REQUEST FOR INFORMATION (RFI)

Maine Department of Health and Human Services’ 

Value Based Purchasing Strategy
1 Purpose and Objective

This document is a request for comments regarding certain aspects of the Maine Department of Health & Human Services’ (the Department’s) Value Based Purchasing (VBP) Strategy, focusing on:
· The planned Accountable Communities Initiative, under which MaineCare will enter into alternative, risk-based contracts with qualified provider organizations that will align financial incentives for those providers to work together with the community to improve value and decrease avoidable costs.
· The Department’s plans to take advantage of Section 2703 of the Affordable Care Act, establishing Health Homes to serve MaineCare and Medicare-Medicaid dual enrollees with chronic care needs.  
For more information on the Department’s Value Based Purchasing Strategy, see: http://www.maine.gov/dhhs/oms/mgd_care/mgd_care_index.html.
Response to this RFI is voluntary.  The State is seeking information that it may use for future policy development.  Any individual or entity may respond to the RFI, including but not limited to individuals, individual practices, social service organizations, advocacy organizations, mental health providers, home health agencies, nursing facilities, hospitals and health systems.  This RFI, and responses to it, does not in any way obligate the State, nor will it provide any advantage to respondents in potential future Requests for Proposals for competitive procurement or Requests for Qualifications.  Respondents are responsible for all costs associated with the preparation and submission of responses to this RFI.
All responses to this RFI are public.
2 Request for Information Schedule

Posting: November 15, 2011
Deadline for Questions: 5:00 PM Eastern Standard Time, November 21, 2011
Answers Published: 5:00 PM Eastern Standard Time, November 30, 2011
Final submission date: 5:00 PM Eastern Standard Time, December 14, 2011
3 Background and Goals
On August 26, 2011, the Department announced its three-pronged value-based purchasing strategy to achieve target savings and improved health outcomes:
1. Emergency Department Collaborative Care Management Project: MaineCare convenes hospital EDs and surrounding community supports to better coordinate care for MaineCare members with high utilization of the ED.

2. Accountable Communities Initiative: alternative payment arrangements with qualified and willing providers to improve health outcomes and reduce avoidable costs or MaineCare members.

3. Leveraging of current initiatives and federal opportunities:
· Health Homes: building off its Patient Centered Medical Home (PCMH) pilot and emerging Community Care Teams (CCTs), the Department will take advantage of Section 2703 of the Affordable Care Act to better coordinate care for individuals with chronic conditions.
· Primary Care Provider Incentive Program (PCPIP): the Department is evaluating the current PCPIP program to better incent improvement, align with quality measures from other purchasers, and emphasize the reduction of inappropriate ED use.
· Increased transparency and reporting: create rankings of MaineCare providers that are easily accessible to MaineCare members and the greater public, and that align with other purchasers’ quality measures, where appropriate.
This RFI seeks to receive input primarily on the Accountable Communities and Health Homes Initiatives.
3.1 Accountable Communities Project
The goal of the Accountable Communities Project is to improve the quality and value of the care provided to MaineCare members and, through its contribution to system reform, the citizens of Maine as a whole.  The Accountable Communities Initiative will allow the Department to engage in alternative payment arrangements with provider organizations that provide services to a specified patient population for an agreed upon total cost of care or risk/gain sharing payment arrangement, but are not limited to these models of care delivery or payment.  Quality of care and patient experience will be measured and incorporated into payment models alongside the cost of care.
The Department plans to implement Accountable Communities with any qualified providers statewide and across different models of care delivery that will integrate health care with mental health providers, safety net providers, and social service agencies wherever possible.  The projects will include clear incentives for quality of care and targeted savings.  The Department is seeking input on the definition of the payment model, performance measures, and other program rules through this RFI.
To meet these goals, the Department will develop a request for proposals (RFP) or Request for Qualifications (RFQ) for provider entities interested in participating.  The first step in that process is this RFI.  In addition, the Department will host a public forum to get feedback from organizations and individuals in the community.  The Department will use the input from this RFI and the public forum to develop the final RFP, and will then select qualified Accountable Communities providers for implementation.  The Department is also seeking the necessary federal authority to implement the demonstration project.
3.2 Health Homes Implementation

