


Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid
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Phase II of our evaluation assesses special populations and services that we have identified as

warranting particular consideration in the development of a new design strategy for Georgia.
Assessment of Special Populations and Services

Figure 5.7 below provides a listing of the special populations and services for which we assess

the advantages and disadvantages of carving in or out of a new delivery system.

Figure 5.7. Special Populations and Services

Populations Services

e People using behavioral health services ¢ Behavioral health services
e People using LTC services e LTC services
e People using home- and community- ¢ Home- and community-based waiver
based waiver services services
e People who are dually eligible for ¢ Dental services
Medicaid and Medicare . .
e Transportation services
e Children who are in foster care .
e Pharmacy services

Navigant recommends that DCH carve in all of the above-identified populations and services.
In the following narrative, we briefly discuss issues specific to each population and service,
overarching themes that support carving in each and also opportunities identified specific to
each. We encourage readers to see Appendices L through Q as part of their review of Phase II. In
these appendices, we more fully discuss our rationale, including advantages and disadvantages
of various approaches to carving each of these populations and services in or out of a new

delivery system.

NAVIGANT



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

Behavioral Health

Over half of all Medicaid members with disabilities are diagnosed with a mental illness.
People with a mental illness or addiction are likely to have co-occurring physical health
problems, many with chronic conditions. Individuals with co-occurring mental illness and
chronic conditions have more preventable hospital admissions due to non-compliance with
medication and treatment plans resulting in significant costs that could be saved through
better care coordination using a specialty team approach.?’ Industry guidance confirms that
behavioral health issues impact physical health outcomes and significantly increase cost of

physical health care, especially for chronic diseases.

Given the high rates of co-occurrence, many efforts are underway to integrate provision of
physical and behavioral health services. Various methods are being implemented to achieve
this integration, for example, “co-locating physical and behavioral health services in a single
clinic; linking clinical information systems; training providers in interdisciplinary practice;
and restructuring financial incentives to include risk-sharing arrangements or cross-care.
There are also many benefits to be considered in serving members through one delivery
system so as to enhance care management opportunities for the whole person. Efforts to
implement these strategies have met varying levels of success, stymied by difficulty
navigating information-sharing regulations, cultural norms among providers and

competing priorities.”?

In many state Medicaid programs, physical health and behavioral health services are
administered through separate delivery systems and by different offices, which has been
found to present significant challenges in coordination of care and care management.
Currently, behavioral health is carved in to Georgia Families, and DCH provides behavioral
health services through its FFS delivery system for individuals who are not enrolled in Georgia
Families. Services for individuals in the FFS delivery system are managed by the Department
of Behavioral Health and Developmental Disabilities. The State as a whole has behavioral
health provider access issues. Georgia is the ninth largest state but is near the bottom of all

states for behavioral health provider availability.

2 MHPA Presentation: PsychoSocial Impact on Health: Controlling the Rising Costs of the Chronically Ill. Dr. Sam
Toney, CMO, Health Integrated. November 7, 11.

22 The Kaiser Commission on Medicaid and the Uninsured. Mental Health Financing in the United States. April
2011.
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Long-term Care

DCH currently provides LTC? services through the FFS delivery system, and serves dual
eligibles as well as individuals who are enrolled in Home- and Community-based services
(HCBS) waivers and the SOURCE program through this system. While DCH is the
administering agency specific to Medicaid, some of these services and populations are
managed by the Department of Behavioral Health and Developmental Disabilities or other
offices. Georgia also has a Money Follows the Person program that began in September 2008
as a joint effort between DCH, the Department of Behavioral Health and Developmental
Disabilities the Georgia Department of Human Services” Division of Aging Services

(DHS/DAS) and other state and local agencies and organizations.

The rebalancing of the LTC system to rely upon HCBS services wherever possible has gained
much support, as evidenced by the large number of HCBS waivers currently operated by the
states and by the opportunities available to states via the Affordable Care Act. As outlined in
the national debate, there are many challenges with the delivery systems typically used by
Medicaid programs for long-term care. The challenges with integration of care are further
aggravated for enrollees who are dually eligible for Medicare and Medicaid (i.e., dual
eligibles). Similar findings and concerns have been noted by others and commonly discussed
in the literature and among policy makers and program administrators. It is these concerns
which led CMS to launch several recent initiatives to integrate financing and care for dual
eligibles through its Medicare-Medicaid Coordination Office and Center for Medicare and

Medicaid Innovation.

Last year, U.S. Health and Human Services Secretary Kathleen Sebelius encouraged the
expansion of managed care to high-cost enrollees who use LTC services and supports in a
letter to the nation’s governors, encouraged states to expand managed care: “Just one percent
of all Medicaid beneficiaries account for 25 percent of all expenditures,” she wrote, noting that
states don’t need any special permission from Washington to cut costs by creating “initiatives
that integrate acute and LTC, strengthen systems for providing LTC to people in the
community, provide better primary and preventive care for children with significant health

care needs...”?

2 For the purposes of this report, the term managed long-term care (LTC) is used. It is intended to be inclusive of
long-term services and supports (MLTSS).
2 Stateline, Crushed by Medicaid Costs, States Expand Managed Care. February 2011. Available at:

http://www.stateline.org/live/details/story?contentld=547640.
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Many others note the benefits of managing LTC supports and services. Because most LTC
beneficiaries have multiple chronic medical conditions, they typically require a lot of medical
services and acute care. Effective care management for people with chronic medical
conditions can accomplish many tasks: preventing avoidable events; promoting early
treatment to slow functional and cognitive decline; and fostering more effective disease
management. To address the full complement of beneficiaries” needs, it will be important to
implement strategies that more fully integrate LTC with the delivery of medical, mental health

and social services.?

Not surprisingly, potential challenges have been raised associated with managed LTC
programs. MCOs reduce their financial risk by limiting the number of healthcare providers that
members can see and by requiring these providers to accept a reduced fee for provision of care.
This has created concern among Medicaid members that they will have limited ability to control
their own care and decreased access to specialists.?® States have struggled with establishing
payment rates and pricing that will deliver shared savings to both the state and the MCO. It is
also difficult to find MCOs that have LTC experience or are willing to expend the resources
necessary to enter an entirely new coverage area.”’ Some health care providers have opposed
Medicaid managed LTC out of fear that MCOs would not contract with them to provide care or
would require them to accept deeply discounted fees.?® There is not yet conclusive evidence
that Medicaid managed LTC will reduce LTC costs over time, or increase the quality of services
provided.”” Moreover, some groups of enrollees, along with the providers who serve them and
the advocates who represent them, have raised concerns about whether managed care delivery
systems can truly meet their needs. Particularly vocal in these discussions have been people
serving and representing people with developmental disabilities.

The most important take-away from the discussion about managed LTC is that covering the full
scope of services for any individual offers the greatest chance for care integration and, in turn,
improvements in appropriate service use and cost-effectiveness. This can be achieved via two

approaches:

% United Hospital Fund and Auerbach Consulting, Inc, Medicaid Managed Long-Term. April 2009.

2 National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/MedicaidGeneral/ MMLTC Brief.pdf.
% National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/MedicaidGeneral/ MMLTC Brief.pdf.
28 National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/MedicaidGeneral/ MMLTC Brief.pdf.
2 National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/Medicaid General/ MMLTC Brief.pdf.
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e ALTC carve in to cover the full scope of acute and LTC services for all eligibility

categories

e ALTC carve out to cover the full scope of acute and LTC services for specified
eligibility categories

The results of the Georgia-specific scan outlined in Chapter 4, Georgia-specific Scan indicate
that the first of these options is likely to be preferable for Georgia because, relative to the
second, such a model poses a greater likelihood of enabling Georgia to achieve its goals.
Carving in services poses a lesser administrative burden on providers so is more likely to
be a more attractive payer for providers, and on DCH so is more likely to achieve

operational feasibility from a fiscal and administrative oversight perspective.

Children in Foster Care

Children in foster care present unique challenges to Medicaid programs in delivering their
health care services. Many children in foster care require care for chronic physical and
behavioral health problems as well as psychosocial services; providing the necessary services
and coordinating care without duplicating services and efforts is challenging. As discussed in
our national scan, another challenge of managing children in foster care is their environmental
instability. Care is at times disjointed and sporadic because these children are moved
throughout the state and are in a variety of different custody arrangements. Shifting
guardianship from birth parents, foster parents, guardians or adoptive families makes it
difficult to coordinate necessary health care services, screenings and follow-ups. There is no
central repository for their records. Lack of coordination between physical health and behavior

health providers as well as state agencies intensifies these issues.

The Georgia Department of Human Services Division of Family and Children Services (DFCS)
is responsible for assuring that children who cannot remain with their birth families be placed
in safe and nurturing homes. DCH is responsible for coordinating the delivery of health care
services for children in foster care. As of fiscal year (FY) 2010, 26,845 children were in foster
care in Georgia.* Children in Georgia’s foster care system receive health care services through
Georgia’s Medicaid FFS delivery system.

