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This letter is to inform you that the following attachment to the Special Terms and Conditions
(STCs) for Rhode Island's section 1l l5(a) demonstration (l l-W-00242ll), entitled "Rhode
Island Comprehensive Demonstration," is approved as submitted by the state and as modified
through our discussions.
Accountable Entity Roadmap (Attachment N)
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CMS finds this protocol to be in accordance with the STCs for the demonstration, and has no
further questions or comments at this time. A copy of the approved attachment is enclosed and
will be added into the STCs.
We look forward to continuing to work with you and your staff on the Rhode Island
Demonstration. Your CMS project officer, Mrs. Heather Ross, is available to address any
questions you may have related to this correspondence. Mrs. Ross can be reached at (410)7863 666, or Heather.Ross@cms.hhs. gov.

Offîcial communications regarding official matters should be sent simultaneously to Mrs. Ross
and Mr. Richard McGreal, Associate Regional Administrator in our Boston Regional Offrce.
Mr. McGreal can be reached at(617)565-1226, or Richard.McGreal@cms.hhs.gov.
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l.

Roadmap Overview and PurPose

This Accountable Entity (AE) Roadmap is being submitted by the Rl EOHHS, as the single state
Medicaid agency in Rhode lsland, to CMS for review and approval in accordance with Special

Term and Condition (STC) 48 of Rhode lsland's Health System Transformation Project (HSTP)
Amendment to the state's 1115 Medicaid Demonstration Waiver'
The purpose of this document is to:

.
.
o

Document the State's vision, goals and ohjectives under the Wa¡ver Amendment,
Detail the state's intended path toward achieving the transformation to an accountable,
comprehensive, integrated cross-provider health care delivery system for Medicaìd
enrollees, and detail the intended outcomes of that transformed delivery system.
Request review and approval by CMS, as is required before the state can begin payments of
Medicaid lncentive Funds under the Waiver Amendment

The Accountable Entity "Roadmap" is a requirement ofthe Special Terms and Conditions (STCs)
of Rl's Health System Transformation Wa¡ver (STC 48). The State must develop an Accountable
Entity Roadmap for the Health System Transformation Project to be submitted to CMS for
CMS'S 60-day process of review and approval. The State may not claim FFP for Health System
Transformation Projects until after CMS has approved the Roadmap. Once approved by CMS,
this document will be incorporated as Attachment N ofthe STCs, and once ¡ncorporated may be
altered only with CMS approval, and only to the extent cons¡stent with the approved waivers,
expenditure authorities and STCs. (Chânges to the protocol will apply prospectively, unless
otherwise indicated in the protocols.)
The Accountable Ent¡ty Roadmap will be a conceptualized living document that will be updated
annually to ensure that best practices and lessons that are learned throughout implementation
can be leveraged and incorporated into the State's overall vision of delivery system reform. This
Roadmap ¡s not a blueprint; but rather an attempt to demonstrate the State's ambitions for
delivery systems reform and to outline what the State and its stakeholders consider the
payment reforms required for a high quality and a financially susta¡nable Medicaid delivery
system.
This roadmap has been developed with input from participating MCos, Accountable Ent¡t¡es
and stakeholders. A draft roadmap was posted for public input in December 2oL6. Twenty-four
(24) comments were received from a variety of stakeholders representing provider, insurers,
and advocates. Thirteen (13) public input sessions were held between January and March 2017
to ¡nform the final roadmap. A full list of public sessions can be found in Appendix B.
A detailed list of the required Roadmap elements, and the location of each element in this
document, is provided in Appendix C.
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ll.

Rhode lsland's Vision, Goals and Objectives

Rhode lsland's Medicaid program is an essential part ofthe fabric of Rhode lsland's health care
system serving one out of four Rhode lslanders in a given year and closer to thirty percent over
a three- year period. The program has achieved national recognition forthe quality ofservices
provided, with Medicaid MCOs that are consistently ranked in the top ten in national NCQA
ra n kings for Medicaid MCOs.

However, there are important limitat¡ons to our culrent system of care - recognized here in
Rhode lsland arrd rrationa lly:
lt is generally fee based rather than value based,
lt does not generally focus on accountability for health outcomes,
There is limited emphasis on a Population Health approach, and
There ¡s an opportunity to better meet the needs ofthose with complex health needs and
exacerbating social determ¡nants.