Section 2703 of the Affordable Care Act establishes the “State Option to Provide Health Homes for [Medicaid] Enrollees with Chronic Conditions.”  This option encourages states to develop a Health Homes program, under which the State may receive a 90% federal match for two years, to provide Medicaid beneficiaries that have two or more chronic conditions or a serious and persistent mental health condition, the following services:
· Comprehensive care management
· Care coordination and health promotion
· Comprehensive transitional care from inpatient to other settings
· Individual and family support
· Referral to community and social support services
· Health promotion

· Use of health information technology
Through this RFI, the Department seeks to gather more information regarding Maine providers’ interest and ability to qualify as Health Homes.  
For more information, see the Center for Medicare and Medicaid Services’ (CMS) State Medicaid Directors’ letter regarding Health Homes at https://www.cms.gov/smdl/downloads/SMD10024.pdf, and the Center for Health Care Strategies’ health Homes fact sheet at http://www.chcs.org/usr_doc/Health_Homes_Fact_Sheet.pdf. 
4 Response Content

The Department is seeking detailed, specific, targeted, and actionable feedback on the following topics:
4.1 Accountable Communities Program

4.1.1 Interest in Model

a) Indicate your level of interest in participating in the Accountable Communities Initiative and your principle areas of concern or challenges to your organization’s participation.  Additional questions below will provide an opportunity to detail these concerns and challenges.

· Little to no interest

· Potentially interested, but with substantial concerns

· Interested, but with concerns

· Very interested, likely to participate

b) Indicate the other types of organizations with which you are potentially interested in partnering to form an Accountable Community (e.g. primary care, home health, health systems, hospitals, nursing facilities, social service organizations, mental health providers, pharmacies, etc.).

4.1.2 Opportunities to Increase Value
The Department intends to create a flexible model that will encourage innovation in provider collaborations across the state in order to improve value for all MaineCare members, including those with the highest needs.  The Department will expect to see reductions in potentially avoidable services like the Emergency Department, inpatient stays, readmissions, and expensive imaging.
The scope of Medicaid benefits exceeds the scope of benefits for other populations to include residential and home and community based services.  In addition, Medicaid members often have socioeconomic issues that must be addressed if members are to most effectively manage their health.  The fact that many Medicaid members are more likely to cycle between multiple provider organizations in their community is an additional challenge to effective care coordination.
In response to these challenges, the Department plans to require Accountable Communities to collaborate with health care, community, and social service providers within the area where their members predominantly receive services, including, but not limited to, hospitals, clinics, private practice offices, physicians, behavioral health care providers, dentists, and other social service agencies or organizations.  Collaboration may take the form of inclusion on a governing board, Memoranda of Understanding, contractual agreements, or other proposed relationships or activities.  Accountable Communities must demonstrate plans to collaborate with primary care providers, all hospitals within the predominant catchment area, and at least one consumer organization capable of advocating on behalf of members residing within the Accountable Communities catchment area.
What models of care, in addition to or in place of the planned requirements described above, are most likely to increase the value of care provided to MaineCare enrollees in the demonstration, taking into account challenges relating specifically to the MaineCare population? Describe policies, strategies, and mechanisms to ensure:
a) Strong primary care services, including coordination and management of care for all patients including those with complex or chronic illness,

b) Partnership and coordination with specialists and inpatient providers within the community,

c) If the lead organization is a hospital or health system, specific models for partnering with other hospitals and/or health systems providing care in the community,
d) Coordination with organizations within the community, including but not limited to long term care facilities, services and supports; community social service agencies; mental health professionals; peer support programs; municipal services; public health agencies; and inpatient rehabilitation facilities,
e) Systems for consumer advocacy and protection,
f) Involvement and partnership with patients and families in their care,
g) Shared governance between provider entities and/or community organizations (including legal structures) necessary for the success of the demonstration, and
h) The use of timely and actionable data by the care delivery system to facilitate care management and coordination and track key performance outcomes (e.g. avoidable readmissions, Emergency Department visits, and total cost of care) during the demonstration period.
4.1.3 Payment Models