Children are at risk for duplication of care management and services if DFCS case workers do
not have results from medical and behavioral health evaluations to meet court system due dates

30 SFY 2010 Data and Thomson Reuters Commissioners Reports.
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and requirements. Due to the current eligibility guidelines, children may transition from FFS to
Georgia Families and back again based on moving in and out of foster care. At times, providers
are not reimbursed because case workers refer to providers who are not in a CMO’s network
while the child is still enrolled with a CMO. Consequently, DFCS and DJ] reimburse the

provider out of a separate fund. This leads to unnecessary and duplicative payments.

Any managed care program must meet the unique needs of children in foster care. Screenings
and assessments for physical, behavioral and oral health must be included in standard

Medicaid managed care contracts.
Dental Services

Access to and utilization of dental care are among the most chronic challenges for Medicaid
programs nationally, and children in families with low incomes have higher rates of dental
caries. Nationally, children’s access to dental services in Medicaid and Children’s Health
Insurance Programs (CHIPs) has improved since 2000. Approximately 40 percent of children
received a dental service in federal fiscal year 2009 compared with 27 percent of children in
2000.3" The three most commons reasons that dentists give for not participating in Medicaid are
low reimbursement rates, administrative burden and patient behavior.>> In addition, the dental

workforce has been decreasing creating even more challenges for Medicaid populations.

Dental care is the benefit most commonly carved out of Medicaid managed care contracts. Of
states that have managed care programs and participated in a recent Kaiser survey, 25 reported
carving out dental services and 5 of these states contract with a pre-paid health plan to
administer the benefit.*® However, some states have had successes in contracting with managed
care plans or dental benefit administrators — they may have more opportunities to conduct

initiatives that states would be more limited in conducting through FFS delivery systems.

DCH carved in the dental benefit for Georgia Families, and provides the benefit through the
FFS delivery system for all other populations. Under Georgia Families, adult members may
receive benefits in addition to those provided under the FFS delivery system, depending on the
CMO in which they are enrolled.

31 The Department of Health and Human Services Children’s Health Insurance Program Reauthorization Act, 2011
Annual Report on the Quality of Care for Children in Medicaid and CHIP. 2011.

%2 Borchgrevink, A., Snyder, A., and Geshan, S. The Effects of Medicaid Reimbursement Rates on Access to Dental
Care. National Academy for State Health Policy. March 2008.

http://nashp.org/sites/default/files/ CHCF dental rates.pdf?q=Files/CHCF dental rates.pdf

3 Kaiser Commission of Medicaid and the Uninsured. A Profile of Medicaid Managed Care Programs in 2010. A
Summary from a 50 state survey. September 2011.
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Non-emergency Transportation Services

Historically, states have delivered non-emergency medical transportation (NET) services on a
FFS basis or through a brokerage arrangement. Of 36 states that responded to a recent Kaiser
Commission study, almost half the states (17) with managed care delivery systems provide non-
emergency transportation outside of their MCO contracts, usually on a FFS basis or through a

brokerage arrangement.>*

Medicaid NET services are estimated to have cost Georgia almost $80.9 million for FY 2010.%
DCH has had a regional transportation brokerage system in place since 1997 for its Medicaid
population. PeachCare for Kids® members are not served through this system, and some of the
Georgia Families CMOs subcontract with a broker to provide their transportation. For the
brokerage system, DCH contracts with brokers for each of five regions of the State. At the time
of this report, DCH held contracts with three transportation brokers. However, DCH is in

process of reprocuring these contracts.

DCH staff report that fraud and abuse was a problem prior to the brokerage program, but
decreased after implementation leading to significant cost savings. The brokers are better able
to serve the rural areas than when the program was administered internally; however,
stakeholders indicated the brokerage programs continues to lack in the following areas: a
availability of transportation, particularly in the Southeast region; member choice in brokers
and DCH'’s negotiating power given one broker is contracted per region; ability of some of the
current vendors to effectively manage the program. Stakeholder recommendations included
considering a system that recognizes the point is not transportation in and of itself — the point is

delivering comprehensive services that also help them to access the right level of care.

Pharmacy Services

States that contract with health plans for their Medicaid programs either include prescription
drug coverage in the contract or carve out coverage and administer services through the FFS
delivery system. Studies have shown that managed care delivery systems are able to provide

“drug coverage in a more cost-effective manner than FFS delivery systems via formulary

3 Kaiser Commission of Medicaid and the Uninsured. A Profile of Medicaid Managed Care Programs in 2010. A
Summary from a 50 state survey. September 2011.

% A Primer on Rural and Human Services Transportation in Georgia. Prepared for the Governor’s Office of Planning
and Budget. Governor’s Developmental Council and the Georgia Coordinating Council for Rural and Human
Services Transportation. August 2011.
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management, high generic fill rates, comprehensive drug utilization, and coordination of

care.”36

In the past, some states chose to carve out coverage to qualify for the federal drug rebate
program, for which drugs covered under MCO contracts did not qualify. Implementation of
the ACA changes that program to allow states to collect federal drug rebates for prescription
drugs reimbursed under capitated Medicaid managed care contracts. States that have carved
out the benefit are now proposing or planning to carve pharmacy benefits into their managed
care contracts given the ACA changes now allowing for collection of rebates. They report doing

so “to improve coordination and integration of care”.

DCH carved in the prescription drug benefit for Georgia Families and provides the benefit
through the FFS delivery system for all other populations. For the FFS delivery system, DCH
has a contracted pharmacy benefit manager to help with administration of the program,
including the preferred drug list. In federal fiscal year 2009, DCH spent $270,276,141 (after
rebates) for prescription drugs through the FFS delivery system.” On average, DCH’s monthly
payment for the first quarter of 2011 was $41.6 million for an average of 418,957 eligibles per

month.3

One challenge that providers have noted is the administrative burden of having multiple
formularies to manage when participating in the FFS delivery system and multiple CMOs
within Georgia Families. One study finds that addressing this challenge through a carve out is
the one “lone programmatic advantage of the carve out approach, but indicates it is “often over-
emphasized given that physician practices must typically deal with dozens of drug coverage

programs regardless as to how the Medicaid pharmacy benefit is administered.”

Potential Cost Savings by Population Associated with the Various Delivery Systems

3% Molina Healthcare. Healthcare Reform Policy Brief. Medicaid Prescription Drug Rebate Equalization (DRE) Policy
Brief. January 2011. Available at:

http://c0410201.cdn.cloudfiles.rackspacecloud.com/Medicaid Prescription Drug Rebate Policy Brief.pdf

% Molina Healthcare. Healthcare Reform Policy Brief. Medicaid Prescription Drug Rebate Equalization (DRE) Policy
Brief. January 2011. Available online:

http://c0410201.cdn.cloudfiles.rackspacecloud.com/Medicaid Prescription Drug Rebate Policy Brief.pdf.

3 Quarterly Utilization and Performance Review Report. SXC Health Solutions report to the Department of
Community Health. May 10, 2011.

% The Lewin Group. Projected Impacts of Adopting a Pharmacy Carve In Approach Within Medicaid Capitation
Programs. March 2011. Available online: http://www.mhpa.org/ upload/MHPA Paper on Pharmacy Carve

In.pdf.
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One consideration when deciding which populations to carve in is the potential for achieving
savings. Likewise, when selecting a delivery system, potential for savings is an important
consideration. Thus, this section of Chapter 5, as well as Appendix R, present preliminary
estimates of potential savings that could be achieved for various subgroups of Medicaid
members through the implementation of the range of Medicaid delivery systems.

Because, at this time, the delivery system has not been clearly defined and due to other data
limitations, Aon Hewitt Consulting (Aon Hewitt) considered for the purposes of Navigant’s
assessment, managed care savings estimates for state fiscal year (SFY) 2015 through SFY 2017
for members served by DCH who are not currently covered under managed care contracts.
Aon Hewitt developed these projections using per member per month (PMPM) claim costs
provided by DCH for several Medicaid subgroups. Detailed analyses are provided in Appendix
R.

Aon Hewitt also notes that managed care savings for members who are using nursing home or
HCBS are generally achieved by shifting the distribution of members by service setting so that
more members receive services in the community and fewer receive them in the nursing home
setting. Of course, this transition occurs over time, as members’ nursing home admissions are

delayed, so these savings will not be recognized immediately.

