to enroliment in managed care.
The responses to the survey may trigger the use of case management services. Other state
programs, including all four of the capitated programsin California, require that PCPs see all new
enrollees within 120 days of their enrollment. Other state officials reported that while health
assessments or health screenings are not required at the program level, many MCOs require such
activities.
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Table 6: Use of Enroliment Brokers in Medicaid Managed Care Programs, 1999

State Program Name Enrollment Broker
Arizona AHCCCS AcuTe CARE PROGRAM No
AHCCCSLTC program No
Cadlifornia COHS No
Geographic Managed Care Program Yes
Prepaid Health Plans No
Two Plan Model Yes
PCCM Program No
Colorado Medicaid HMO Program Yes
Primary Care Physician Program Yes
Florida LTC Community Diversion Pilot Project No?
Medicaid HMO Program Yes
Georgia Voluntary HMO Program Yes
SOURCE No
Georgia Better Health Care Yes
Idaho Healthy Connections No
Kentucky Health Care Partnerships No
Maryland Voluntary Medicaid HMO Program No
Michigan Comprehensive Health Care Plan Yes
Minnesota Minnesota Senior Health Options No®
Prepaid Medical Assistance Program No?
Mississippi Voluntary HMO Managed Care Program Yes
New Jersey New Jersey Cares 2000+ Yes
New York Evaluated Medicaid LTC Capitation Project No
North Carolina Carolina Access No
Oregon Oregon Hesalth Plan No
Pennsylvania HealthChoices Yes
Voluntary HMOs Program No
Tennessee TennCare No
Texas STAR+PLUS Yes
Utah Choice of Health Care Delivery No?
Wisconsin |-Care Yes
Partnership Program No
Total 32 programs 13Yes

#1n these programs, a Medicaid staff person acts as an enrollment broker.
Source: ESRI interviews with state Medicaid officials, 1999.

Setting Capitation Rates

The majority of Medicaid managed care programs that enroll duals pay MCOs less for duals than
other Medicaid beneficiaries since Medicareis responsible for paying for amajority of their acute
health care needs. Most states also take into account Medicaid eligibility category (e.g., TANF vs.
SSl), age, gender, and geographic area when setting capitation rates for their capitated programs.
Four of the 26 capitated programs that enroll duals make further adjustments to their capitation
payments to MCOs to reflect pre-determined diagnoses, health or functional status, Medicare
status, or prior utilization of services of enrollees. Five other programs set rates exclusively using
one or more of these criteria, primarily because they are programs designed for special needs
populations. Table 7 lists the rate-setting criteria used by the states with capitated programs.
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Conclusion

As of August 1999, there were an estimated 596,427 duals enrolled in Medicaid managed care
programs, 200,000 duals enrolled in Medicare managed care, 5,562 enrolled in PACE programs,
and a small number enrolled in other managed care initiatives, such as SHMOs. Due to the
difficulties involved in tracking duals in some programs, particularly Medicare managed care
programs, there may be some overlap among these individuals. For example, some of the dualsin
Medicare HMOs may also be enrolled in Medicaid HMOs and are counted in both enrollment
figures.

Although Medicaid managed care programs are the primary focus of this report, Medicare
HMOs, PACE programs, and SHMOs also enroll duals. These programs manage and coordinate
services for enrollees and offer opportunities to improve access to a broad range of services and
providers, either through integration of acute (Medicare) and long-term care (Medicaid) service
delivery or through tailored programs that address the specific needs of duals.

Medicaid managed care enrollment for duals is relatively small in comparison to the enrollment
of other Medicaid-only populations in managed care. HCFA reports that over 50 percent of all
Medicaid enrollees are enrolled in managed care; comparatively, only 9.9 percent of duals are
enrolled in Medicaid managed care. At the same time, these numbers are likely to grow over the
next several years as states expand their Medicaid managed care programs geographically and to
additional populations, and as programs change enrollment requirements from voluntary to
mandatory.

In addition to enrollment and program information, the study revealed several issues in the
development of managed care programs for duals; consideration of the these issues may assist
states that opt to use managed care arrangements for this population.

» Shift from Fee-for-Service to Managed Care. In response to the concerns expressed by
enrollees, family members of enrollees, advocates, and providers, states have been cautious
about moving duals into Medicaid managed care plans. Families and advocates want to
assure that provider networks include specialists that can adequately serve this population and
that beneficiaries will continue to have access to mainstream providers; providers want to be
adequately compensated for delivering the costly health services often needed to address the
complex health needs of duals; and states want to assure that they provide the highest quality
care in the most cost-effective manner. To address these various concerns, states choosing to
enroll duals in managed care should consider doing so in stages and with input from all
interested parties. This phase-in process will allow states to learn from their mistakes and
from the experiences of other states.
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Program Design. The flexibility given to states by HCFA in developing their Medicaid
managed care programs has allowed states to explore various avenues for serving the dual
eligible population, within one program or through several programs (including PACE
programs and MMIP initiatives). Because the dual eligible population is a very vulnerable
and diverse population in terms of their health conditions and needs, the federal and state
government should continue to explore financing and service delivery mechanisms that
provide for more integrated and coordinated care.

Safeguards for Duals. Since duals are typically enrolled in mainstream Medicaid managed
care programs, states moving to managed care for duals may want to develop specia
procedures or policies to address duals' special needs. For example, states could design
specific enrollment processes for duals and include appropriate safeguards, such as quality
assurance measures designed specifically for duals, health assessments for all new dual
enrollees followed by a physician visit within a set period of time, and case managers for the
most needy dual enrollees. Mainstream programs, especially those that are mandatory for the
dual eligible population, could also be enhanced by the addition of program features (such as
specia needs units) or specific services (such as social support services and transportation)
designed to assure that duals receive high-quality care and coordinated health care services.
States could also explore aternate managed care delivery models (from mainstream
programs), such as specidized Medicaid programs for duals and integrated
Medicare/Medicaid programs. Several states, including Minnesota and Texas, already have
developed and implemented such programs.

Enrollment Requirements. For avariety of reasons (i.e., the difficulty of attracting duals to
voluntary programs, the need to increase the risk pool, or the desire to use one Medicaid
model for al beneficiaries), some states have mandated enrollment of duals in managed care
plans. However, mandatory enrollment also forces states to address many additional
challenges, such as maintaining Medicare beneficiaries freedom to choose their own
providers and maintain standing relationships with providers.

Provider Compensation. To adequately compensate providers for delivering the costly and
often complex health services used by duals (in both mainstream and specialized programs),
risk-adjustment methods that accurately reflect the health status of duals and the costs of
serving this population are needed. In addition to reflecting the age, geographic region of
residence, and gender of duals, capitation rates to providers may need to be enhanced to
reflect particular diagnoses or health and functional status of duals. However, current risk-
adjustment methods are generally too limited to enable such fine-tuning, and devel opment of
methods that will allow such risk adjustment is very difficult.

Data Collection. Research revealed that there is currently no way to accurately estimate the
overall number of duas, much less the number of duals by state and dual eligible category.
Difficultiesin collecting accurate information about the dual eligible population contribute to
the challenges of designing managed care programs for duals. States and HCFA should

KAISER COMMISSION ON
Medicaid and the Uninsured




continue to work together to improve data integration efforts and tracking methods at the
state and federal levels. Efforts to implement uniform data reporting and information sharing
will help program administrators accurately identify individuals who are dually eligible for
Medicare and Medicaid and the dual eligible categories in which they are included (e.g.,
whether they are eligible for full Medicaid benefits or financial assistance only). Once this
information is compiled and analyzed, it will revea trends on enrollment in managed care
that may inform efforts to improve service delivery and quality of care for this population.