It is widely believed that multi‐payer alignment is crucial to the success of large scale care delivery and payment reform efforts like this initiative, both to ensure adequate population size for the assumption of provider risk and to send a consistent “signal” in the marketplace for how providers will be held accountable for which outcomes.
The Department is currently planning to start out with a “shared savings” or “gain sharing” model, under which Accountable Communities would be able to share in a percentage of any savings generated in comparison to a target cost of care, calculated on a per member per month basis (upside risk).  Conversely, if an Accountable Community exceeded the target expenditure amount, they may be liable for a portion of the overage (downside risk).  In the short term, the current FFS system would remain intact.  The Department is interested in a potential transition from FFS to alternative payment models, such as partial or full capitation, over time.
a) What methodology should the Department employ to calculate the target PMPM cost of care for an Accountable Community?  Options could include provider negotiation, risk-adjusted trend projection, or calculation based on budgeted savings.  

b) Are there payment models emerging in the community that the Department should consider for greater alignment of public and private payment systems?
c) What payment models should the Department consider in addition to the risk/gain sharing model?
d) Describe your interest in moving to partial or full capitation and your ideal timeline for doing so (e.g. year 1, year 3, etc.)
4.1.4 Assumption of Risk

The Department anticipates that providers will be able to take on varying amounts and types of risk based on the size and complexity of the population they serve, the breadth of services they deliver directly, and the degree of integration across the spectrum of care.  The Department is interested in establishing multiple “tiers” of risk-sharing, in order to address providers’ varying ability to assume risk.  Under any tier, the Department plans to require progression toward more symmetrical upside and downside risk over time.
a) What policies or standards should the Department use to determine the levels of financial risk permissible for providers participating in this initiative and to determine when providers need to enter into third party risk mitigation agreements?
b) What types of risk sharing options should be available to participating providers?
c) Under what circumstances would your provider organization be willing to assume risk in the first year of the initiative (i.e. what percentage of shared savings would you require, what resources and data from MaineCare)?  How much risk would you be willing and able to assume, measured as a percentage of any dollar amount beyond the target cost of care?
d) If not in the first year, describe a potential timeline and transition to symmetrical risk-bearing with which your organization may be comfortable.
e) Should provider organizations be able to select their own levels of risk (and gain) sharing?
4.1.5 “Impactable” Costs of Care

The Department acknowledges that it may be difficult to extend the impact of Accountable Communities to all MaineCare services.  In order to balance the goals of immediate accountability for value with the interest in encouraging provider systems to initiate effective and permanent transformation, the Department is considering the creation of a “core” of specific services for which all Accountable Communities providers will be held accountable regarding the attainment of cost and quality benchmarks.  In order to encourage innovation, Accountable Communities providers may choose to include services otherwise excluded from the core in their proposals.
a) What services, if any, should be optional to include in the calculation of costs for which Accountable Communities are held accountable?  Examples from other states include select long term care services, case management, and inpatient mental health and substance abuse services.
b) Describe any current or planned approaches and/or partnerships intended to achieve better value for highest need members and/or services whose costs may seem difficult to impact otherwise.  Examples of highest need members may include nursing facility residents, members with developmental disabilities, or members with substance abuse problems.  Examples of services some may recommend for optional inclusion in the cost of care may include skilled nursing facilities (SNF’s), respite care, private duty nursing, and extended rehabilitation services.
4.1.6 Performance Measures

The Department plans to require Accountable Communities providers to accept responsibility for the quality of care using standards and measures specified by the Department.
Multi‐payer alignment is important to the Department with regards to performance measures, in order to create consistent and broad demand for the attainment of specific quality health outcomes.  On the other hand, some may make the case that the measures most critical to ensure value for the MaineCare population may not be the same as those for commercial and other payers.
4.1.6.1 Keeping in mind the unique and complex MaineCare populations served by the demonstration, and performance measures planned or in use by other payers in the State, which specific measures would you recommend the Department use to evaluate:
a) Quality?
b) Access?
c) Patient experience of care?
d) Improved health of the population (including functional status and quality of life)?
Please indicate which measures are already in use and whether they have been endorsed locally or nationally (e.g. Maine Health Management Coalition’s Pathways to Excellence (PTE) measures
, CAHPS, NCQA, etc.). Indicate if a measure has yet to be developed. Explain how the measures proposed represent a comprehensive indication of the overall quality of care delivered through the project.
4.1.6.2 How should these metrics be collected?