These savings estimates are preliminary and subject to change as the design strategy is refined
and as additional data become available. They do, nonetheless, provide an indication of the
general trend toward increased potential for savings as more rigorous care management is
introduced. Navigant’s evaluation of delivery system options in this Chapter reflect these
trends in the scoring of the likelihood of each delivery system option to enable Georgia to
achieve long-term sustainable savings in services, one of Georgia’s goals for its design strategy.
The ability of the State to recognize savings will depend upon the State’s ability to successfully
execute the selected delivery system; if the delivery system is not successfully executed, the

savings will not accrue.
Conclusion

Based on our findings compared to the goals and strategies that DCH identified for its design
strategy, Navigant recommends that DCH consider carving in to the selected delivery system
all populations and services identified in this section. As DCH considers carving in each of
these populations, DCH should give consideration throughout the decision-making and
planning process about how the needs of these populations differ from those populations

traditionally enrolled in managed delivery systems. If the selected delivery system requires use
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of vendors, DCH should give significant consideration to how the needs of these populations
differ. DCH should consider the necessary skill sets the vendor must possess to serve the

population and requirements of the vendor that are specific to these populations.

Also, these discussions do not address how some special populations (e.g., Medicaid spend-
down members, prisoners, emergency assistance for aliens) might or might not be included in
or excluded in the delivery system. DCH should consider the options available for these

individuals during the next steps and planning process.

In its planning process, DCH should employ a rational, deliberate approach to considering the
timing of carving in each population and service. In our Phase III assessment, we provide
approaches to phasing in each based on each delivery system option discussed. However, as
DCH conducts additional planning after selecting the delivery system it will implement, more
consideration should be given as to whether to use a phased approach to implementation that
will work best for these populations and services. Benefits of phasing and the approach for
such phasing should be considered in light of some risks. For example, using a phased
approach to program implementation can create confusion for members and providers (e.g.,
uncertainty about the timing of members of a certain eligibility category being enrolled).
Likewise, while a phased approach allows time for careful consideration of options and
program design, it also allows an extended timeframe for special interest groups to lobby for
changes to the design strategy. For example, providers which stand to lose revenue from a
particular approach may lobby to maintain the “status quo”. Such stalling could lead to a very
delayed implementation or a decision to not implement, which in turn may impact the ability to
meet some identified goals. Texas” and Hawaii’s implementations of managed long-term
supports and services (MLTS) programs provide lessons about challenges of changing or
adding to already implemented MLTS programs. Hawaii officials indicated “we would still be
here two years later planning to include LTC benefits.” Allowing “more time during the
planning stage to work with relevant stakeholders or to develop systems for implementation

[may be] time well-spent that will save states resources in the long-run.

Overarching themes that impact our recommendation to carve in all of the identified
populations and services to the delivery system selected are as follows:

40 Center for HealthCare Strategies, Inc. Profiles of State Innovation: Roadmap for Managing Long-Term Supports
and Services. November 2010. Available online: http://www.chcs.org/usr doc/MLTS Roadmap 112210.pdf .
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e These populations for the most part do not have care management services available
to them through DCH’s current FFS delivery system.*! Yet, they are the populations

that could benefit the most from care management.

e Serving members and providing all services through one delivery system
streamlines and provides continuous coordination of care, thereby addressing
potential duplication of services and contradictory care plans, and aligning
incentives to effectively manage the whole person from a clinical and cost

perspective.®

e (linical information is captured in one or linked information systems, which
enhances opportunities for the following: accessing a more comprehensive medical
history when authorizing services and for considering coordination of health care
needs and disease management services; tracking member compliance and sending
reminders; tracking providers’ progress with meeting coordination of care

requirements and sharing information; and identifying quality initiatives.
e Member confusion may be limited when all benefits are administered by one entity.

e There is opportunity to realize cost efficiencies while at the same time improve the
quality of care and reduce state costs (e.g., enhanced contractor incentives to
prioritize primary care and reduce emergency room visits and hospitalizations may

lead to decreased costs).*#

e There is merit in considering contracting with separate vendors for some of these
services, for example, implementing a separate managed LTC program or
contracting with a dental benefits administrator. However, doing so would create
administrative complexities for DCH and for Medicaid providers that could be
avoided through implementing only one system for all populations and services.

e Providing all services to all populations under one delivery system reduces DCH

administrative oversight and monitoring burden (e.g., decreases the number of

4 Some members may receive care management through HCBS waivers.

4 The Lewin Group. Programmatic Assessment of Carve In and Carve Out Arrangements for Medicaid Prescription
Drugs. October 2007.

# Stephen Zuckerman et al., Has Medicaid Managed Care Affected Beneficiary Access and Use?, 39 INQUIRY 221, 224, 234
(2002).

“ Stephen Zuckerman et al., Has Medicaid Managed Care Affected Beneficiary Access and Use?, 39 INQUIRY 224 (2002).
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contracts DCH must manage, vendor responsible for monitoring of its

subcontractors for these services if DCH allows subcontracting, etc.)

e Vendors have leverage with providers to enforce coordination of care requirements
and to hold them accountable for outcomes using pay-for-performance and value-

based purchasing.

e One blended capitated rate for all services under one contract addresses vendor
incentives for “dumping” and the associated negative cost and quality of care

impacts.

Additionally, Figure 5.8 presents opportunities specific to each population and service when
carving into one delivery system.

While risk-based managed care with all services and populations offers potential for Georgia to
achieve its Medicaid redesign goals, achieving these goals by implementing a comprehensive
managed care model is not a given. Such comprehensive Medicaid managed care programs
must be designed and implemented using a deliberate and rational approach. The decision to
implement such a comprehensive program should not be taken lightly: designing and
implementation of such a program is not as straightforward as designing and implementing a
traditional Medicaid managed care program. The intricate decisions made during the program
design and planning process will influence the degree to which the program is able to achieve
its potential. Thus, Georgia should consider the issues set forth throughout this chapter and in
the appendices to this chapter in designing and implementing its comprehensive Medicaid

managed care program.
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Figure 5.8. Opportunities by Population and Service when Carving In to One Delivery System

Populations and Services Having one entity to manage a member’s full needs presents the opportunity to:

Behavioral Health e Manage care for the whole person when both physical health and specialty behavioral health providers are in
one network

¢ Improve hospital discharge planning, reduce high readmission rates and more completely address the health
needs for members with chronic conditions and co-occurring behavioral health diagnoses

LTC, HCBS and Dual e Manage care for the whole person when both acute and long term care services are rendered through a single
Eligibles network.

e Institute a truly independent and standardized assessment process

e Potential to align payment with quality and performance goals

Children in Foster Care e Maintain continuity of clinical care management regardless of child’s custody arrangement
e Limit DCH’s duplication of efforts when children transition in and out of foster care

¢ Eliminate need for transition to a different delivery system when transitioning out of foster care

Dental Services ¢ Allow for coordination of care for EPSDT services by having health and dental services provided through one
entity

e Provide options to negotiate payments for specialty dental services*

e Provide options to pay for services (such as oral health supplies) that may not be reimbursed through Medicaid

* Snyder,A. Increasing Access to Dental Care In Medicaid: Targeted Programs for Four Populations. National Academy for State Health Policy. March 2009.
http://www.vfc-oh.org/cms/resource library/files/02e970cafdbec983/increasing access to dental care.pdf

NAVIGANT Page 5.35



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

Populations and Services Having one entity to manage a member’s full needs presents the opportunity to:

Non-emergency o Place responsibility on health plans for assuring members receive appropriate NET services

Transportation Services e Increase access to transportation services, as health plans would have a vested interest due to the impact lack of

transportation has on missed appointments, appropriate utilization and continuity of care

¢ Improve care coordination when health plans contracting directly with the transportation brokers, as health plans
would have more control over transportation vendors and making sure that they are working together to meet the

needs of the whole person

¢ Serve Medicaid and PeachCare for Kids® populations through one system may address confusion when members
“churn” among programs

e Provide negotiating leverage with transportation brokers given the increased number of covered lives, as the
health plans would be contracting for both the Medicaid and PeachCare for Kids® populations

¢ Allow more flexibility in the choice of transportation brokers given health plans would not be subject to state

procurement requirements

Pharmacy Services ¢ Allows for monitoring of drug utilization to identify and outreach to members who have high or inappropriate

utilization patterns and to identify those needing care management

e Allow access to real-time pharmacy and medical claims data for care coordination purposes and for identifying

quality initiatives from a member health outcomes perspective and physician prescribing pattern perspective*

¢ Allow DCH to receive rebates that may more than offset increases in capitation rates to account for higher

prescription drug costs for MCOs with implementation of the ACA#

# The Lewin Group. Programmatic Assessment of Carve In and Carve Out Arrangements for Medicaid Prescription Drugs. October 2007.
4 Molina Healthcare. Healthcare Reform Policy Brief. Medicaid Prescription Drug Rebate Equalization (DRE) Policy Brief. January 2011. Available at:
http://c0410201.cdn.cloudfiles.rackspacecloud.com/Medicaid Prescription Drug Rebate Policy Brief.pdf.
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Phase III. Identification and Evaluation of Georgia-Specific Delivery Systems

The purpose of this section of the report is to present Phase III of Navigant’s evaluation of the
redesign options. Using the results of Phase I, we identify delivery system options best suited
to Georgia. Then, we develop permutations of those delivery system options tailored to

Georgia, i.e., Georgia-specific delivery system options.