.
o
o
o

As such, the current system of care, both in Rhode lsland and nationally, focuses predominantly
on high quality medical care treatment of indiv¡dual conditions - as is encouraged and

reinforced by our fee for service (FFS) payment model. As a result of this model, there is often
siloed and/or fragmented care, with high readmissions and missed opportun¡t¡es for
¡ntervention. Specifically:

c

Within Medicol Core:There is limited focus on transitions, discharges, care coordination,
and medication management across and between hospitals, specialists and primary care
providers.

.

Between Medical Core ønd Behovioral Heolth cøre: There is limited effective coordìnation
between medical and behavioral providers, often acting as two distinct systems of care.

.

Complicøted by growing needs of an oging populotion: This will challenge medical models of
care and require broader definitions of care (e.g., dementia, cognitive issues).

.

Between Medical Care ond Social Determrnonts: There is limited recogn¡t¡on and adaptation
of a medical model that recognizes common factors impacting health of Medicaid
populations - such as childhood trâuma and its long-term impacts, mistrust of the health
care system, etc. There is also limited capacity to address broader social needs, which often
overshadow and exacerbate medical needs - e.g., housing/hous¡ng security, food security,
domestic violence/sexual violence.

entity "owns"
only specific
outcomes
for
overall
¡s
accountable
single
entity
service integration, and no
services. Effective interventions must "break through" the financing and delivery system
disconnects, to build partnerships across payment systems, delivery systems and medical/social
support systems that effectively align financial incentives and more effectively meet the real life
needs of individuals and their families.

As a result, although individual providers are often high performing, no single
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These issues are particularly problematic when serving the most complex Medicaid populations
- the s¡x percent of Medicaid users with the most complex needs and highest costs that
account for almost two thirds (65%) of Medicaid claims expenditure. Specifically:

.
.

Populations receiving Institut¡onal and res¡dential services
Nearly half (45%) of claims expenditure on high cost users is on nursing facilities for the
elderly and disabled, and on residential and rehabilitation services for persons with
developmental disabilities.
Populations w¡th integrated physical and bchavioral hcalth care needs
Forty percent (40%) of claims expenditure on high cost users is for individuals living in
the community, most (82%) of whom have multiple co-morbidities, with both physical
and mental health or substance abuse needs that require an integrated approach.

The visiorì, as expressed in the Reinventing Medicaid report is for "...o reinvented Medicaid in
which our Medicoid monoged care orgon¡zot¡ons (MCOs) controct with Accountoble Ent¡t¡es
(AEs), ¡ntegrated provider organizat¡ons that will be responsible t'or the totol cost oÍ core and
heolthcore quol¡ty and outcomes of on ottributed populot¡on."
The goals are cons¡stent w¡th initiat¡ves taking hold across the country - a movement toward
Accountable care organizat¡ons, including value based payment, new forms of organization,
and increased care integration. Specific goals of this initiative, developed in alignment with SIM
and other ongoing in¡t¡atives in our Rl environment include:l

.
.
o
¡
o
.

Transit¡on from fee for service to value based purchasing
Focus on Total Cost of Care (TCOC)
Create population based accountâbility for an attributed population
Build interdisciplinary care capacity that extends beyond traditional health care providers
Deploy new forms of organization to create shared incentives across a common enterprise
Apply emerging data capabilit¡es to refine and enhance care management, pathways,
coordination, and timely respons¡veness to emergent needs

the Rhode lsland Medicaid program (and in partnership
with other efforts such as slM), Rl ant¡cipates that by 2022, Rhode lsland will have achieved
the following objectives:
o lmprovements in the balance of long term care utillzation and expend¡tures, away from
institutional and into community-based care;
¡ Decreases in readmission rates, preventable hosp¡talizations and preventable ED visits; and
. lncrease in the provision of coordinated primary care and behavioral health services in the

As a result of this transformat¡on of

same setting.
This document establishes the Roadmap to achieve the v¡sion, Soals and objectives described
here.
Off¡ce of the Health tnsurance Com miss¡one. lOH lC) received a SIM {State fnnovâtion Model) grant from CMS to test
health care payment and service delivery reform models over the next four years, in a project called Healthy Rhode lslend
1 Rl,s
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lll.