4.1.6.3 How should the performance measures listed in your response to Section 1.4.1 be incorporated into the payment models adopted in the demonstration?  For example, in Medicare’s Pioneer ACO, the ACO’s share of savings achieved are multiplied by a factor calculated from their attainment of specified quality benchmarks in order to determine the amount of savings the ACO will actually receive.
4.1.6.4 The Department is considering risk adjustment for outcome measures where appropriate and feasible.  What special considerations should the Department make in developing risk adjustment strategies for the populations served in the initiative?  Be as specific as possible in explaining how risk adjustment should take into account members’ severity of illness, members’ demographics, and other factors impacting the overall cost and quality of patient care.  Additionally, please discuss how the Department should most appropriately balance the administrative burden on health care providers of collecting risk adjustment data with the need to demonstrate transparency and accountability within the new delivery model.
4.1.7 Data Sharing and Analytics

The Department is discussing plans to share timely claims data with Accountable Communities, including the identification of high cost members and those members’ sources of care.
a) What data would participating providers require to better enable them to improve the value of care under this initiative, and how frequently should this data be provided?
b) What methods for data sharing will enable providers to easily access and analyze the data?

c) Describe the analytic capacity your provider organization would require to participate in the Accountable Communities initiative, and the resources you currently possess to achieve this capacity.
4.1.8 Member Attribution

The process of attributing MaineCare members to Accountable Communities is important to appropriately calculate expenditures, as well as any savings achieved, by participating providers and to accurately measure quality and performance.  The Department is considering prospectively assigning members to providers.  Under this approach, the Department would attribute members currently enrolled with a Primary Care Case Management (PCCM) provider participating in an Accountable Community to that Accountable Community.  The Department would attribute members not enrolled in PCCM (dual Medicare-Medicaid enrollees; children in the Katie Beckett program; members in nursing homes, ICF-MRs or receiving home and community care benefits) based on historical claims analysis.
a) What specific methods should the Department use to determine where to attribute members not enrolled in PCCM based on historical claims analysis?  Options may include attribution to: the PCP the member has seen for a plurality of their visits, the specialist the member has seen for a plurality of visits, the hospital Emergency Department the member has gone to for a plurality of their visits.
b) What other policies or standards would you recommend for linking members with providers or systems and attributing their costs and outcomes to that provider or system, in addition to or in place of those methods described above?
c) How should the Department weigh the pros and cons of the attribution approaches described above?
d) Describe the relationship between retaining member choice of providers and ensuring the ability of participating providers to influence outcomes for a defined population across the spectrum of care.
e) Describe the mechanisms necessary to ensure patient access to services and processes to appeal service denials.
f) Discuss the implications of allowing a member to “opt out” of participation in an Accountable Communities system, which would essentially mean that the costs and performance measures associated with that member would be excluded from the calculations for the Accountable Communities system.
4.2 Health Homes
CMS allows an individual provider, a team of healthcare professionals, or a health team to be eligible as Health Home providers.  Health Homes are intended to “raise the bar” on the current medical home model, placing an increased emphasis on the integration of behavioral and physical health, and a “boots on the ground” approach to care management.  MaineCare is planning to build upon the current Maine Patient Centered Medical Home Pilot to develop its Health Homes program through leveraging and providing practice transformation support to:
· The 26 practices currently participating in the Maine Patient Centered Medical Home (PCMH), in combination with the Community Care Teams (CCTs) that are scheduled to begin in January, which meet the definition of a community health team.
· Additional PCCM practices able to meet Health Homes criteria.
The Department is exploring the feasibility of using the 90/10 match to fund enhanced care management fees to all qualifying PCCM practices, including hospital-based practices, for MaineCare members meeting Health Homes eligibility, including members dually eligible for Medicare and Medicaid.  MaineCare does not currently provide a care management fee for patients receiving care from hospital-based PCCM practices or to dual eligible beneficiaries.
4.2.1 Interest and ability
Describe your overall level of interest in becoming a Health Home.  For each of the required Health Home services listed below, indicate:

· Your capacity to provide the service,  

· Whether you would be able to provide the service within your practice or if you would partner with a Community Care Team or other community health team, as defined in Section 3502 of the Affordable Care Act.
· If you do not currently have the capacity to provide the service, what resources and assistance you would require to develop the capacity.