The generic delivery system options evaluated in Phase I were single strategies; however, states
around the nation often apply a combination of strategies to best address the needs of particular
populations or to otherwise address their unique needs. When these combinations of models

operate simultaneously, they are often referred to as hybrid or side-by-side models.

Sometimes states implement two models consecutively, to achieve a phased approach to
implementation. For example, states can phase their implementation of new delivery systems
to enroll more traditionally managed populations, like low-income needy mothers and children,
first, followed by members who are aged, blind and disabled but not using LTC services, and so

on.

Below are the combined, or hybrid, strategies that we have identified as having the greatest
potential of enabling Georgia to meet its redesign goals and strategic requirements. These
Georgia-specific options present a variety of combinations of the generic delivery systems
determined in Phase I as having the greatest likelihood of enabling DCH to meet its goals and
strategic requirements. They reflect not only our consideration of combinations specific to
meeting needs of particular populations, but also our consideration of the need for a model that
can be implemented statewide, provides solutions for all populations and is administratively

simple for DCH to administer and for providers to participate.
e Option 1: Georgia Families Plus

e Option 2: Georgia Families Plus Transitioning to “Commercial Style” Managed Care

Program

e Option 3: Georgia Families Plus Transitioning to “Commercial Style” Managed Care
Program that Requires Use of ACOs and PCMHs

e Option 4: Georgia Families Plus and Free Market Health Insurance Purchasing
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Below we present each of the Georgia-specific delivery system options that we recommend

DCH consider for the future design strategy.* These options assume that:
e The delivery system can be implemented statewide

e The delivery system can apply to all populations

¢ DCH can use a phased approach to including some populations, likely with the
more traditionally managed populations being included first and those with more

complex or special needs being enrolled later

In Phase III, we once again evaluate the options using a modified version of the Kepner-Tregoe
decision-making method, as we did in Phase I. As in Phase I, the scoring of each option is based

upon the relative likelihood that the option will enable Georgia to achieve its goals.

In our discussion below of each option, we first describe the rationale for the delivery system in
terms of opportunities and risks followed by a presentation of tables that provide a high-level
overview of various design features for each of the options. Please note that this listing of risks
and opportunities and design features is not exhaustive, since the delivery systems we are
evaluating are defined at a high-level. Also, these discussions do not address how some special
populations (e.g., Medicaid spend-down members, prisoners, people receiving emergency

assistance for aliens) might or might not be included in or excluded in the delivery system.

The process of designing any new program requires more extensive planning and consideration
after initial selection of the delivery system. Once DCH selects a delivery system for
implementation, DCH will next begin a planning process to define the more intricate aspects of
the design strategy. For example, if DCH includes additional populations such as children in
foster care; people who are aged, blind and disabled; and people who are using LTC services in
the selected delivery system, DCH should give significant consideration to the unique needs of
each of these subpopulations. DCH must recognize what different skill sets vendors must have

and what requirements to include in contracts specific to these populations.

We present later in this Chapter examples of key design features DCH should consider during
its planning process. Additionally, general descriptions, as well as advantages and

4 Please note that across options that include the same models, we repeat language for that model as applicable. For
example, Georgia Families Plus is included in each of the five options and we have provided duplicative information
to describe the model within each option description. The purpose of this duplication is to facilitate review of each
option separately.
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disadvantages, of each generic delivery system option can be found in Chapter 3: National
Environmental Scan and Figure 5.9. As noted above, with any of the options, DCH would make
some internal operational changes to address programmatic concerns identified by stakeholders

and improve administrative efficiencies and contractor oversight.
Option 1 - Georgia Families Plus

With this option, DCH would enroll all populations, including children in foster care, dual
eligibles and individuals who are aged, blind and disabled, in Georgia Families Plus.
Additionally, all services would be carved in, including behavioral health, transportation,
dental, LTC and HCBS waiver services. Georgia Families Plus further expands upon the
current Georgia Families program by incorporating value-based purchasing®, further
encouraging implementation of medical homes, reducing administrative complexities and
burdens for providers and members, increasing patient compliance through incentives and
disincentives, increasing focus on health and wellness programs and preventive medicine and
continuing to build upon current efforts to focus on quality. DCH would begin the program by
enrolling current Georgia Families enrollees and use a phased approach to implementing

additional populations and services.

While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a
more quality-based program focused on improved outcomes through value-based purchasing,
as described in Chapter 4, Georgia-specific Environmental Scan. It would also be designed to

improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program. As with
most newly implemented delivery systems and as discussed in Chapter 4, Georgia-specific
Environmental Scan, Georgia Families has been focused on development of infrastructure and
operations. DCH has over the past couple of years begun to move to a program that is based on
quality and outcomes. Georgia Families Plus would enhance DCH'’s ability to do so through
value-based purchasing, which bases payment on quality and not volume. DCH has already
built an infrastructure for operating a risk-based managed care program. By making some
significant changes to the current program to focus more on outcomes, administrative ease for
providers and increased and appropriate monitoring and oversight of contractors, DCH has an
opportunity to improve care for members currently served through Georgia Families as well as

individuals currently in the FFS delivery system who do not have access to care management

¥ See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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services or other benefits of managed care. There is increased opportunity to care for the
“whole person” by implementing one well managed delivery system. This option will also

allow for DCH to maximize budget predictability.

To this point, caring for the “whole” dually eligible Medicare-Medicaid member would be an
important component of this delivery system. DCH could pursue financing options for duals
via the demonstration offerings currently available through the Center for Medicare and
Medicaid Innovation (CMMI), or DCH could pursue streamlined financing by requiring all
participating health plans to be Medicare Advantage Special Needs Plans.>

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.
Georgia Families Plus is much more — moving to a value-based purchasing system focused on
quality and outcomes. Also, enrollment of the additional populations would require
submission of a waiver application to CMS for approval, which could delay timelines. CMS,
however, has recently approved waivers for California and Texas to expand their managed care

a7

programs to new populations. Texas” “approval is the latest signal the administration will give
broad leeway to states to expand managed care in Medicaid if they meet performance measures
showing they are improving care.”>! A value-based purchasing model would include such

performance measures.

Figure 5.9 below presents a high-level overview of design features we would recommend for

Option 1.

% A more extensive discussion of these options is provided in discussion of Phase II within this Chapter, under Long-
Term Care, HCBS and Dual Eligibles.

51 Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.
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Figure 5.9: Design Features for Option 1 — Georgia Families Plus

Feature Description

DCH Roles * Conduct required procurements

* Develop quality measures
* Setrates and pay health plans

* Provide oversight and monitoring of contractors

Covered * PeachCare for Kids®: Georgia Families Plus
Populations * LIM: Georgia Families Plus

e Children in Foster Care: Georgia Families Plus

* ABD (not receiving LTC): Georgia Families Plus
» ABD (HCBS): Georgia Families Plus

* ABD (Institutions): Georgia Families Plus

* Dual Eligibles: Georgia Families Plus

» Potential Expansion Population: Georgia Families Plus

Covered » All State Plan services, including behavioral health, dental, NET and pharmacy services
Services * LTC services, including administration of HCBS waiver services

* Care management services

Contracting * Contracts with health plans
Needs e Enrollment broker

e Actuarial services

* Provider credentialing vendor

* External Quality Review Organization

Payment » Full risk-based managed care program using risk adjustment

Structures » Value-based purchasing

Federal e 1915(b) waiver or 1115 waiver
Authorities
Other Encourage health plans to:

¢ Contract with ACOs and PCMHs
* Assist providers with forming PCMHs
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Option 2 — Georgia Families Plus Transitioning to “Commercial Style” Managed Care
Program

The ultimate aim under this option is to enroll many of Georgia Medicaid members in
“commercial style” managed care. Chapter 3: National Scan outlines some of the innovative
approaches being employed by commercial insurers to encourage healthy behaviors by their
members. Among the tools used by commercial managed care plans are copayments,
deductibles, HRAs, incentive payments and prizes and a myriad of other creative strategies.
While some of these can be used in a limited fashion in traditional Medicaid managed care
programs, the vast majority of these tools — most notably copayments and deductibles — are not
permitted in Medicaid for certain populations and services without seeking federal waiver
authority.52%

As is widely recognized, having health insurance makes the insured less sensitive to changes in
price or overall costs of care. Thus, insurers are not always inclined to make health behavior
decisions that result in the most efficient and economic use of services, or that result in the best
outcomes. To address this challenge, commercial health plans have designed and refined these
strategies so that their members stand to gain or lose from their health behavior decisions — so
that the members “have some skin in the game” and are incented to make good decisions about
their health and health care. Using “commercial style” managed care in Georgia Medicaid
would aim to do the same for selected groups of Georgia Medicaid members. This option is
essentially Option 1 with “Commercial style” managed care levers applied to some populations.