While this study did not evaluate the health outcomes or financial savings of managed care
programs for duals, it does clearly show some of the potential benefits and many challenges in
designing Medicaid managed care programs for this population. Managed care’ s reliance on case
management and preventive care may reduce confusion, redundancy, and high health care costs
for duals. However, two overriding issues may impede the redlization of such benefits in
Medicaid programs. First, the interaction of Medicaid with Medicare for this popul ation presents
unique coordination issues, as the managed care plan must be designed to work with another
health insurance program that is actually the beneficiary’s primary source of coverage. Second,
independent of the fact that they have multiple sources of coverage, duals' extensive hedth care
needs—chronic problems that often require long-term care and access to specialist services—do
not easily fit into the managed care focus on primary and acute care. These overarching findings
are reminders that the health needs of this vulnerable population and the complexity of their
health insurance coverage are crucial factors to consider in the development of any health care
delivery system for duals.
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Arizona  Health Care Cost Containment System (Acute Care Program)

Summary:

The Arizona Health Care Cost Containment System (AHCCCYS) is a statewide capitated managed care program
that is mandatory for Medicaid recipients, including duals. Two separate programs operate under the AHCCCS:
an acute care program and along-term care program (see next profile). The acute care program serves a mgjority
of Medicaid recipients. The state contracts with 12 MCOs to provide services to enrollees; a few of the MCOs
also have a Medicare risk contract. Duals are required to utilize their Medicaid MCO network for Medicare
services in order for any cost-sharing to be paid by Medicaid. Medicaid recipients who meet certain nursing
home eligibility criteria are included in the AHCCCS's managed long-term care program, the Arizona Long
Term Care System (see next profile).

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
1115 CAP Mandatory General Statewide Acute All Ages No

Estimated Enrollment (6/99):
Total Program Enrollment: 366,000
Enrollment of Duals: 24,000 (6.6% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Gender

4. Geographic Area

Capitation rate includes:
*  Prescription drugs
* Medicare cost-sharing for in-network Medicare services

Capitation rate excludes:
* LTCservices
» Maedicare cost-sharing for out-of-network Medicare services (through waiver, not covered by state at all)

Behavioral Health:
BH services are included in the capitation rate. MCOs provide or subcontract with behavioral health agencies
for services.

Special Featuresfor Duals/Additional I nformation:

* Many of the MCOs conduct a health assessment of new enrollees.

» Autoassignment is based on an algorithm that includes factors such as the ranking of MCOs during the RFP
process and plans’ ability to accept new members.
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Arizona Health Care Cost Containment System (L TC System)

Summary:

The Arizona Health Care Cost Containment System (AHCCCYS) is a statewide capitated managed care program
that is mandatory for Medicaid recipients, including duals. Two separate programs operate under the AHCCCS:
an acute care program (see previous profile) and a long-term care program. The LTC System serves Medicaid
recipients who meet certain nursing home eligibility criteria. The state contracts with six health plans (called
contractors) that offer a complete array of acute medical care services, institutional services, behavioral health
services, home and community-based services (HCBS) and case management services for al eligible Medicaid
recipients. Only one health plan operates per county.

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed | Enrolled Broker
1115 CAP Mandatory Specialized | Statewide | Acute/LTC | All Ages No

Estimated Enrollment (6/99):
Total Program Enrollment: 27,000
Enrollment of Duals: 16,000 (59.3% of total program enrollment)

Payment:

Capitation rate varies by:
1. Medicare Status

2. Geographic Area

Capitation rate includes:

* LTCservices

*  Prescription drugs

* Medicare cost-sharing for in-network Medicare services

Capitation rate excludes:
» Maedicare cost-sharing for out-of-network Medicare services (through waiver, not covered by state at all)

Behavioral Health:
BH services are included in the capitation rate. Contractors provide or subcontract with behavioral health
agencies for services.

Special Featuresfor Duals/Additional I nformation:

e Many of the MCOs conduct a health assessment of new enrollees.

e Competition will be introduced in the LTC System in the near future. The state anticipates that two
contractors will operate in the two metropolitan areas of the state in 2001.

e Thereisno autoassignment in the LTC System; only one contractor operates per county.
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California County Organized Health System

Summary:

The County Organized Health System (COHS) is a capitated managed care program that serves six counties.
Almost all Medicaid recipients, including duals with full benefits, are required to participate in the program. The
state makes capitated payments to five county-based organizations (CBOs), which include many traditional
Medicaid providers and other safety-net providers (one organization serves two counties). Each CBO essentially
operates as a single MCO, which subcontracts with several health plans and providers. Enrollees do not have a
choice of CBO, but they generally do have the option of enrolling in several provider-sponsored networks
(PSNs) and HMOs through subcontracting arrangements. The CBOs have considerable freedom to develop
delivery systems that are able to meet the unique needs of the county residents they serve. For example, one of
the county health plans, CalOPTIMA, operates a managed FFS program in which all duals are enrolled. Four of
the five county health plans do not include coverage for LTC or BH services.

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
1915 (b) CAP Mandatory General Counties” Acute All Ages No

2Six counties in southern California

Estimated Enrollment (1/99):
Tota Program Enrollment: 365,000
Enrollment of Duals: 74,000" (20.3% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category

2. Age

3. Gender

An enhanced payment is offered to afew of the plansfor AIDS patients. For the other plans, the rates are
blended to account for AIDS patients.

Capitation rate includes:

* LTC services (in one of the five CBOs)

*  Prescription drugs

* Medicare cost-sharing for all Medicare services

Capitation rate excludes:
* LTC services (in four of the five CBOs)

Behavioral Health:

BH services generally are not included in the capitation rate. BH services are provided on amixed basisin
Cdlifornia. Each county has a capped “budget” for Medicaid recipients. Counties provide some mental health
services directly. Other mental health and all substance abuse services are referred to providers for care on a
FFS basis. CBOs may provide very limited mental health services.

Special Featuresfor Duals/Additional I nformation:

» A few of the health plans currently require a health assessment to be performed on al new enrollees within
120 days; this provision is currently being “formally” built into the program.

e Autoassignment varies for each CBO but usualy is based on geographic area, language needs, and previous
provider.

1 A small number of duals may have Medicare Part A or Medicare Part B coverage only.
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California Geographic Managed Care Program

Summary:

The Geographic Managed Care Program, which operates in Sacramento County and San Diego County, is
mandatory for TANF and related populations. Duals who are not enrolled in a Medicare HMO may voluntarily
participate in the capitated program. The state contracts with five MCOs to provide services to enrollees.

Features:
Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1915 (b) CAP Voluntary General Counties Acute All Ages Yes

#Sacramento and San Diego Counties

Estimated Enrollment (1/99):
Total Program Enrollment; 138,000
Enrollment of Duals: 1,900% (1.4% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category

Capitation rate includes:
e Prescription drugs
» Medicare cost-sharing for all Medicare services

Capitation rate excludes:
* LTCservices

Behavioral Health:

BH services are not included in the capitation rate. BH services are provided on a mixed basisin California.
Each county has a capped “budget” for Medicaid recipients. Counties provide some mental health services
directly. Other mental health and all substance abuse services are referred to providers for care on a FFS basis.
MCOs may provide very limited mental health services.

Special Featuresfor Duals/Additional I nformation:

e A headlth assessment is required for all new enrollees within 120 days.

« Duals may not be contacted directly by the enrollment broker or the MCOs. Duals must expressinterest in
joining the program prior to enrollment.

2 A small number of duals may have Medicare Part A or Medicare Part B coverage only.
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California Prepaid Health Plans

Summary:

The Prepaid Health Plan program is voluntary for all Medicaid recipients in California, including duals. The
program is being phased-out in San Diego County, but is still operating in Sacramento County. The Geographic
Managed Care Program (see previous profile) eventually will replace the Prepaid Health Plan in these areas. The
state contracts with only one MCO to provide servicesto enrollees.