The Department will strive to align the following service definitions with existing medical home requirements.

a) Comprehensive care management
b) Care coordination and health promotion
c) Comprehensive transitional care from inpatient to other settings
d) Individual and family support
e) Health promotion

f) Referral to community and social support services
g) Use of health information technology
4.2.2 Integration of Benefits for Dual Medicaid- Medicare Enrollees 

The Department is working with CMS’ Medicare-Medicaid Coordination Office to determine whether Maine may participate in the managed fee for service financial alignment model to integrate care for Medicare-Medicaid enrollees through its Accountable Communities and/or Health Home initiatives.  Under this model, the Department and CMS would enter into an agreement where the State would be eligible to share in any Medicare savings resulting from initiatives designed to improve quality and reduce costs for dual eligibles.  For more information on the financial alignment model, see CMS’ State Medicaid Directors’ letter at: http://www.cms.gov/smdl/downloads/Financial_Models_Supporting_Integrated_Care_SMD.pdf.
The Department would need to demonstrate that its proposed initiatives ensure “the provision and coordination of all necessary Medicare and Medicaid-covered services, including primary, acute, prescription drug, behavioral health, and long-term supports and services.”
Describe whether and how your organization would be able to coordinate and provide access to prescription drug and long term supports and services.
4.3 Other 

Provide any other additional detailed, specific, targeted, and actionable feedback on these or other components of the Department’s Value Based Purchasing Strategy.
5 Procedures and Instructions
All submissions, questions, concerns or communications regarding this RFI should be emailed to: michelle.probert@maine.gov.
5.1 Questions

The Department will accept and provide answers to questions that seek clarification regarding the content of this RFI.  The Department does not anticipate that it will be able to provide answers regarding detailed plans for the initiatives outlined in this RFI beyond the information currently provided, as the responses to this RFI will play a large role in determining those plans.
5.2 Responses
Email an electronic copy of your responses in Microsoft Word format to michelle.probert@maine.gov, using the subject line: “Value Based Purchasing RFI.”  Include the attached cover sheet, Attachment A, with your response.  
Responses are to be submitted using the outlining sequence in this RFI, by the deadline stated in the schedule above.  Respondents may respond to as many or as few of the components of the RFI as they choose.  It is the respondent’s sole responsibility to ensure that their submission is received at the proper email address.
Respondents are responsible for all costs associated with the preparation and submission of responses to this RFI. 
Attachment A: Value Based Purchasing RFI Cover Sheet
Organization/ Name of Respondent:
_____________________________________________
Parent Organization (if applicable):
_____________________________________________
Contact Person:
Name:
_____________________________________________
Title:
_____________________________________________
Address:
_____________________________________________
Telephone:
_____________________________________________
E-mail:
_____________________________________________
Please check all boxes which describe the respondent:
☐ Independent individual respondent

☐ Physician

☐ Other Health Care Practitioner

☐ MaineCare member
☐ Other: ________________________
☐ Primary Care Practice (PCP)

☐ PCMH pilot practice

☐ NCQA-certified Medical Home

☐ FQHC Advanced Primary Care Demonstration participant 

☐ Other FQHC

☐ PCCM

☐ Hospital-based practice

☐ Other PCP: _____________________

☐ Community Care Team
☐ Specialist Practice
☐ Health System
☐ Hospital
☐ Nursing Facility
☐ Home Health Agency
☐ Social Service Organization
☐ Consumer Advocacy Organization
☐ Other Advocacy Organization
☐ Community Mental Health Center
☐ Other: ________________________
� See � HYPERLINK "http://www.getbettermaine.org" �www.getbettermaine.org�.
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