“Commercial style” managed care is not well suited to all Medicaid populations, so the
following populations would not be targeted for enrollment in the commercial model initially:
children in foster care; individuals who are aged, blind and disabled; and dually eligible
individuals. There would be an annual enrollment period each calendar year, and enrollees
would be locked in to their selected plan for the entire calendar year. Members who have
breaks in Medicaid eligibility would be re-enrolled in the same plan if their eligibility is

effective again in the same calendar year.

52 The Deficit Reduction Act of 2005 allows states to implement cost-sharing requirements for Medicaid members
without waiver approval, but exempts some populations. States may impose cost-sharing requirements on members
who are above 100 percent federal poverty level (FPL), but the requirement may not exceed five percent of their
income.

5 U.S. Department of Health and Human Services. Medicaid Cost-Savings Opportunities. February 3, 2011.
Available online: http://www.hhs.gov/news/press/2011pres/02/20110203tech.html
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Once the State gains experience operating the “commercial style” managed care program for the
other populations, it could consider expanding the program to include some of the populations
below. Including these populations will require significant thought and creative design to
address their unique needs.

While the long-term goal is to implement “commercial style” managed care for some
populations, the reality is that obtaining federal approval will take time, and expansion and
enhancement of Georgia Families will require substantial effort. To avoid potential challenges
with implementing two new programs at one time, Georgia Families Plus would be
implemented first given some infrastructure already exists for operating it. Additionally, we
anticipate federal approval of the “commercial style” managed care program would require a
longer timeframe. DCH would use a phased approach to eventually roll Georgia Families Plus
enrollees into the “commercial style” managed care program after receiving federal approval to
enroll these populations and when the program has evolved to a state that it would be
manageable for Georgia Families Plus enrollees.

With this option, DCH would implement Georgia Families Plus for children, including children
in foster care, for dual eligibles and for individuals who are aged, blind and disabled.
Additionally, all services would be carved in to Georgia Families Plus, including behavioral
health, transportation, dental, LTC and HCBS waiver services. The “commercial style” would

include behavioral health, transportation and dental services.

Georgia Families Plus expands upon the current Georgia Families program by incorporating
value-based purchasing,* further encouraging implementation of medical homes, reducing
administrative complexities and burdens for providers and members, increasing patient
compliance through incentives and disincentives, increasing focus on health and wellness
programs and preventive medicine and continuing to build upon current efforts to focus on
quality. The “commercial style” managed care program is also a full risk-based managed care
program with value-based purchasing.®® However, it includes all levers used by commercial
health plans to encourage patient compliance and participation in their health care and to
encourage providers to participate in initiatives to promote quality and improved health
outcomes. For example, it would include incentives, such as HRAs and penalties, such as cost-
sharing, to encourage appropriate member behavior and participation in their health care.
Members would receive HRAs for use in purchasing certain health care related services or items

not covered by Medicaid or for copayments.

54 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
% See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a
more quality-based program focused on improved outcomes through value-based purchasing.
It would also be designed to improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program, first
through Georgia Families Plus and even further through the “commercial style” model. As
with most newly implemented delivery systems, Georgia Families has been focused on
development of infrastructure and operations. DCH has, over the past couple of years, begun
to move to a program that is based on quality and outcomes. Georgia Families Plus would
enhance DCH’s ability to do so through value-based purchasing, which bases payment on
quality and not volume. The “commercial style” model would even further enhance DCH’s
ability to use a variety of “levers” to encourage appropriate member behavior and provider
participation in quality and care management efforts. DCH has already built an infrastructure
for operating a risk-based managed care program. By making some significant changes to the
current program to focus more on outcomes, administrative ease for providers and increased
and appropriate monitoring and oversight of contractors, DCH has an opportunity to improve
care for members currently served through Georgia Families as well as individuals in the FFS
delivery system who do not have access to care management services. There is increased
opportunity to care for the “whole person” by implementing one well-managed delivery
system. This option will also allow for DCH to maximize budget predictability.

To this point, caring for the “whole” dually eligible Medicare-Medicaid member would be an
important component of this delivery system. DCH could pursue financing options for duals
via the demonstration offerings currently available through CMMI, or DCH could pursue
streamlined financing by requiring all participating health plans to be Medicare Advantage

Special Needs Plans®

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.

Georgia Families Plus is much more — moving to a value-based purchasing system focused on

% A more extensive discussion of these options is provided in discussion of Phase II within this Chapter, under Long-
Term Care, HCBS and Dual Eligibles.

NAVIGANT Page 5-44



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

quality and outcomes. Also, enrollment of the additional populations in both models would
require submission of a waiver application to CMS for approval, which could delay timelines.
The “commercial style” model will face additional hurdles in gaining CMS approval,
depending on the types of levers DCH decides to include. For example, CMS may not approve
cost-sharing requirements for certain populations. CMS, however, has recently approved
waivers for California and Texas to expand their managed care programs to new populations.

Ya7s

Texas’” “approval is the latest signal the administration will give broad leeway to states to
expand managed care in Medicaid if they meet performance measures showing they are
improving care.””” These value-based purchasing models would include such performance

measures.

Figure 5.10 below presents a high-level overview of design features we would recommend for
Option 2.

5 Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.
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Figure 5.10: Design Features for Option 2 — Georgia Families Plus Transitioning to

“Commercial Style” Managed Care Program

Feature Description

DCH Roles

Covered
Populations

Covered

Services

Contracting
Needs

Payment
Structures

Federal
Authorities

Other

* Conduct required procurements
* Setrates and pay health plans

* Provide oversight and monitoring of contractors

» PeachCare for Kids®: Georgia Families Plus

* LIM: Georgia Families Plus (children); “Commercial Style” (adults)
+ Children in Foster Care: Georgia Families Plus

* ABD (not receiving LTC): Georgia Families Plus

» ABD (HCBS): Georgia Families Plus

» ABD (Institutions): Georgia Families Plus

* Dual Eligibles: Georgia Families Plus

» Potential Expansion Population: “Commercial Style”

* Note: DCH could consider phasing other populations into “commercial style” managed
care at a later date, if desired.

* For both programs: All State Plan services, including behavioral health, dental and non-

emergency medical transportation, care management services

* Georgia Families Plus: LTC, including administration of HCBS waiver services

» Contracts with health plans

* Enrollment broker

* Actuarial services

* Provider credentialing vendor

* External Quality Review Organization

e Full risk-based managed care program using risk adjustment and value-based purchasing

* Commercial style plan members would have HRAs for use in purchasing certain health

care related services or items

e 1115 waiver

Encourage health plans to:
¢ Contract with ACOs and PCMHs
* Assist providers with forming PCMHs
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Option 3 — Georgia Families Plus Transitioning to “Commercial Style” Managed Care
Program that Requires Use of ACOs and PCMHs

The ultimate aim under this option is to enroll many of Georgia Medicaid members in
“commercial style” managed care. Chapter 3: National Scan outlines some of the innovative
approaches being employed by commercial insurers to encourage healthy behaviors by their
members. Among the tools used by commercial managed care plans are copayments,
deductibles, HRAs, incentive payments and prizes and a myriad of other creative strategies.
While some of these can be used in a limited fashion in traditional Medicaid managed care
programs, the vast majority of these tools — most notably copayments and deductibles — are not
permitted in Medicaid for certain populations and services without seeking federal waiver

authority %

As is widely recognized, having health insurance makes the insured less sensitive to changes in
price or overall costs of care. Thus, insurers are not always inclined to make health behavior
decisions that result in the most efficient and economic use of services, or that result in the best
outcomes. To address this challenge, commercial health plans have designed and refined these
strategies so that their members stand to gain or lose from their health behavior decisions — so
that the members “have some skin in the game” and are incented to make good decisions about
their health and health care. Using “commercial style” managed care in Georgia Medicaid

would aim to do the same for selected groups of Georgia Medicaid members.

“Commercial style” managed care is not well suited to all Medicaid populations, so the
following populations would not be targeted for enrollment in the commercial model initially:
children in foster care; individuals who are aged, blind and disabled; and dually eligible
individuals. There would be an annual enrollment period each calendar year, and enrollees
would be locked in to their selected plan for the entire calendar year. Members who have
breaks in Medicaid eligibility would be re-enrolled in the same plan if their eligibility is

effective again in the same calendar year.

Once the State gains experience operating the “commercial style” managed care program for the

other populations, it could consider expanding the program to include some of the populations

% The Deficit Reduction Act of 2005 allows states to implement cost-sharing requirements for Medicaid members
without waiver approval, but exempts some populations. States may impose cost-sharing requirements on members
who are above 100 percent FPL, but the requirement may not exceed five percent of their income.

% U.S. Department of Health and Human Services. Medicaid Cost-Savings Opportunities. February 3, 2011.
Available online: http://www.hhs.gov/news/press/2011pres/02/20110203tech.html
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below. Including these populations will require significant thought and creative design to

address their unique needs.