Our Approach

As stated above, the Rhode lsland Accountable Entity Program is intended Io "break through
the f¡noncing and delivery system d¡sconnects, to build partnerships aÜoss payment systems,
delivery systems ønd medical/sociol support systems that effectively align finonciol incentives
ond more et'fectively meet the reol life needs ot' individuols and their fomilies."

The Accountable Ent¡ty program shall be developed within, and in partnership with, Rhode
lsland,s existing managed care model, building on its existing strengths. The AE pro8ram w¡ll
enhance the capacity of MCOs to serve high-risk populations by increasing delivery system
integration and improving information exchange/clin ical integrat¡on across the continuum.

Structurally, the Accountable Entity program includes three core "pillars":
(1) EOHHS Certified Accountable Entities and Populat¡on Health,
(2) Progressive Movement toward EoHHS approved Alternative Payment Methodologies,
(3) lncentive Payments for EOHHS Certified AEs, as depicted below:

,t
+
.:

The foondallon ofthe ÊoHHs protram is the certification of
Accountâbl€ Entities (AÊs)
Apply to ÊOHHSToT "Provisionàl Cert¡fication with Cond¡tlons"
Der¡onstrate reãd¡ness across e¡ght domaìns

ù

Certlfied AEs must pêrtlclpate ¡n ÊOHHS quðl¡fied
Alternätlve Payment Methodology (ApM)

':.

fhrough contrectual partnerships w¡th Medicaid
Manåged Côre

+

certìfied AEs partic¡Pat¡ng in
quallf¡ed APM5

+

to pârt¡clpate in an
Medicaid lnfrastructure
lncentive Program (MllP)
El¡gible

Not all providers are at the same level of readiness for the interdisc¡plinary integration and
transition to alternative payment methodologies envisioned by this program. As such, EOHHS
taking a multi-pronged strate8y, in order to effectively "meet providers where they are" and
enable the necessary system transformation. EOHHS antìclpates at least three specif:c
programs:

is

Phase 1: Comprehensive A: Program
EOHHS views the full development of high performing Comprehensive AEs as the core
objective of its Health System Transformation Program. The Comprehens¡ve AE Pilot already
underway shall be expanded and enhanced for full implementâtion. The comprehensive AE
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represents an interd¡sc¡plinary partnersh¡p of providers with a strong foundation in primary
care and inclusive of other services, most notably behavioral health and social support
services. TheAEwill be accou ntable for the coordinat¡on of care for attributed populations
and will be required to adopt a defined population health approach.
Phase 2: Specialized LTSS AE Pilot Program
EOHHS ¡s committed to ¡mprov¡ng the balance of long term care utilization and

expenditures, away from institutional and into community-based care' Encouraging and
enabling LTSS eligible and aging populat¡ons to live successfully in the community requires a
focused äpproach. As such, we have defined two interim Specialized AE nrodels: LTSS Pilot
AEs and Medicaid Pre-Eligibles. Ultimately, EOHHS ant¡c¡pates that specialized AEs will
become integrated with Comprehensive AEs.
The long- term services and supports system in Rhode lsland is fragmented and dominated
by specialized providers who are geographically and/or service specific, and may have
differing stages of readiness to engage in accountable systems of care. As such, the
Specialized LTSS P¡lot AE program is intended to encourage the development of critical
partnerships across the LTSS spectrum of services to develop and enhance the necessary
infrastructure to support a populat¡on management approach, as shown below. These
specialized LTSS Pilot AEs will participate in alternative payment models that create
appropriate financial incentives for partic¡pating providers to enable LTSS eligible
populations to overcome barriers to live successfully in the community. The ability of an
LTSS AE to address persons with behavioral health needs and dementia wìll be critical'

Mult¡ple providers and groups of providers of LTSS services have expressed strong interest
in this pilot. However, Rhode lsland's LTSS system of care is fragmented and dominated by
specialized providers who are geographically and/or service specific. Significant
infrastructure development is required to bu¡ld the necessary capacity and capabilit¡es for
these providers to effectively manage a population under a total cost of care model.
Phase 3: Medicaid Pre-Eligibles P¡lot Program
Note thot authority for this progrom sholl be requested under the Rl Medicoid Waiver
renewol, to be submitted in December 2077 ond et'fective Jonuory 7,2079. EOHHS seeks to

imptement th¡s progrdm once ¡t

¡s

opproved under the woiver extension,

prevention/deferral strategies to enable and encourage aging
populations to live successfully in the community. To be effective, EOHHS must work
"upstream", and support people in the community who are not yet Medicaid eligible but
are at high risk of becoming so when/if faced with a cr¡tical incident or depletion of
EOHHS is seeking Medicaid

