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Depends on what the MA will offer and what people have in October 2013 – can be 
significant reduction compared to their MA plan – ties to auto-assignment process and if need 
benefits to entice someone to join plan

If MA plans offer more attractive benefit, need to be able to respond and offer benefits that 
will attract enrollees
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Depends – it is important in absence of transition files – can stratify members by risk –
creates risk score of member – need best practice tool or develop one to auto calculate scores 
and assign members based on risk

Since risk is ours would say no – if have specific questions to look for – our responsibility is 
to look for those things – can be expensive if duplicate – not sure what expect to gain – our 
tool to manage risk

A i CMS i k dj t hi t i tili ti tt f t t SNP d l fAssuming CMS risk adjust – historic utilization pattern from state – use SNP model of care 
so individually assessing – what will we use to allow us to put people into services currently 
covered by waivers

Are we doing individual risk adjustment or using Medicare model?
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Built into MOC – will have a lot of health tools – develop a policy of which cases require that 
level of discussion – for bulk of population really not necessary

Need to integrate BH and SA into the ICTs – large preponderance of co-morbidities 

Providers really don’t want all info – they want to know the exceptions, when it’s critical and 
when to intervene – typically ask for “management by exception” model
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Depending on acuity of member and functional status in home assessments are 
required – effective telephonic model – initial visit with member in so many days – follow-up 
done – most at risk assessed immediately 

Needs to be timely – move from claims based info – need robust real time info share 

Individual MOC we customize accordingly – how create environment to ensure safety -
if caregiver can be monitored – can’t specify in RFP but ask for individualized POC and 
SNP MOC i l d ifi thi t t i f t il d t dSNP MOC – include specific things you want to measure – info, not necessarily data, need 
to be timely – build trust relationship – not all individuals are high touch – regular 
monitoring 
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Financially at risk so effective transition is in our best interests to manage – think about 
transition measures in quality measures
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Incentive for members not to jump to other plans – consider other incentives to reduce 
h i l t h t th t t d ichurning – evaluate what other states doing

Once January starts other states require stay for specified amount of time to establish 
relationship – depends on offerings of MA plans and state option – TN and OH asking for 
lockins

Takes period of time to gain trust and change behavior – disservice to allow to change plans 
without specific exceptions 

Less than statewide program integrate both programs to improve quality critique is thatLess than statewide program – integrate both programs to improve quality – critique is that 
program is not statewide – failing to incorporate SWVA excludes Carilion – reconsider and 
make statewide to expand into western regions 

Can you exclude them moving back into FFS since no lockin
Network adequacy rules established for MA established for Medicare, county by county 

model – non congruent for where duals live – look at exception process more liberally and look 
at locations of duals – states have discretion on which model to use

Let each MCO create own supplemental benefit creates competition 
Allow MCOs to participate in section of regions? Don’t need to participate in all 4 regions but 

must cover the entire region
Reimbursement as Medicare or Medicaid rate to hospital and physician from the MCOs? 

Will it impact UPL?
Several states have indicated won’t be windfall – using historic spend with savings off top –

helpful to have position as trying to build network so provider know what to expect regarding 
reimbursement 
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Co-locate and integrate BH into care management model 

RFP should not be overly perscriptive – part of POC includes BH and what specifically 
should be addressed but not how to handle it

23



Enrollment – rules are consistent – who owns eligibility file – Medicaid become owner of 
process

Create stakeholder meetings and include MCOs on nuts and bolts and operational 
issues

Can use assistance with LTC population not in SNF – non-traditional providers – how to 
deal with coding in order to pay providers and simplified contracts 

Encounter data – standard Medicaid submission with pass thru to Medicare?
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