While the long-term goal is to implement “commercial style” managed care for some
populations, the reality is that obtaining federal approval will take time, and expansion and
enhancement of Georgia Families will require substantial effort. To avoid potential challenges
with implementing two new programs at one time, Georgia Families Plus would be
implemented first given some infrastructure already exists for operating it. Additionally, we
anticipate federal approval of the “commercial style” managed care program would require a
longer timeframe. DCH would use a phased approach to eventually roll Georgia Families Plus
enrollees into the “commercial style” managed care program after receiving federal approval to
enroll these populations and when the program has evolved to a state that it would be
manageable for Georgia Families Plus enrollees.

With this option, DCH would implement Georgia Families Plus for children, including children
in foster care, for dual eligibles and for individuals who are aged, blind and disabled.
Additionally, all services would be carved in to Georgia Families Plus, including behavioral
health, transportation, dental, LTC and HCBS waiver services. The “commercial style” would
include behavioral health, transportation and dental services. The only difference between
Option 2 and Option 3 is that participating CMOs would be contractually required to include
ACOs and PCMHs in their provider networks. Requiring inclusion of ACOs and PCMHs in
provider networks may help to move the Medicaid program to a more patient-centered
program that involves teams of providers sharing responsibility for care of the whole person.
Other states have been incorporating PCMHs into their programs and working successfully
with MCOs to do so. Pennsylvania, for example, worked with a CHIP health plan to develop a
program to better coordinate care with PCPs through mechanisms such as “communication
among multiple practitioners and facilities, and providing family-centered education to the
family to support adherence to the physician medical care plan.” The Commonwealth planned
to consider including requirements in its MCO reprocurement to encourage coordination,

“especially with regard to chronic needs, and to assist practices to become medical homes.”®

Georgia Families Plus expands upon the current Georgia Families program by incorporating
value-based purchasing,® further encouraging implementation of medical homes, reducing

administrative complexities and burdens for providers and members, increasing patient

® Beesla, R., Kaye, N., Takachand, M. Strategies States Can Use to Support the Infrastructure of a Medical Home.
May 2008. Available online:

http://nashp.org/sites/default/files/shpbriefing pcmhsupport.pdf?q=Files/shpbriefing pcmhsupport.pdf.

61 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.

NAVIGANT Page 5.48



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

compliance through incentives and disincentives, increasing focus on health and wellness
programs and preventive medicine and continuing to build upon current efforts to focus on
quality. The “commercial style” managed care program is also a full risk-based managed care
program with value-based purchasing.®> However, it includes all levers used by commercial
health plans to encourage patient compliance and participation in their health care and to
encourage providers to participate in initiatives to promote quality and improved health
outcomes. For example, it would include incentives, such as HRAs and penalties, such as cost-
sharing, to encourage appropriate member behavior and participation in their health care.
Members would receive HRAs for use in purchasing certain health care-related services or

items not covered by Medicaid or for copayments.

While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a
more quality-based program focused on improved outcomes through value-based purchasing.

It would also be designed to improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program, first
through Georgia Families Plus and even further through the “commercial style” model. As
with most newly implemented delivery systems, Georgia Families has been focused on
development of infrastructure and operations. DCH has over the past couple of years begun to
move to a program that is based on quality and outcomes. Georgia Families Plus would
enhance DCH’s ability to do so through value-based purchasing, which bases payment on
quality and not volume. The “commercial style” model would even further enhance DCH’s
ability to use a variety of “levers” to encourage appropriate member behavior and provider
participation in quality and care management efforts. DCH has already built an infrastructure
for operating a risk-based managed care program. By making some significant changes to the
current program to focus more on outcomes, administrative ease for providers and increased
and appropriate monitoring and oversight of contractors, DCH has an opportunity to improve
care for members currently served through Georgia Families as well as individuals in the FFS
delivery system who do not have access to care management services. There is increased
opportunity to care for the “whole person” by implementing one well managed delivery
system. This option will also allow for DCH to maximize budget predictability.

To this point, caring for the “whole” dually eligible Medicare-Medicaid member would be an
important component of this delivery system. DCH could pursue financing options for duals

via the demonstration offerings currently available through CMMI, or DCH could pursue

62 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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streamlined financing by requiring all participating health plans to be Medicare Advantage
Special Needs Plans®

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.
Georgia Families Plus is much more — moving to a value-based purchasing system focused on
quality and outcomes. Also, DCH can include requirements for use of ACOs and PCMHs in
CMO contracts; however, contract requirement will not assure that CMOs will be successful in
enrolling them. Enrollment of the additional populations in both models would require
submission of a waiver application to CMS for approval, which could delay timelines. The
“commercial style” model will face additional hurdles in gaining CMS approval, depending on
the types of levers DCH decides to include. For example, CMS may not approve cost-sharing
requirements for certain populations, including most children and pregnant women. CMS,
however, has recently approved waivers for California and Texas to expand their managed care

7

programs to new populations. Texas” “approval is the latest signal the administration will give
broad leeway to states to expand managed care in Medicaid if they meet performance measures
showing they are improving care.”® These value-based purchasing models would include such

performance measures.

Figure 5.11 below presents a high-level overview of design features we would recommend for
Option 3.

6 A more extensive discussion of these options is provided in discussion of Phase II within this Chapter, under Long-
Term Care, HCBS and Dual Eligibles.

¢+ Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.
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Figure 5.11: Design Features for Option 3 — Georgia Families Plus Transitioning to

“Commercial Style” Managed Care Program that Requires Use of ACOs and PCMHs (i.e.,
Option 2 plus required use of ACOs and PCMHs)

Feature Description

DCH Roles

Covered
Populations

Covered
Services

Contracting
Needs

Payment
Structures

Federal
Authorities

Other

Conduct required procurements
Set rates and pay health plans

Provide oversight and monitoring of contractors

PeachCare for Kids®: Georgia Families Plus

LIM: Georgia Families Plus (children); “Commercial Style” (adults)
Children in Foster Care: Georgia Families Plus

ABD (not receiving LTC): Georgia Families Plus

ABD (HCBS): Georgia Families Plus

ABD (Institutions): Georgia Families Plus

Dual Eligibles: Georgia Families Plus

Potential Expansion Population: “Commercial Style”

For both programs: All State Plan services, including behavioral health, dental and non-
emergency medical transportation, care management services

Georgia Families Plus: LTC, including administration of HCBS waiver services

Contracts with health plans
Enrollment broker

Actuarial services

Provider credentialing vendor

External Quality Review Organization

Full risk-based managed care program using risk adjustment and value-based purchasing

Commercial style plan members would have HRAs for use in purchasing certain health care

related services or items

1115 waiver

Require health plans to:

Contract with ACOs and PCMHs
Assist providers with forming PCMHs
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Option 4 — Georgia Families Plus and Free Market Health Insurance Purchasing

With this option, DCH would implement Georgia Families Plus for children, including children
in foster care, and for individuals who are aged, blind and disabled and a free market health
insurance purchasing program for low-income needy adult populations and potential

expansion populations.

The free market model would give DCH the opportunity to implement an entirely new concept
for Medicaid programs. It would give members increased choice of health plans which may
increase their access to providers and would give members the responsibility for managing
their own care. This option will also allow for DCH to maximize budget predictability. Under

the free market model:

e DCH would define standard benefit packages, which would include all Medicaid
covered services or be benchmark benefit packages as allowed through the Deficit
Reduction Act (DRA). Like Medicaid, standard benefit packages would have limits on
copayments and would not have deductibles. DCH might also establish other rules
governing the delivery of care to Medicaid members. Most members would be required
to make copayments. (For example, foster children would be excluded from this

copayment requirement.)

e Insurers would offer the standard Medicaid benefit package as one of their products.
Insurers would also be required to offer a health rewards account to every member, and
funds from that account would not transfer if the member changed plans.

¢ Interested insurers would seek certification from the State authorizing them to offer the
Medicaid standard benefit package. (Either the Department of Insurance or DCH could
certify plans.)

e DCH would limit participation to less than six insurers. DCH could also elect to be open

to any willing qualified insurer.
e DCH would not contract directly with health plans and would not process claims.

e Medicaid members would be given a credit with which to purchase a standard Medicaid

benefit insurance product from a certified insurer.
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e Under the free market model, members would be able to purchase their insurance

through the free market.
e DCH would provide choice counselors to aid members in selecting a health insurer.

e There would be an annual enrollment period each calendar year, and enrollees would be
locked in to their selected health plan for the entire calendar year. Members who have
breaks in Medicaid eligibility would be re-enrolled in the same plan if their eligibility is

effective again in the same calendar year.

e An open enrollment period would be held at the end of each year, when members
would have the option to select a different health insurer.

e Members who join Medicaid during the calendar year would be permitted to select an
insurer mid-year. Enrollment with that insurer would begin in the month following

enrollment.