7

resources. Effective programs in this arena must "break through" the financing system
d¡sconnects shown below to create financ¡al incentives for participating providers.
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will be in the process of developing a pilot program ¡ntended to engage
high volume Medicare providers in the development and implementation of targeted
interventions for Medicaid Pre-eligibles, especially at-risk populations res¡ding in the
commun¡ty. This pilot is still in the design phase -to be implemented subject to approval by
CMS under the 1115 Waiver Demonstration.
As such, EOHHS

that addit¡onal programs may be added over t¡me, based on learnings from
the current programs and pilots.
EOHHS ant¡cipates

taking a phased approach to implementation, with a process and timeline that
allows for the incorporation of ongoing learnings, as shown below:
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Note that the Comprehensive AE program is already underway, as Pilot AEs were certified in
thefall of 2015 a nd APM contracts were in place between MCOs a nd Pilot AEs in 2016. EOHHS
plans to move the Comprehensive AE program to full certification in CY 2017 with the first full
program performance period beginning ¡n CY 2018. The two new pilot programs (Specialized
LTSS AE and Medicaid Pre-Eligibles) will follow a similar trajectory, with staged implementation
dates and targeted pilot performance periods in CY 2018 and CY2019 respectively.

committed to support:ng this system transformation through our Medicaid
lncentive Program (MllPl. An estimated $76.8 Mllllon ln Health System Transformation Funds
will be allocated to the MllP, supporting MCOs and AEs in building the capacity and tools
required for effective system transformation.2 These funds must be used to support state
defined prior¡ties, in specified allowable expenditure areas, and will be tied to the achievement
of AE and MCO specific projects, deliverables and m¡lestones.
EOHHS is

Effective implementat¡on of this program will mean that by 2022 at least one third (33%) of
Medicaid eligibles will be attributed to an EOHHS Accountable Entity, part¡cipating in an
ËOHHS approved Alternative Payment Methodology (APM). This goal will be accomplished in
accordance with the following progression:

percent of Medicaid covered lives attributed to an EOHHS approved APM

DY 10 CY 20L8

cY 20L9
cY 2020

ß%
ß%
20%

cY 2021

2s%

cY 2022

33o/o

Beyond this Roadmap, four core guidance documents will govern this program, specifying
requirements for EOHHS, MCOs and part¡c¡pating AEs:

1.

AE Applicat¡on and

AE certification standards

Spr¡ng 2017

Applicant evaluation and select¡on criter¡a
Submission guidelines

Certification Standards

2.

APM Guidance

tallZOLT

a

Required components and specifications for each
allowable APM structure
AE Scorecard

3.
2

Attribution

Gu

idance

tall2077

a

Areas of required consistency, flexibility

.

Required processes for AE attr¡bution, hierarchy

Subject to ava¡lable funds captured in accordance with CMs approved cla¡ming protocols.
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4.

Med¡caid lncentive

Fall20L7

Program Guida nce

Additional details on funding allocation, required
priorities, allowable areas of expenditure,
milestones

Note that EOHHS is continuously seeking input on these core programmatic guidance
documents as follows:
o
a

a

a
a

EOHHS shall hold public input sessions and participant working sessions w¡th key

stakeholders and interested public particlpânts to reflne each guldance document.
Draft guidance shall be posted, comments received will be reviewed, and documents
will be revised in consideration of public comments before final submission to CMS for
approval.
For example, this Roadmap, including draft elements of each of these additional core
documents, was posted in December 2016 and Stakeholders and participants provided
many valuable comments which will be included in the final guidance
The 1115 Waiver Taskforce provides an additional forum for public input. lt is a
statutorily defined (RIGL Ch apter 42-L2.4-91committee, co-chaired by a senior state
official of EOHHS/DHS and a member of the community and including representation
from each population receiving Medicaid serv¡ces. This group meets monthly. Medicaid
AE's are a standing agenda item on the 1115 Waiver Task Force, thereby providing
opportunity for a brief update on the status ofthe design and implementation.
On-going and ad-hoc Partner Meetings with MCOs and potent¡al AE providers are held
to cover emerg¡ng top¡cs.
EOHHS holds AE Office Hours for stakeholders every other week. These meetings are
scheduled through September, 2017; however, they will be continued past September,
if needed.

lV.