Features:
Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
N/A CAP Voluntary Genera Counties® Acute All Ages No

#San Diego and Sacramento Counties

Estimated Enrollment (1/99):
Total Program Enrollment; 182,000
Enrollment of Duals: 4,500° (2.5% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category

Capitation rate includes:
*  Prescription drugs
» Medicare cost-sharing for all Medicare services

Capitation rate excludes:
* LTCservices

Behavioral Health:

BH services are not included in the capitation rate. BH services are provided on a mixed basisin California.
Each county has a capped “budget” for Medicaid recipients. Counties provide some mental health services
directly. Other mental health and all substance abuse services are referred to providers for care on a FFS basis.
MCOs may provide very limited mental health services.

Special Featuresfor Duals/Additional I nformation:

* A requirement that all new enrollees receive a health assessment within 120 days is being built into this
program.

» Duals may not be contacted directly by the enrollment broker or the MCOs. Duals must expressinterest in
joining the program prior to enrollment.

% A small number of duals may have Medicare Part A or Medicare Part B coverage only.
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California Two Plan Model

Summary:

In the Two Plan Model, which operates in 12 counties in California, Medicaid recipients may choose between
two different managed delivery systems in each county. Oneis alocal health plan, developed by the county in
conjunction with local stakeholders —for example, physicians, hospitals, clinics and pharmacists. The other isa
non-governmentally operated commercial HMO. The program is mandatory for TANF and related populations
and voluntary for duals.

Features:
Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed | Enrolled Broker
1915 (b) CAP Voluntary General Counties” Acute All Ages Yes
412 counties

Estimated Enrollment (1/99):
Tota Program Enrollment: 1,719,600
Enrollment of Duals: 13,800 (0.8% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category

Capitation rate includes:
*  Prescription drugs
» Medicare cost-sharing for all Medicare services

Capitation rate excludes:

e LTCservices

»  Other services, including some pharmaceutical, chiropractic, adult day care, and services for children with
special needs

Behavioral Health:

BH services are not included in the capitation rate. BH services are provided on amixed basisin California.
Each county has a capped “budget” for Medicaid recipients. Counties provide some mental health services
directly. Other mental health and all substance abuse services are referred to providers for care on a FFS basis.
MCOs may provide very limited mental health services.

Special Featuresfor Duals/Additional I nformation:

« A requirement that all new enrollees receive a health assessment within 120 days is being built into this
program.

» Duals may not be contacted directly by the enrollment broker or the MCOs. Duals must expressinterest in
joining the program to enroll.

“* A small number of duals may have Medicare Part A or Medicare Part B coverage only.
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California PCCM Program

Summary:

California operates several primary care case management (PCCM) programs in regions that are not served by
any of the capitated managed care programs. All of the PCCM programs are voluntary for all Medicaid
recipients, including duals.

Features:
Waiver Model | Participation | Program Program Ages PCCM Enrollment
Authority for Duals Type Operates Enrolled Fee Broker
N/A PCCM Voluntary General | Counties | All Ages | Varies No

& Operates in multiple counties/regions that are not served by the capitated managed care programs

Estimated Enrollment (1/99):
Total Program Enrollment: 2,900
Enrollment of Duals; 300° (10.3% of total program enrollment)

PCP Payment:

Per Member Per Month (PMPM) case management fee to PCPs varies by county/region

»  PCPsrender services or refer clients to appropriate providers

* Servicesare provided on a FFS basis

e Specialists do not generally serve as PCPs

*  Cost-sharing between Medicaid and Medicare is the same as FFS (providers bill Medicare first; Medicaid is
the payer of last resort)

Behavioral Health:

BH services are provided on amixed basisin California. Each county has a capped “budget” for Medicaid
recipients. Counties provide some mental health services directly. Other mental health and all substance abuse
services are referred to providers for care on a FFS basis.

Special Featuresfor Duals/Additional I nformation:

» A requirement that all new enrollees receive a health assessment within 120 daysis being built into this
program.

« Duals may not be contacted directly by the enrollment broker or the MCOs. Duals must expressinterest in
joining the program prior to enrollment.

® A small number of duals may have Medicare Part A or Medicare Part B coverage only.
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Colorado Medicaid HMO Program

Summary:

Most Medicaid-only recipients in Colorado are required to participate in either the Medicaid HMO program or
the Primary Care Physician Program, a PCCM program (see next profile). Both programs operate statewide.
Duals may voluntarily participate in either program. Several of the six MCOs that participate in the Medicaid
HMO program also offer a Medicare HMO product; duals may voluntarily choose the same MCO for Medicaid
and Medicare services.

Features:
Waiver Model Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed | Enrolled Broker
1915 (b) CAP Voluntary General Statewide Acute All Ages Yes

Estimated Enrollment (3/99):
Total Program Enrollment: 70,000
Enrollment of Duals: 9,000 (12.9% of total program enrollment)

Payment:
Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Gender

4. Geographic Area

5. Prior Utilization

Capitation rate includes:
*  Prescription drugs
* Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTCservices

Behavioral Health:

BH services are not included in the capitation rate. Regional Mental Health Assessment Service Agencies
(MHASA) receive capitation rates directly from the state to provide a certain set of mental health servicesto
Medicaid recipients. Other mental health services and substance abuse services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:

» Medicaid recently hired a staff person to develop materials to educate duals about their rights and options
under the various managed care options in the state.

»  Personswith disabilities go through an expedited screening process that includes a health assessment at the
time of enrollment.
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Colorado

Primary Care Physician Program

Summary:

Most Medicaid-only recipientsin Colorado are required to participate in either the Medicaid HMO program (see
previous profile) or the Primary Care Physician Program, a PCCM program. Both programs operate statewide.
Duals may voluntarily participate in either program.

Features:
Waiver Model Participation Program Program Ages PCCM Enrollment
Authority for Duals Type Operates Enrolled Fee Broker
1915 (b) PCCM Voluntary Generd Statewide | All Ages | $3 PMPM Yes

Estimated Enrollment (3/99):
Total Program Enrollment: 47,000
Enrollment of Duals: 3,700° (7.9% of total program enrollment)

PCP Payment:

Per Member Per Month (PMPM) case management fee to PCPsis $3.00
* PCPsrender services or refer clients to appropriate providers

e Services are provided on aFFS basis

e Specialists can serve as PCPs
»  Cost-sharing between Medicaid and Medicare is the same as FFS (providers bill Medicare first; Medicaid is
the payer of last resort)

Behavioral Health:
BH services are not included in the program. Regional Mental Health Assessment Service Agencies (MHASA)
receive capitation rates directly from the state to provide a certain set of mental health servicesto Medicaid

recipients. Other mental health services and substance abuse services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:
» Medicaid recently hired a staff person to develop materials to educate duals about their rights and options
under the various managed care options in the state.

»  Personswith disabilities go through an expedited screening process that includes a health assessment at the

time of enrollment.

® The number of duals enrolled in the program was not available. Thisis an estimate based on the average percentage of
enrollment of dualsin three other voluntary PCCM programs (Idaho — Health Connections, Georgia— Georgia Better

Health Care, and California— PCCM Program).
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Florida L TC Community Diversion Pilot Project

Summary:

The LTC Community Diversion Pilot Project is an MMIP program supported in part by the Robert Wood
Johnson Foundation. The Project enrolls a subset of nursing home eligible duals age 65 and over on a voluntary
basis. The program is currently operating in the Orlando area and is scheduled to be operational in the Palm
Beach area in late 1999/early 2000. To be eligible, clients must meet one of five clinical criteria, including
requiring assistance with five or more ADLs. The state currently contracts with one MCO to provide home and
community-based long-term care as an dternative to nursing home placement. The health plan is aso
responsible for managing and coordinating the delivery of acute and long-term care needs. Preference is given to
HMOs with Medicare contracts; enrollees can elect to participate in the Medicare HMO or receive Medicare
services on a FFS basis. The one health plan that currently participates, however, pulled out of the Medicare risk
market prior to the launch of the program. Care managers attempt to coordinate with Medicare acute care
providers—even though Medicare services currently are covered on a FFS basis.