¢ Medicaid would no longer pay claims or operate a FFS program or other infrastructure

for members who participate in this free market program.

Georgia Families Plus expands upon the current Georgia Families program by incorporating
value-based purchasing,® further encouraging implementation of medical homes, reducing
administrative complexities and burdens for providers and members, increasing patient
compliance through incentives and disincentives, increasing focus on health and wellness
programs and preventive medicine and continuing to build upon current efforts to focus on
quality. Additionally, all services would be carved in to Georgia Families Plus, including
behavioral health, transportation, dental, LTC and HCBS waiver services.

To avoid potential challenges with implementing two new programs at one time, Georgia
Families Plus would be implemented first given existing infrastructure for operating it.
Additionally, we anticipate federal approval of the free market health insurance purchasing
program would require a longer timeframe, and the Supreme Court’s ruling on the
constitutionality of the ACA and any decisions required on Georgia’s part based on that ruling

may also impact timelines .

While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a

6 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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more quality-based program focused on improved outcomes through value-based purchasing.

It would also be designed to improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program. As with
most newly implemented delivery systems, Georgia Families has been focused on development
of infrastructure and operations. DCH has over the past couple of years begun to move to a
program that is based on quality and outcomes. Georgia Families Plus would enhance DCH’s
ability to do so through value-based purchasing, which bases payment on quality and not
volume. DCH has already built an infrastructure for operating a risk-based managed care
program. By making some significant changes to the current program to focus more on
outcomes, administrative ease for providers and increased and appropriate monitoring and
oversight of contractors, DCH has an opportunity to improve care for members currently
served through Georgia Families as well as individuals in the FFS delivery system who do not

have access to care management services.

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.
Georgia Families Plus is much more — moving to a value-based purchasing system focused on
quality and outcomes. Also, enrollment of the additional populations would require
submission of a waiver application to CMS for approval, which could delay timelines. CMS,
however, has recently approved waivers for California and Texas to expand their managed care

a7

programs to new populations. Texas” “approval is the latest signal the administration will give
broad leeway to states to expand managed care in Medicaid if they meet performance measures
showing they are improving care.”®® A value-based purchasing model would include such

performance measures.

The free market model will face additional hurdles in gaining CMS approval, as it is a model
that does not exist and places significant responsibility with the member which may not be
appropriate for all Medicaid members. Additionally, DCH would have little to no oversight of
the health plans in which members would have the opportunity to enroll, which may create
concerns with whether members have access to care and care management, whether members

use services appropriately and are encouraged to do so, and whether health plans” provider

% Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.

NAVIGANT Page 5.54



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

network composition is sufficient to meet Medicaid members’ needs. The federal government,

however, is looking for creative solutions to problems in the Medicaid program.

Figure 5.12 below presents a high-level overview of design features we would recommend for
Option 4.

Figure 5.12: Design Features for Option 4 — Georgia Families Plus and Free Market Health
Insurance Purchasing

Feature Description

DCH Roles * Conduct required procurements
* Setrates and pay health plans
* Define benefit packages

* Provide oversight and monitoring of contractors

Covered * PeachCare for Kids®: Georgia Families Plus
Populations * LIN: Georgia Families Plus (children); Free Market (adults)
¢ Children in Foster Care: Georgia Families Plus
* ABD (not receiving LTC): Georgia Families Plus
+ ABD (HCBS): Georgia Families Plus
* ABD (Institutions): Georgia Families Plus
* Dual Eligibles: Georgia Families Plus

» Potential Expansion Population: Free Market

Covered * Georgia Families Plus: All State Plan services, including behavioral health, dental and non-
Services emergency medical transportation, LTC services, including administration of HCBS waiver

services, care management services

* Free market health insurance purchasing: Benchmark benefit packages that include all the
full scope of Medicaid services, including EPSDT services

Contracting For Georgia Families Plus:
Needs » Contracts with health plans
e Enrollment broker
* Actuarial services

* Provider credentialing vendor

* External Quality Review Organization
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Feature Description

Payment * Georgia Families Plus: Full risk-based managed care program using risk adjustment and

Structures value-based purchasing

» Free market health insurance purchasing: Members provided a credit for purchase of
insurance through the free market

Federal * 1115 global waiver
Authorities
Other For the free market model:

» Possible role for Department of Insurance in establishing regulations, certifying health

plans and conducting health plan oversight

* May need to establish a customer service function to assist individuals in selecting a plan

As with our assessment of generic delivery system options, Figure 5.13 presents an assessment
of the above-described delivery system permutations using a modified Kepner-Tregoe decision-
making method. Scoring is based on our perspective and understanding of each option and
how it will apply to Georgia. Those options with the highest total scores have the greatest
likelihood of enabling DCH to achieve its goals for the Medicaid and PeachCare for Kids®
programs. However, as DCH refines the design strategy through ongoing planning, it may
wish to revisit the individual scores. This initial scoring of options is a tool to help inform
DCH'’s decision-making and provides a framework for conducting a rational decision-making

process.
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Figure 5.13: Assessment of Delivery System Permutations for the Medicaid and PeachCare for Kids® Design Strategy®

: iom 3:
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7 As DCH refines the design strategy through ongoing planning, it may wish to revisit the individual scores. This initial scoring of options is a tool to help inform
DCH’s decision-making and provides a framework for conducting a rational decision-making process.
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Phase IV: Recommendations and Next Steps for Program Design

Phase IV presents our recommendations for the delivery system for the future design strategy
of the Medicaid and PeachCare for Kids® programs, as well as recommended next steps in the

planning process for the overall program redesign.
A. Future Design Strategy Recommendations

Based on our assessment, we recommend DCH consider implementation of one of the following

three delivery systems:

¢ Georgia Families Plus Transitioning to “Commercial Style” Managed Care Program
that Requires Use of ACOs and PCMHs

¢ Georgia Families Plus Transitioning to “Commercial Style” Managed Care Program
¢ Georgia Families Plus

Each of these delivery systems incorporates a managed care model. Through implementation
and operation of Georgia Families over the past six years, DCH has built an infrastructure for
operation of a managed care model. Additionally, Georgia Families has realized successes and
improvements in health outcomes. However, care is currently managed for the majority of
Medicaid members but not those members who have the highest risks and use the costliest care.
It is time for the program to evolve to one that purchases for improved outcomes and value and
not for structure or process. The best opportunity for improving quality of care for members is
by caring for the whole person

Also, Navigant recommends that DCH consider carving in to the selected delivery system all
populations and services identified in Phase II of our assessment. As DCH considers carving in
each of these populations, DCH should give consideration throughout the decision-making and

planning process about:®

e How the needs of these populations differ from those populations traditionally

enrolled in managed delivery systems

68 See the Conclusions subsection and Appendices L through Q for more information about recommendations for
carving in populations and services.
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e How the needs of these populations differ in consideration of contract requirements

and skill sets for potential vendors

e Whether to use a phased approach to including these populations and services in

the selected delivery system

We recognize that some stakeholders voiced concerns with Georgia Families, and some have
advocated for particular population or service carve outs (e.g., behavioral health, dental, etc.) or
have recommended moving away from a managed care model. Often, Medicaid agencies
evolve in their role as purchasers. In the early evolutionary phases, they are often more focused
on developing infrastructure, designing and implementing new delivery systems and refining
program design to move towards increasingly higher quality targets. DCH and the CMOs have
refined the initial infrastructure and are working on the next generation of quality initiatives,
improvements and innovations. DCH staff managing these initial managed care contracts had a
learning curve. Staff turnover did not support seamless monitoring and movement to operating
in a managed care environment. DCH now has a history operating in a managed care
environment and staff now have the background and experience to seamlessly manage and
monitor a managed care program and take it to the next level of value-based purchasing. DCH
has identified areas for improvement with Georgia Families and is implementing contract

changes and monitoring and performance improvement initiatives to address these areas.

Additionally, as previously discussed in this report, our assessment found that some of the
concerns and frustrations voiced by stakeholders are not due to the Georgia Families program
design, but result from operational issues within the Medicaid program. Some are due to
misunderstandings of current program operations or historical challenges that may no longer
exist, which DCH could work to remedy through improved communications. DCH’s current
leadership is working to communicate to stakeholders about the following efforts that are

currently underway:
e Improve the provider credentialing process through collaboration with CMOs to
establish a shared credentialing function. This will significantly reduce provider

burden, reduce CMO administration costs and streamline DCH oversight.

e Improve eligibility processes: DCH will be implementing a new eligibility system in
January 2014.

e Improve CMO contract monitoring. DCH is currently reviewing contract language

and reporting requirements and revising those to focus on issues of most

NAVIGANT Page 5.59



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

importance. DCH should continue to work to improve internal operations,
including development of more extensive and thorough contractor management and

oversight processes.

DCH should also address other concerns and challenges raised by stakeholders, such as

provider access, administrative complexity and member communications.