Progress to Date

EOHHS has made significant progress along several aspects

ofthe Accountable Ent¡ty strategy

Key act¡ons taken to date include:

1. Comprehensive AE Pilot Program lmplementation
2. Specialized AE Pilot Program Development

3.

Establishment of funding mechanism for lncentive payments

Key action steps

1.

to date in each ofthese areas are highlighted below'

comprehensive AE P:lot Program lmplementation

Rhode lsland has already begun moving forward with the creation and support of Accountable
Entities (AEs), while simultaneously testing critical program design elements. To approach the
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task of how to best advance such models in Rhode lsland, EOHHS issued an RFI in August 2015
and received 14 responses w¡th manythoughtful comments and recom mendations. Based on
feedback from the RFI and experience in other states, the stâte implemented an Accountable
Entity Pilot Program as a fast-track path and an opportunity for early learnings in late fall
2015. EOHHS then provisionally certified Pilot AEs and issued companion documents specifying
attribution rules and total cost of care guidance.
Pilots were certified with the understanding that:

.

The state wor¡ld he proceeding to move past the Pilot phase and, based on experiences and
learnings from Rl and across the country, would develop more extensive and refined
certification standards. Applicants for pilot certificat¡on would be expected to comply with
those new sta nda rds.

o

The state would pursue opportunit¡es with the federal government that, ifsuccessful, would
enable state investments in the further development of AE capabilities.

To date, there have been three rounds of pilot AE appl¡cations. Appl¡cants had to demonstrate
readiness across three key design domains, including governance, organizational capability, and
data/analytic capability. Qualified pilot applicants were "Provisionally Cert¡f¡ed w¡th
Conditions", which specified limitations to their contracting author¡ty and confirmed required
developmental steps and timelines.
The following six provider-based entities have been designated as Provisionally Certif¡ed P¡lot
AEs, el¡gible to enter ¡nto Total Cost of Care-based shared savings programs with Medicaid
MCOs beginning in January 2016:

.
.
.
.
o
.

Blackstone Valley Community Health Center's HealthKey Accountable Entity
Coasta I Medical, lnc.
Community Health Center Accountable Care Organizat¡on (CHC ACO)3
lntegra Community Care Network, LLC
Providence Community Health Centers, lnc.'s Providence ChoiceCare AE
Prospect Health Services Rhode lsland, lnc. (PHSRI)

These six AEs were certifìed as "Type 1" AEs, meaningthey are certified to contract for all
services for a total attributed population. As of Ju ly 2016, more than one third (1/3 ) oftotal
Medicaid lives were attributed to participating pilot A:s under Total Cost of Care pilot terms,
as shown below:
AE

Pilot: Attributed

Lives

(CHC ACO) currently includes East Bay Commun¡ty Action Program
(CCAP),
Health Center, Tri-Town Community Act¡on Agency,
Thundermìst
(EBCAP), Comprehensive Commun¡ty Act¡on, inc.
Health
Serv¡ces
Wood
River
and
Med¡cal&
Dentalcare,
WellOne Pr¡mary
3

Community Health Center Accountable Care Organ¡zation

LI

8,933

8,933

19,O11,

20,1,40

39,151

5,350

5,4L1

r0,761,

PcHc Providence Cho¡ceCare AE

25,037

25,O37

CHC ACO+

28,L60

28,1,60

87,68L

tt2,042

Blackstone Valley {BVCHc)

lntegra (CNE, SCH &RIPCP)
PHSRI

Totallype

24.36t

1

lives from Q4 2016 snapshot reports. Coastal was

sources and Notes: United and NHP
2016 and has not yet contracted with the MCO5

¡n

luly

These AE p¡lot participants provide three different models of Comprehensive Accountable Care,
which will allow significant opportunities for evaluation going forward. There are two hospital
based entities, one multispecialty Sroup pract¡ce, and three FQHC based models, all of which

demonstrate a comm¡tment to primary care infrastructure and an interd¡sc¡plinary approach.

2.