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
1915 () CAP Voluntary Integrated | Counties® | Acute/LTC 65 + No”

2 Implemented in Orlando County in December 1998; the program is scheduled to be implemented in the Palm Beach area by 2000
b Medicaid staff functions as enrollment brokers

Estimated Enrollment (3/99):
Total Program Enrollment: 45
Enrollment of Duals: 45 (100% of total program enrollment)

Payment:

Per member per month (PMPM) capitation rate from the state that covers home and community-based care
services, nursing home care and all Medicaid wrap-around services is based on 92 percent of the state's
Medicaid nursing home rate. The rate is not dependent on any other factors, such as age or gender. Medicare
services currently are provided on a FFS basis.

Capitation rate includes:
» All services, including adult day care, household chore services, and respite care services

Behavioral Health:
BH services are included in the capitation rate. MCOs provide or subcontract for BH services.

Special Featuresfor Duals/Additional I nformation:

* The state conducts extensive outreach activities to inform duals about the program. Frequent community
meetings are conducted in organizations that serve seniors, along with Area Agencies on Aging (AAA), and
local hospitals.

»  Depending upon the outcomes associated with the initiative, the state may expand the program statewide.

» Inorder to assess the quality of care, the state closely monitors the operations of participating health plans.
Monitoring activities include reviews of client records and financial reports and surveying all clients who
disenroll from the program. The state isin the process of devel oping outcome measures for the program.

70 KAISER COMMISSION ON
Medicaid and the Uninsured




Florida Medicaid HMO Program

Summary:

The majority of Medicaid-only recipients in the state are required to participate in either the Medicaid HMO
Program or MediPass (Florida' s primary care case management [PCCM] program). Duals who are not enrolled
in a Medicare HMO may voluntarily participate in the Medicaid HMO Program. The state contracts with 16
MCOs to provide services to enrollees.

Features:
Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1915 (b) CAP Voluntary General Statewide® Acute All Ages Yes

& Aside from afew rural counties

Estimated Enrollment (6/99):
Total Program Enrollment: 446,500
Enrollment of Duals: 17,600 (3.9% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Geographic Area

Capitation rate includes:
e Prescription drugs
» Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTCservices

Behavioral Health:

BH services are provided on a mixed basis in the five-county Tampa area. Health plans provide or subcontract
with providers for mental health services. In the rest of the state, mental health services are provided on a FFS
basis. Substance abuse services are provided on a FFS basis statewide.

Special Featuresfor Duals/Additional I nformation:

e Health plans must honor existing care plans for newly enrolled recipients for 30 days until a new care plan
can be devel oped.

* Thestate requires all Medicaid recipients to receive a health assessment, performed by the PCP, within 90
days of enrollment.

» The state has a so developed disease management programs for diabetes, hemophilia, and HIV/AIDS that
will be incorporated into the Medicaid HMO Program during 1999.

" Approximately 700 of these duals receive Medicare Part B only.
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Georgia

Voluntary HMO Program

Summary:

Georgia’'s capitated program, the VVoluntary HMO Program, is voluntary for all Medicaid recipients, including
duals. The program operates only in a few counties, and only one MCO is currently participating. The MCO
does not have a Medicare risk product. For duas, the MCO provides Medicaid wrap-around services.

Features:
Waiver Model Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed | Enrolled Broker
N/A CAP Voluntary General Counties’ Acute All Ages Yes

& Atlanta metropolitan area

Estimated Enrollment (3/99):
Total Program Enrollment: 21,300
Enrollment of Duals: 1,200 (5.6% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category

2. Age
3. Gender
4. Geographic Area

Capitation rate includes:
e Prescription drugs
* Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTCservices

Behavioral Health:
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:
* Requires a PCP to contact new enrollees within 90 days.
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Georgia SOURCE

Summary:

The Service Options Using Resources in a Community Environment (SOURCE) demonstration project was
designed to test a comprehensive community-based service delivery system with enhanced case management.
The SOURCE model builds upon some elements of the PACE program but expands its scope beyond serving
individuals who are the most frail. The program serves elderly duals (age 65 and over) and physically disabled
individuals under aged 65 on a voluntary basis. The program is a modified PCCM program. Public/private
partnerships within the community provide primary, acute and LTC services. Each of the four SOURCE sitesis
based at a community hospital. An enhanced case management fee is provided to the sites; all services are
reimbursed on a FFS basis.

Features:
Waiver Model Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed Enrolled Broker
N/A PCCM Voluntary Specialized | 4Sites | Acute/LTC | All Ages No

% Sites are located in Atlanta, Augusta, Savannah and Hinesville

Estimated Enrollment (1/99):
Total Program Enrollment: 580
Enrollment of Duals: 510 (87.9% of total program enrollment)

Payment:

Per Member Per Month (PMPM) case management fee to sitesis an enhanced fee of either $75 or $100

*  PCPsrender services or refer clients to appropriate providers

* Servicesare provided on aFFS basis

e Cost-sharing between Medicaid and Medicare is the same as FFS (providers bill Medicare first; Medicaid is
the payer of last resort)

» Care management includes screening, assessment, care plan devel opment, service coordination,
preventive services, and ongoing monitoring

Behavioral Health:
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:

» Asaspecialized program, all features target the eligible population — duals over age 65 and individuals
under 65 with physical disabilities.

e Multidisciplinary teams provide services and case management.

e Anindependent study has been commissioned to investigate the impact and outcomes associated with the
SOURCE program.
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Georgia Georgia Better Health Care

Summary:

Georgia Better Health Care (GBHC) is a statewide PCCM program that is mandatory for a majority of
Medicaid-only recipients. Duals may voluntarily participate in the program. While duals comprise only about 3
percent of the GBHC program, approximately 22 percent of dualsin the state elect to participate in the program.

Features:
Waiver Model | Participation | Program Program Ages PCCM Enrollment
Authority for Duals Type Operates Enrolled Fee Broker
1915 (b) | PCCM Voluntary General | Statewide | All Ages | $3 PMPM Yes

Estimated Enrollment (Fall 1997):
Tota Program Enrollment: 550,000
Enrollment of Duals: 17,000 (3.1% of total program enrollment)

PCP Payment:

Per Member Per Month (PMPM) case management fee to PCPs is $3.00

* PCPsrender services or refer clients to appropriate providers

* Servicesare provided on aFFS basis

e Specialists can serve as PCPs

»  Cost-sharing between Medicaid and Medicare is the same as FFS (providers bill Medicare first; Medicaid is
the payer of last resort)

Behavioral Health
BH services provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:
e Specialists can serve as PCPs in special circumstances.
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|daho Healthy Connections

Summary:

Idaho operates a statewide primary care case management (PCCM) program, Healthy Connections (HC). The
program is voluntary for all Medicaid populations, including duals, except in two counties where it is
mandatory. In these two counties, duals are required to enroll unless they are enrolled in aMedicare HMO, live
30 miles or 30 minutes from a HC provider, or have an existing relationship with a non-HC provider.

Features:
Waiver Model | Participation | Program Program Ages PCCM Enrollment
Authority for Duals Type Operates Enrolled Fee Broker
1915 (b) | PCCM | Voluntary? | Genera Statewide | All Ages | $3.50 PMPM No

 Except for two counties

Estimated Enrollment (12/98):
Total Program Enrollment: 31,900
Enrollment of Duals: 3,300 (10.3% of total program enrollment)

PCP Payment:

Per Month Per Member (PMPM) case management fee to PCPs is $3.50

» PCPsrender services or refer clients to appropriate providers

* Servicesare provided on a FFS basis

» Specidlist can serve as PCPs

*  Cost-sharing between Medicaid and Medicare is the same as FFS (providers bill Medicare first; Medicaid is
the payer of last resort)

Behavioral Health
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:
» Specialists can serve as PCPs.
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Kentucky Health Care Partnerships

Summary:

Kentucky is currently in the process of implementing the Health Care Partnerships (HCP) capitated program.
Under the program, the state is divided into eight regions. Historical providers of Medicaid servicesjoin to form
a“Partnership” (an MCO) to serve al eligible recipients in each region (one partnership operates per region). A
majority of Medicaid recipients, including duals, are required to participate in the program.