The recommended delivery systems identified through our assessment can help DCH to further
evolve its managed care delivery system. Through the recommended delivery systems, there is
opportunity to improve quality of care for members and provide for increased budget
predictability if effectively implemented and operated. In order to realize these opportunities,
DCH must allow for significant thought and time for planning the program design and
approach to implementation. DCH will also need to make sure adequate networks exist and
that the design strategy includes appropriate incentives for members, health plans and
providers.

B. Next Steps for Program Design

Now DCH must consider its redesign options and select a delivery system to implement and
populations and services to carve in. Regardless of the delivery system selected, DCH will
undergo a major program planning effort. In addition to the delivery system options,
populations and services analyzed in this report, there are many program design features that
DCH should consider in its program planning process. We outline in Figure 5.14 examples of
features that we believe to be key in planning and that could be considered as part of any of the
delivery system options recommended. The exact questions will depend upon the delivery
system DCH selects, but this is a sampling of some of the most important questions DCH is

likely to face.

We also recommend that throughout the planning process, DCH review research and literature
to drive lessons learned. As equally important is to stay abreast of how others states are
proceeding with their planned reforms. States have an opportunity to learn from each other in
this time of reform. We recommend beginning discussions with CMS very early in the planning
process to keep them apprised of potential approaches that DCH is considering and to gain
feedback about those approaches. Since the beginning of this redesign effort, DCH has been
committed to gaining stakeholder input, and we would encourage DCH to continue involving

the community throughout the planning process.
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Figure 5.14: Examples of Key Design Features to Consider After DCH Selects Design Strategy

Examples of Key Decisions (Applicable Key Decisions

Program Features Overview Will Depend Upon Design Strategy Selected)

Delivery System | Some delivery system options are not viable e  What “levers” could the delivery system include?

“Levers” administratively or operationally as stand-alone options, e Which levers are most likely to be effective and
but could be incorporated into other models. For example, improve outcomes?

DCH could explore options to require or encourage health | | Will the State implement “levers”, such as HRAS, to

plans to implement HRAs, HSAs, etc. The more “levers encourage member responsibility? If so, to what

that are achievable and implemented, the higher the populations will they apply?

likelihood of meeting goals.
e To what populations would the levers apply?

e What approvals are required to include these levers?

Care Management | DCH should decide how prescriptive to be with regard to e  Will DCH specify conditions that must be managed?

and Disease care management and disease management programs, and | 4 Will DCH specify minimum qualifications for case
Management consider options for streamlining care management across managers?
programs.

e  Who will perform risk assessments for each
population?

e Will vendors be at risk for their programs?

Medication DCH could implement a medication therapy management | ¢ Will Medication Therapy Management benefit
Therapy program. Two options may be: members, and if so, what type of program would
Management e Provide a case management fee to pharmacists provide the most benefit?
e Require vendors to implement as part of care * To what populations would the program apply?
management programs e  What services would be offered?

e How would the program coordinate with other care

management activities?

Contracted DCH must determine the types of vendors, if any, with e What types of vendors will be allowed to bid to
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Examples of Key Decisions (Applicable Key Decisions

Program Features Overview Will Depend Upon Design Strategy Selected)
Vendors which it will contract to help administer the delivery administer the program (e.g., local and national health
system. plans, ACOs, Special Needs Plans, etc.)?

e How many vendors will DCH procure for each service
area? Will the six service areas be maintained, changed
or consolidated? (CMS will likely require a choice of at
least two vendors per service area if the program is

mandatory.)

e If DCH elects to carve in behavioral health services, will
the health plans be required to administer in-house?
Or, will they have the flexibility to subcontract the

behavioral health services?

e If DCH elects to carve in HCBS, will DCH contract with
an independent entity to develop individualized

budgets or to conduct needs assessments?

e  Will other DCH contracts need amending, or will
additional procurements be needed?

e Can enrollment broker services for Medicaid and
PeachCare for Kids® be consolidated into a single
contract? And should any other services or contractor
functions be incorporated into that contract?

Special DCH should give special consideration throughout the e How do the needs of these populations differ from
Populations planning process to special populations. When carving in those populations traditionally enrolled in managed
each special population, DCH should give consideration delivery systems?
throughout the decision-making and planning process e What are the necessary skill sets vendors must possess
about how the needs of these populations differ from those to serve these populations?

populations traditionally covered under Medicaid managed
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Program Features

Overview

Examples of Key Decisions (Applicable Key Decisions

Will Depend Upon Design Strategy Selected)

care programs.

What should we require of vendors specific to these
populations?

If DCH elects to carve in populations and services such
as LTC and behavioral health, will DCH procure
separate vendors to provide these services?

How will DCH serve special populations such as
Medicaid spend-down members, prisoners, emergency

assistance for aliens?

Payment
Strategies

DCH may employ various payment strategies to assure that
providers are fairly reimbursed and that vendors” and
providers’ incentives are aligned with those of DCH.

Examples of payment strategies include

Risk Adjustment: Adjust payment rates for certain
populations

Pay-for-Performance: Provide incentive payments
to vendors and providers for meeting

predetermined quality indicators.

Bundled Rates: Provide payments for all services
rendered during one episode of care under one

rate.

Value-based Purchasing: Develop a payment
strategy that considers quality performance and
cost when contracting with health plans or

providers and is not based solely on volume

What payment strategies will DCH implement for

vendors?

How can DCH use value-based purchasing to evolve
the current system to one that focuses more on quality

and outcomes?

What payment strategies will DCH implement for
providers? Will DCH allow vendors to propose
payment strategies for providers?

Will DCH require physician incentive arrangements?

How will payment rates be determined (e.g., will DCH
adjust rates by age and eligibility category, based on the
results of the LTC assessment, etc.)?
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Examples of Key Decisions (Applicable Key Decisions

Program Features Overview Will Depend Upon Design Strategy Selected)
Penalties and DCH could offer rewards for engaging in healthy lifestyle e What penalties and rewards could DCH include in the
Rewards activities (smoking cessation, weight loss programs) and delivery system?

penalties for unhealthy behavior. For example, DCH could | 4 T what populations would they apply?

id iring impl tation of d t . . .
consider requiring implementation of fewards accounts or e  What approvals are required to include the penalties

limiting coverage for inappropriate use of services (e.g.
& & pprop (eg. and rewards?

limits to the number of hospital days covered per year,
¢ How will the rewards and benefits be determined?

coverage limits for inappropriate ER use)
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In addition to identifying program design features, DCH should spend significant time

considering implementation needs and operational issues. For example:

e What federal approvals are required for the program, and how do the required
approvals impact the implementation timeline? Required federal approvals will depend
on the delivery system implemented, populations included and the program design
features selected by DCH. Figure 5.15 provides an overview of the types of federal

approvals that could be required, ranging in order from least to most complex.

Figure 5.15: Spectrum of Federal Approvals — Least to Most Complex

Nontradibional

1115
19151ki Drzmonshatizn
Mo Waiver Waiver Waiver

State Flan Traditizaal 1115 Slobal Waiver
Aanendrmsnt Demmstration or Orther
Waiver Lrerazmshrahon
Walver

e Will DCH use a phased approach to implementation of the new delivery system? If so,
on what basis will it phase in — by population, by geographic location, by program
requirement (e.g., impose a requirement that any willing provider be permitted to join

MCO networks for the first year of operation), other?

e What changes, if any, are needed to DCH’s organizational structure to allow for
operations that will result in a successful program? For example, where will certain
functions be housed? What will the contract monitoring structure be? What staff
trainings and supports are required to allow for a smooth transition and ongoing

operations?

e What information systems and other operational changes are necessary? Identifying
information systems and operational changes as early in the process as possible is
necessary. As a representative from another state’s Medicaid agency indicated,
“shelving” certain items to complete after implementation due to insufficient

implementation timeframes results in problems down the road.

These are just a few of the program design features and next steps that DCH should consider.
As noted in Chapter 1: Overview of Program Goals, this report is the first in a series of steps DCH
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is taking to fully develop a new design strategy. Based on the delivery system DCH ultimately
implements, DCH will then need to conduct a planning process to further determine all key

design and programmatic features. For this planning process, DCH should:

Develop a high-level implementation timeframe

e Convene a team of people to develop recommendations for detailed program design

features
e Convene advisory groups and/or task forces, as needed

e Vet the preliminary recommended detailed program design features with
stakeholders

¢ Modify the recommended program design features to reflect stakeholder feedback
¢ Identify and develop strategies to mitigate risks

e Develop a detailed implementation plan and timeline, including waiver submission

and phased approaches, as necessitated by the detailed design strategy

The above steps are likely to be iterative, and the processes for internal DCH approvals and for
stakeholder input will require further development. Continued use of a deliberate decision-
making strategy, coupled with advance planning and a strong communication strategy, will
help DCH to achieve its goals and strategic requirements for the future Medicaid and
PeachCare for Kids® design strategy.
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