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1115 CAP Mandatory General Statewide® Acute All Ages No

#HCP s till being implemented in 6 of 8 regions

Estimated Enrollment:
Total Program Enrollment; 175,280
Enrollment of Duals: 25,000 (14.3% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category

Capitation rate includes:
*  Prescription drugs
» Medicare cost-sharing for all Medicare services

Capitation rate excludes:
* LTCservices

Behavioral Health:

Currently, BH services are provided on a FFS basis. A Medicaid managed behaviora health care program,
Kentucky Access (KA), isin the process of being implemented. Under KA, BH services will be provided on a
capitated basis. Regional BHOs that work in conjunction with the “ Partnerships’ will provide all mental health
and substance abuse services.

Special Featuresfor Duals/Additional I nformation:

» Duals may not be assigned to a PCP. Duals may elect a specialist or ateam of specialiststo serve as their
PCP. There is no autoassignment to Partnerships; only one Partnership operates per region.

e The Partnerships send out health assessment surveys to new enrollees with their enrollment information
packets. Responses to the questionnaire may trigger case management.

 Thedtateidentifies a“medically fragile” population. Health plans must develop care plans and contract
with a certain number of providersthat serve this population prior to enrolling this subgroup.

» Certain medical conditions require case management.

»  The Partnerships attempt to contract with providers who provide Medicare servicesto their enrolleesin an
effort to facilitate payment of all cost-sharing responsibilities.

* PCPshaveto contact all new enrollees within a specific time period.

» Dualsreceive a specialized information/enrollment packet from the “ Partnerships.”
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Maryland

Voluntary Medicaid HMO Program

Summary:

Maryland operates a Medicaid HMO program in which duals may voluntarily participate. Enroliment in the
program is entirely comprised of duals because Maryland also operates a statewide, managed care program,
HealthChoice, which is mandatory for most Medicaid recipients, except duals, a few waiver populations, and
individuals who reside in institutions. Although duals comprise 100 percent of enrollment, it is not considered a
specialized program. The state contracts with two MCOs to provide services to enrollees.

Features:

Waiver
Authority

Model

Participation
for Duals

Program
Type

Program
Operates

Services
Managed

Ages
Enrolled

Enrollment
Broker

N/A

CAP

Voluntary

Generd

Statewide

Acute

All Ages

No

Estimated Enrollment (5/99):
Total Program Enrollment: 900
Enrollment of Duals: 900 (100% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Geographic Area

Capitation rate includes:
e Prescription drugs
» Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTCservices

Behavioral Health:
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:
*  None
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Michigan Comprehensive Health Care Plan

Summary:

Duals who are not enrolled in a Medicare HMO may voluntarily participate in the Comprehensive Health Care
Plan (COMP), a statewide capitated program. The state's decision to exclude duals from the COMP program if
they are in a Medicare HMO (despite the fact that some of the Medicare HMOs also contract with the state as
Medicaid HMOs) was made because of the burden to health plans. A plan’s provider network for its Medicaid
enrollees may be different than that for its Medicare enrollees, making it difficult to coordinate activities at the
plan level. If duals choose to enroll in COMP, they are restricted to their Medicaid network for Medicare
servicesif cost-sharing isto be paid by Medicaid. This feature is by program design, rather than through waiver
authority as in Arizona, Minnesota and Oregon. In Michigan’s FFS Medicaid, most prescriptions have a $1.00
co-pay; the co-pay is waived by the health plans in the COMP program. The state contracts with 30 MCOs to
provide services to enrollees.

Features:
Waiver Model Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1915 (b) CAP Voluntary General Statewide Acute All Ages Yes

Estimated Enrollment (3/99):
Tota Program Enrollment: 740,000
Enrollment of Duals: 37,800 (5.1% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Gender

Capitation rate includes:
*  Prescription drugs
* Medicare cost-sharing for in-network Medicare services

Capitation rate excludes:
* LTCservices
» Medicare cost-sharing for out-of-network Medicare services (not covered by state at al)

Behavioral Health Services:

BH services generally are not included in the capitation rate. BH servicesin excess of 20 outpatient mental
health visits are provided through a statewide, managed BH program. Community mental health boards are the
service providers.

Special Featuresfor Duals/Additional I nformation:
* Theenrollment broker sends duals aletter explaining that they may choose to participate in the program.
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Minnesota Minnesota Senior Health Options

Summary:

Minnesota Senior Health Options (MSHO) is afive-year MMIP integration demonstration, supported in part by
the Robert Wood Johnson Foundation. MSHO integrates Medicaid and Medicare financing and acute and long-
term care services for duals age 65 and over. The program is provided to seniors as an alternative to the Prepaid
Medical Assistance Program (PMAP), a mandatory Medicaid managed care program for most Medicaid
recipients, in the St. Paul/ Minneapolis metropolitan area and surrounding counties. MSHO may be attractive to
many duals because PMAP does not include coverage for most LTC services. MSHO seeks to align fiscal
incentives to reduce cost-shifting between acute and LTC services and between Medicaid and Medicare; to
reorganize service delivery systems to reduce administrative duplication and provide a seamless point of access
for enrollees; and to create a single point of accountability for tracking total costs and outcomes of care across a
full range of health care services. The state contracts with three MCOs to provide services to enrollees.

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1115 CAP Voluntary | Integrated Counties | Acute/LTC | 65+ No”
1395b-1
(Medicare)

4 Hennepin, Ramsey, Dakota, Anoka, and Scott Counties
® County agents function as enrollment brokers

Estimated Enrollment (6/99):
Total Program Enrollment; 2,910
Enrollment of Duals: 2,910 (100% of total program enrollment)

Payment:

* Therate schemeisintegrated for both Medicare and Medicaid. HCFA makes
capitated Medicare payments and the state makes capitated Medicaid payments directly to plans.

* MSHO has developed multiple rate cells to provide incentives for plans to use residential and home and
community-based care over hospitals and nursing homes.

Capitation rate includes:
e All Medicaid, Medicare, and Home and Community-Based Service waiver services, including LTC
services, prescription drugs, and Medicare cost-sharing for all Medicare services

Behavioral Health:
BH services are included in the capitation rate.

Special Featuresfor Duals/Additional I nformation:
* All features of the program are targeted toward duals due to the unique nature of the integration project.
Some of the special features include:
* Each enrolleeislinked with a“care coordinator” to assist with care planning and service access.
* QA activitiesinclude a survey and chart review. For 1998, the chart review is focusing on diabetes and
urinary incontinence. Other QA activities include disenrollment surveys, a satisfaction survey, QA
Committee, Ombudsman Program available to al enrollees, and a merged Medicare/Medicaid grievance

system.
e A MSHO consumer advisory committee works to provide on-going guidance and monitoring of the
program.
* Most health plans contract with geriatric care systemsto provide all or part of the MSHO benefit
package.
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Minnesota Prepaid Medical Assistance Program

Summary:

A majority of Medicaid recipients, including duals (except for physically disabled duals under age 65), are
required to participate in the capitated Prepaid Medical Assistance Program (PMAP). Duals in the St
Paul/Minneapolis metropolitan area can choose between the MSHO and PMAP programs (see previous profile).
The program operates in 56 of 87 counties and is being phased into the remaining counties. A few of the nine
participating MCOs also offer Medicare risk products, and duals may elect to receive their Medicaid and
Medicare services from the same health plan. Duals, however, are restricted to their MCO’s network for
Medicare servicesif cost-sharing isto be covered by Medicaid.

Features:
Waiver Model Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1115 CAP Mandatory General Statewide® Acute All Ages No°

4The program is currently being phased into several counties
® County agents function as enrollment brokers

Estimated Enrollment (6/99):
Total Program Enrollment: 182,000
Enrollment of Duals: 26,000 (14.3% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Gender

Capitation rate includes:

* LTC services: alimited amount only

*  Prescription drugs

* Medicare cost-sharing for in-network Medicare services

Capitation rate excludes:
* LTCservices
» Medicare cost-sharing for out-of-network Medicare services (through waiver, not covered by state at all)

Behavioral Health:
BH services are included in the capitation rate.

Special Featuresfor Duals/Additional I nformation:

*  County agents provide basic information about the program and MCOs to enrollees, including that MCOs
are only responsible for Medicare cost-sharing if enrollees seek Medicare services within their Medicaid
plan network.

* Autoassignment generaly israndom, but factors such as geographic location and ability of plansto accept
new enrollees are considered.
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Mississippi

Voluntary HMO Managed Care Program

Summary:

Mississippi operates a voluntary capitated program in several counties. The program is available to a mgjority of
Medicaid recipients, including duals. The legidlature is currently discussing expanding the program to other
counties. For duals who choose to participate, the MCO is responsible for providing all Medicaid wrap-around
services that are covered under the program and all Medicare cost-sharing. The state currently contracts with
three MCOs to provide services to enrollees; depending on the county, enrollees have a choice of two or three

MCOs.
Features:
Waiver Model Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
N/A CAP Voluntary General Counties” Acute All Ages Yes
410 counties

Estimated Enrollment (2/99):
Total Program Enrollment: 91,400
Enrollment of Duals: 1,900 (2.1% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Gender

4. Geographic Area

Capitation rate includes:

e LTC services (nursing facility services up to 30 days)
e Prescription drugs

e Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTC services (nursing facility services beyond 30 days)

Behavioral Health:
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:

* Most MCOs offer additional services beyond those included in the Medicaid FFS program, such as

programs for members with diabetes and hypertension.
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New Jer sey New Jersey Cares 2000+

Summary:

New Jersey Cares 2000+ is a mandatory statewide capitated program for TANF and related populations. The
program is voluntary for the SSI population, which includes many duals. The state currently contracts with six
MCOs; enrollees have a choice of at least two MCOs in each county of the state. In early 2000, NJ will require
mandatory enrollment of its Medicaid-only SSI population; enrollment of dualswill remain voluntary.

Features:
Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1915 (b) CAP Voluntary General Statewide Acute All Ages Yes

Estimated Enrollment (4/99):
Total Program Enrollment: 390,000
Enrollment of Duals: 840 (0.2% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category

2: Age
3. Gender
4. Geographic area

Capitation rate includes:
e Prescription drugs

* Medicare cost-sharing for all Medicare services, unlessadual isenrolled in aMedicare HMO. If duals
voluntarily enroll in Medicare HMOs, they are restricted to that network for cost-sharing to be paid by
Medicaid MCOs.

Capitation rate excludes:
* LTCservices

Behavioral Health:
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:
e The state monitors disenrollment from the program by Medicaid eligibility categories.

* Thereareplansto incorporate some “additional features,” such as disease management initiatives, into the
program when it becomes mandatory for the Medicaid-only SSI population.

*  MCOs are required to see all new enrollees within a specified time frame.

* Thereare specific quality indicators designed to assess the quality of care provided to the aged, blind and
disabled population.

* Duals, along with other Medicaid populations, will be involved in upcoming focus and work groups to
monitor the on-going operations of the program.

*  When the program becomes mandatory for the Medicaid-only SSI population, education and outreach
efforts will be made to encourage voluntary enrollment of dualsin preparation for a possible future
mandatory program.
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New York Evaluated Medicaid L TC Capitation Project

Summary:

The Evaluated Medicaid Long-Term Care Capitation Project, also known as the Commonwealth Project, is a
voluntary, “partial-capitation” program for duals requiring long-term care services. Duals age 21 and over who
are nursing home certifiable and living in the community are eligible to enroll in the program. The goals of the
project are to increase flexibility, client satisfaction, health status, and cost-effectiveness; to delay functional
decline; and to develop expertise with partial capitation leading towards full integration of Medicare and
Medicaid in the future. The state contracts with five MCOs to provide services to enrollees. This is a
demonstration project designed under a planning grant from the Commonwealth Fund.

Features:
Waiver Model Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed Enrolled Broker
N/A CAP Voluntary Specialized 5 Sites’ LTC 21+ No

dSitesarein New Y ork City, Nassau County, Oneida County, and Rockland/Orange Counties

Estimated Enrollment (5/99):
Total Program Enrollment: 1,100
Enrollment of Duals: 1,100 (100% of total program enrollment)

Payment:

Capitation rate varies by:

1. Community Care Eligihility

2. Institutional Care Eligibility (regardless of whether the enrollee
actually isin aLTC facility)

Capitation rate includes:

e LTC services. awide range of home-based services and nursing home care (including case management,
medical and social day care, home health, meals, transportation, therapies, and other social and
environmental supports)

*  Prescription drugs

Capitation rate excludes:
e Medicare cost-sharing for all Medicare services (covered directly by the state)
e Physician care, hospitalization and others

Behavioral Health:
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:
* All features of the program are designed specifically for duals requiring LTC services.

* Case managers are responsible for arranging and/or coordinating non-covered services as well as those
included in the benefit package.
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North Carolina Carolina Access

Summary:

North Carolina operates a primary care case management (PCCM) program, Carolina Access. A magjority of
Medicaid recipients are required to enroll in either Carolina Access or the state's Medicaid HMO program.
Duals may enroll in Carolina Access only. The program operates on a voluntary basis and operates statewide
with the exception of a single county.

Features:
Waiver Model | Participation | Program Program Ages PCCM Enrollment
Authority for Duals Type Operates Enrolled Fee Broker
1915 (b) | PCCM Voluntary General Statewide® | All Ages | $3 PMPM" No

 Aside from a single county
® PCPs are paid $3.00 PMPM for the first 250 enrollees and $2.50 PMPM for each additional enrollee

Estimated Enrollment (3/99):
Total Program Enrollment: 491,000
Enrollment of Duals: 38,800° (7.9% of total program enrollment)

PCP Payment:

Per Month Per Member (PMPM) case management fee to PCPs is $3.00 for the first 250 enrollees and $2.50 for

each additional enrollee

* PCPsrender services or refer clients to appropriate providers

* Servicesare provided on a FFS basis

* Specidlists can serve as PCPs

e Cost-sharing between Medicaid and Medicare is the same as FFS (providers bill Medicare first; Medicaid is
the payer of last resort)

Behavioral Health:
BH services are provided on a FFS basis.

Special Featuresfor Duals/Additional I nformation:

» There are nine demonstration sites devel oping disease management protocols, risk assessments, and care
management programs.

» Speciadlists can serve as PCPs in specia circumstances.

» Caseworkersin each county inform Medicaid applicants about the program at social service sites at thetime
of enroliment. SSI enrollees are contacted by telephone, and enrollment information is sent by mail.

8 The number of duals enrolled in the program was not available. This s an estimate based on the average percentage of
enrollment of dualsin other voluntary PCCM programs (such as |daho—Health Connections, Georgia—Georgia Better
Health Care, and California—PCCM Program).
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Oregon Oregon Health Plan

Summary:

A majority of Medicaid recipients, including duals, are required to enroll in the Oregon Health Plan (OHP). The
OHP is a capitated program that operates statewide, except in a few rural counties where a PCCM program is
available. Four of the fourteen health plans that participate in the OHP program aso offer Medicare risk
products. The state attempts to encourage duals who enroll in one of these four health plansto also enroll in the
Medicare risk product. For duals who do not enroll in the Medicare risk product, Medicare services remain FFS.
Duals are restricted to their Medicaid network for Medicare services if they want to receive financial assistance
from Medicaid in paying the cost-sharing associated with some Medicare services.

Features:
Waiver Model Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed | Enrolled Broker
1115 CAP Mandatory® General Statewide” Acute All Ages No

#Medicaid officials have considerable flexibility to exempt duals from managed care for a variety of reasons.
®In afew rural counties, aPCCM program serves all Medicaid recipients eligible for the OHP.

Estimated Enrollment (6/99):
Tota Program Enrollment: 350,200
Enrollment of Duals: 43,300 (12.4% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Geographic Area

Capitation rate includes:
e Prescription drugs
* Medicare cost-sharing for in-network Medicare services

Capitation rate excludes:
e LTCservices
» Medicare cost-sharing for out-of-network Medicare services (through waiver, not covered by state at all)

Behavioral Health:

Substance abuse services are included in the capitation rate. Health plans provide or subcontract for the
provision of substance abuse services. Mental health services are not included in the capitation rate. The state
operates a separate managed mental health program, in which mental health organizations provide services.

Special Featuresfor Duals/Additional I nformation:

* Each MCOisrequired to have “exceptional needs care coordinators,” who assist enrollees with special
health care needs.

* A quality assurance hot line is available for persons with disabilities and elderly enrolleesto ask questions
and discuss concerns or complaints about the program.

* External quality assurance studies exist for asthma, diabetes and depression.

* Dualsare not autoassigned to health plans or providers. Instead, Medicaid personnel work with duals to
choose a health plan that meets their health care needs. (State officials claim that compliance in choosing a
plan is not a problem for the dual eligible population.)
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Pennsylvania HealthChoices

Summary:

Health Choices is a capitated managed care program that operatesin 15 counties in the southeast and southwest
regions of the state. The program is mandatory for a majority of Medicaid recipients, including duals. The state
contracts with four MCOs in the southeast region of the state and three MCQOs in the southwest region.

Features:
Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
1915 (b) CAP Mandatory General Counties Acute All Ages Yes

& Southeast and southwest regions of the state

Estimated Enrollment (6/99):
Total Program Enrollment; 733,000
Enrollment of Duals: 28,100 (3.8% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category®

Capitation rate includes:
e Prescription drugs
* Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTCservices

Behavioral Health:

BH services are not included in the capitation rate. BH services are provided on a statewide basis under a
capitated BH carve-out program. A capitated payment is provided to county-run organizations by the state; each
county makes arrangements either contracting directly with aBHO or through acute care MCOs that subcontract
for BH services.

Special Featuresfor Duals/Additional I nformation:

* Inthe southwestern region of the state, the TANF population was enrolled first, followed by the special
needs popul ation, which includes duals.

* Each MCO hasa“Special Needs” unit to assist anyone (including duals) who faces obstaclesin obtaining
health care services; the unit uses community resources to arrange transportation, HIV/AIDs services, and
other services.

e Upon enrollment, the MCOs refer some members to the “ Special Needs” unit.

* Duals, among other Medicaid populations, are included on the Consumer Subcommittee, which evaluates
and monitors the program.

° Several of the Medicaid eigibility categories incorporate the age and gender of the enrollee. These are not considered
separate risk-adjustment criteria. In addition, Pennsylvania operates an HIV/AIDS risk pool from which a certain
percentageis paid to plans (as an add-on to the capitation rate) with large numbers of enrollees with HIV/AIDS.

86 KAISER COMMISSION ON

Medicaid and the Uninsured




Pennsylvania Voluntary HMOs

Summary:
In Pennsylvania, the Voluntary HMO program serves all Medicaid recipients, including duals, in 22 countiesin
the central region of the state. The state contracts with six MCOs to provide servicesto enrollees.

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
N/A CAP Voluntary General Counties” Acute All Ages No

22 counties in the central region of the state

Estimated Enrollment (6/99):
Total Program Enrollment: 119,900
Enrollment of Duals: 4,200™ (3.5% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category
2. Age

3. Gender

4. Geographic area

Capitation rate includes:
e Prescription drugs
* Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTCservices

Behavioral Health:

BH services are not included in the capitation rate. BH services are provided on a statewide basis under a
capitated BH carve-out program. A capitated payment is provided to county-run organizations by the state; each
county makes arrangements either contracting directly with aBHO or through acute care M COs that subcontract
for BH services.

Special Featuresfor Duals/Additional I nformation:
* Many of the participating MCOs offer enhanced servicesin the areas of dental and vision care.

10 This figure only includes SSI recipients with Medicare coverage.
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Tennessee TennCare

Summary:

All Medicaid beneficiaries in Tennessee, including duals with full Medicaid benefits, are required to enroll in
the state's capitated managed care program, TennCare. Some duals also are in TennCare because they fit the
program’s “uninsurable” eligibility category (meaning they have been turned down for a Medicare supplemental
policy) or are medically needy. Duals in TennCare because they are “uninsurable” are eligible for Medicare
cost-sharing assistance from TennCare, but are not eligible for full Medicaid benefits. Duals may go outside of
their Medicaid MCO network for Medicare services, but cost-sharing is reimbursed directly to the provider by
the state, not the plan. The state contracts with nine MCOs to provide services to enrollees. Not all of the MCOs
operate statewide.

Features:
Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
1115 CAP Mandatory General Statewide Acute All Ages No

Estimated Enrollment™ (2/99):
Total Program Enrollment; 821,454
Enrollment of Duals: 161,922 (19.7% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicaid Eligibility Category

Capitation rate includes:
*  Prescription drugs

Capitation rate excludes:
* LTCservices
e Medicare cost-sharing for all Medicare services (covered directly by the state)

Behavioral Health:

BH services are not included in the capitation rate. Mental health and substance abuse services are provided to
TennCare enrollees through the TennCare Partnership program. Services are provided by a single behavioral
health organization (BHO). The BHO receives an enhanced capitation rate for Severally and Persistently
Mentally Il (SPMI) individuals and have available to them services, such as mental health case management,
residential treatment, and psychiatric rehabilitation, beyond the standard set of behavioral health services.

Special Featuresfor Duals/Additional I nformation:

* New TennCare enrollees have 45 days upon enrollment to change MCOs. Thereafter, enrollees may change
plans annually (one-year lock-in provision).

* TennCare enrolleesin certain communities can access an AIDS Center of Excellence that provides
specialized clinical expertise and cutting edge technol ogy.

* Autoassignment to MCOs is based on geographic area.

" These numbersinclude only Medicaid eligible TennCare recipients.
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Texas STAR+PLUS

Summary:

STAR+PLUS is an MMIP program, supported in part by the Robert Wood Johnson Foundation, which is
designed to integrate delivery of acute and long-term care services. The program is mandatory for all SSI and
related Medicaid individuals in Harris County (Houston). Participants may choose from three MCOs—one of
which also offers a Medicare risk product. An enhanced prescription drug benefit is available for Medicare-
eligible participants who choose the same MCO for both Medicare and Medicaid services. In Texas, Medicaid
only covers three prescriptions per enrollee per month. If duals elect the same MCO for Medicare and Medicaid
services, they receive unlimited prescriptions. If duals do not elect the same MCO for Medicare and Medicaid
services, they receive Medicare services on a FFS basis and receive only LTC services from the program.

Features:

Waiver Model | Participation | Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed | Enrolled Broker
1915 (b), CAP Mandatory | Integrated | One County® | Acute/LTC | All Ages Yes

1915 (c)

#Harris County only

Estimated Enrollment (6/99):
Total Program Enrollment: 54,800
Enrollment of Duals: 25,200 (46% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicare Status

2. Care Setting and Health Status at Enrollment

Capitation rate includes:

* LTCservices

» Medicare cost-sharing for all Medicare services

e Each MCO also offers “value added” services beyond the traditional Medicaid package, including adult
dental care, pest control, and assistance with meals. Duals who elect the same MCO for Medicaid and
Medicare coverage receive all health care services from a single coordinating entity and receive unlimited
prescriptions.

Capitation rate excludes:

e Prescription drugs (see above Summary). A pharmacy benefits management company provides these
services on a statewide basis. Clients have prescriptions filled by any pharmacist who participatesin the
state’ s Vendor Drug Program.

Behavioral Health:
BH services are included in the capitation rate. MCOs provide or subcontract with providers for BH services.

Special Featuresfor Duals/Additional I nformation:

* A health assessment is required for al clients of the STAR+PLUS program upon enrollment.

* Care coordinators are assigned to enrollees with chronic or complex medical conditions, members receiving
LTC services, and members who request the service. Care coordinators working with duals attempt to
coordinate activities with clients' Medicare providers even if they receive their Medicare services on a FFS
basis.

* QA provisions require each MCO to develop adetailed Quality Improvement Plan and ensure compliance
with anumber of quality standards. Other QA activities include consumer and provider satisfaction surveys
and a detailed review of MCO compliance with contract requirements.

* Dualsare autoassigned to MCOs in ratios that mirror the percentage of the population that voluntarily
chooses a plan.

* Duasareassignedto aplan for LTC services regardless of whether they are receiving LTC services.
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Utah

Summary:

Most Medicaid recipients in Utah, including duals, are required to enroll in the state's Medicaid managed care
program, Choice of Health Care Delivery. The capitated program operates in the state’ s four urban counties on a
mandatory basis. Roughly 95 percent of the state’s Medicaid recipients reside in the four urban counties. The
state contracts with five MCOs to provide services to enrollees. Utah also currently operates a voluntary PCCM
model in the rural counties of the state, also called Choice of Health Care Delivery, but its enrollees are slowly
being integrated into the capitated program.

Choice of Health Care Delivery

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates Managed Enrolled Broker
1915 (b) CAP Mandatory General Counties Acute All Ages No°

& Four urban counties; Davis, Salt Lake, Utah, and Weber
®“Health Program Representatives,” who are employees of the state’s Medicaid agency, function as enrollment
brokers and client advocates

Estimated Enrollment (2/99):
Total Program Enrollment: 75,000
Enrollment of Duals: 10,000™ (13.3% of total program enrollment)

Payment:

Capitation rate varies by:

1. Medicaid Eligibility Category

2. Age

3. Gender

4. Diagnosis Categories

Capitation rate includes:

» Medicare cost-sharing for all Medicare services

Capitation rate excludes:

e LTCservices

*  Prescription drugs

Behavioral Health:

BH services are not included in the capitation rate. Mental health services are provided on a capitated basis
through the Pre-Paid Mental Health Program. Community Mental Health Centers provide most of the mental
health services. Inrural counties, asingle BHO may serve multiple counties; in urban counties, asingle BHO
serves one county. The program operatesin 25 out of 29 counties. Substance abuse serves, currently provided on
aFFS basis, are schedule to be incorporated into the program in 2000.

Special Featuresfor Duals/Additional I nformation:

* All MCOs have case managers for high-risk or special needs adults.

* Patient satisfaction surveys are conducted among high-risk or special needsindividuals every other year.
* Disease management programs are available to all enrollees.

* A specid AIDS capitation rate is available for individuals whose white blood cell count fallsto 200.

* Autoassignment was initially based on historical provider. For new enrollees, autoassignment is random.
Roughly 30 percent of enrollees are autoassigned to plans.

2 Thisfigure is an estimate. As of February 1999, 15,000 aged and disabled individuals were enrolled in the program.
Discounting this number by athird (to account for Medicaid-only aged and disabled recipients) we estimate that there are
10,000 duals in the program.
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Wisconsin |-Care

Summary:

Wisconsin's |-Care program is a specialized, capitated program for SSI recipients who are disabled but not
institutionalized. The program is voluntary. Many enrollees also have Medicare coverage. Because the program
isfor SSI recipients only, duals enrolled in I-Care are full Medicaid beneficiaries. The program includes many
features designed to provide comprehensive care to its enrollees, such as the integration of medical and socia
services. The state contracts with one MCO to provide servicesto enrollees.

Features:
Waiver Model | Participation Program Program Services Ages Enrollment
Authority for Duals Type Operates | Managed | Enrolled Broker
N/A? CAP Voluntary | Speciadized | Counties’ Acute 15+ Yes

4 A 3-year HCFA Research and Demonstration Grant
® Milwaukee County—the program will be expanded to serve other counties in the near future

Estimated Enrollment (3/99):
Tota Program Enrollment: 3,500
Enrollment of Duals: 1,200 (34.3% of total program enrollment)

Payment:
Capitation rate varies by:
1. Medicare Status

Capitation rate includes:
*  Prescription drugs
» Medicare cost-sharing for all Medicare services

Capitation rate excludes:
e LTCservices

Behavioral Health:
BH services are included in the capitation rate. The MCO subcontracts with asingle BHO for a majority of
services.

Special Featuresfor Duals/Additional I nformation:

* Care coordinators and medical providers coordinate all medical and social services for each enrollee.
*  Program conducts extensive outreach.

* PCPsarerequired to see al new enrollees within a certain period of time.

* Theprogram’s very broad network allows many enrollees to retain their previous provider.

* QA program includes provisions for persons with disabilities.

*  Program has external studies that pertain to persons with disabilities.
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Wisconsin Wisconsin Partnership Program

Summary:

The Wisconsin Partnership Program is a voluntary Medicaid managed care program for frail elderly and
physically disabled Medicaid beneficiaries. All duals (including QMBSSLMBS) can be included if they are
eligible for nursing home services. It is referred to as a“ pseudo-PACE” program because it is modeled after the
PACE program and partially integrates the financing and delivery of primary, acute and LTC services for
enrollees. The program began as a demonstration project for home and community-based care. There are two
program models. a physical disability model and an elderly model. The program currently operates four
Partnership sites that serve five counties (rural and urban). However, most care is provided in the enrollee’s
home or at a place of the enrollee’ s choice (e.g., hospital or nursing home). Consumer choice of setting, service
and physician are key features.

Features:

Waiver
Authority

Model

Participation
for Duals

Program
Type

Program
Operates

Services
Managed

Ages
Enrolled

Enrollment
Broker

1115,

CAP

Voluntary

Specialized

Counties®

Acute/LTC

55 +°

No

222
(Medicare)
25 counties (Milwaukee, Dane, Eau Claire, Dunn, and Chippewa)
® Elderly Model
¢ Disabled Model

18-64°

Estimated Enrollment (5/99):
Total Program Enrollment: 500
Enrollment of Dual Eligibles: 400 (80% of total program enrollment)

Payment:

Separate Medicaid and Medicare capitation rates:
Medicaid capitation rate varies by:

1. Medicaid Eligibility Category

2. Geographic Area

Capitation rate includes:
e All services

Behavioral Health:

BH services are included in the capitation rate. A BH provider on the care team renders services.

Note: The disability model is solely for physically disabled individuals. If primary diagnosisis mental health,
the person is not eligible for the program.

Special Featuresfor Duals/Additional I nformation:

* All features of the program are designed to accommodate Medicaid recipients, including duals, who are
nursing home eligible.

* Comprehensive protocols assist individuals with enrollment and disenrollment from the program.

* All servicesthat are needed are provided. This program offers a broader provider network than PACE, but
smaller care teams.
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