Specialized AE P¡lot Program Development

"specialized" AEs are generally intended as an interim arrangement to enable providers to
form networks that will build the capacity and infrastructure needed to manage specialized
populations across providers. Over time, EOH HS intends that these Specialized AEs wou ld
partner w¡th a ComPrehensive AE.
ln conjunction with the Comprehensive AE Pilot Program implemented in late fall, 2015,
EOHHS included an opportunity for provisional cert¡ficatiolr of specialized "Type2"
Accountable Éntities. Specifically, the Specialized Pilot Type 2 AEs was intended to encourage
and enhance ¡ntegrated care for persons with SPMI/SMl (Serious & Pers¡stent Mental
lllness/Serious Mental lllness), consistent with EOHHS' goal of integrating physical and
behavioral health services. As such, organ¡zations w¡th attributed SPMI/SMl populat¡ons were
eligible to become "Type 2" AEs, eligible to partic¡pate in a total cost of care based shared
sav¡ngs arrangement with part¡c¡pating Medicaid MCOs.
ln practice, the implementation of this type of Specialized AE resulted in the al¡gnment of
specialized AEs with comprehensive AEs, As such, EOH HS intends to sunset the Type 2 sPM
specialized Accountable Ent¡ty, instead encouraging integration of sPMl populations with
comprehensive AEs, as has already occurred in the market. EOHHS remains comm¡tted to
continued improvements and enhancements in inte8rated care for persons with sPMl/sMl.

I

with stakeholders to develop a specialized LTss AE Pilot
Program to focus on providers of long term services and supports (LTSS). Activities to support
this in¡t¡ative so far include:
ÊoHHS is also working closely

¡
o

Establishment of key program goals
Multiple discussions with key stakeholders and public meet¡ngs

t2

.
o

Research and evaluat¡on of s¡m¡lar programs in other states
Detailed discussions with key stakeholders regarding potent¡al program structure,

including attribution methods, APM models and performance metrics
Specialized LTSS-focused AEs are intended to achieve the rebalancing goals of Reinventing
Medicaid by effectively enabling and encouraging aging populations to live successfully in the
community. This requires creating sufficient financial incentives for current LTSS providers
nursing facilities, home and community based providers - to work together to change the way
care is delivered to our ag¡ng population. As such, the specialized LTSS focused AE program

-

sh a

ll:

.

Support focused investments to build capacity and fill in gaps in ¡nfrastructure to more
effectively address the needs of vulnerable seniors, supporting their ability to successfully
remain in the community.

.

Encourage and invest in the development of integrated care delivery models, such that
providers build collaborative LTSS focused integrated care delivery systems that include a
continuum ofcare. Abil¡tyto address persons with behavioral health needs and dementia

will be critical.

.
.

Encourage/req u ire alternative payment methodc-rlogies that support this integrated system
and that align financial incentives both across payors and between the stâte, MCos and
providers.
change financial ¡ncentives for Nursing Facilities
increase quality, and send people home quicker.

-

encourage them to reduce length of stay,

to design a Medicaid Pre-Eligibles P¡lot Program. The conceptual
des¡gn as tested w¡th stakeholders in the draft roadmap in January 2017 was met with strong
interest and positive feedback, and initial design discuss¡ons have already begun with
interested stakeholders. Over the coming months, EOHHS :ntends to work with CMS and local
part¡es to des¡gn potential pathways for this innovative approach.
EOHHS.is also beginning

3.

Establishment of funding mechanism for lncent¡ve payments

Beginning ¡n late 2015, EOHHS began pursuing Medicaid waiver financing to provide support
for AEs by creating a pool offunds primarily focused on assisting in the design, development
implementation, and admìnistration of the infrastructure needed to support Accountable
Entities. Rl submitted an application for such funding in early 20L6 as an amendment to Rl's
current Comprehensive Medicaid 1115 Waiver Demonstration. ln October 2016 CMS approved
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th¡s waiver amendment, for a federal share of $129.8 million in federal financial part¡cipat¡on
(FFP) to Rl from November 2016 through December 2020.4
This funding is based on the establishment of an innovative Health Workforce Partnership with
Rl,s three public higher education institutions: university of Rhode lsland (uRl), Rhode lsland

College (RlC), and the Community College of Rhode lsland (CCRI), as illustrated below'
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The majority of the financing from this waiver amendment will be provided to AEs as incentivebased infrastructure funding via the state's managed care contracts. Other CMS-funded
components include:
lnvestments in partnerships with lnst¡tutions of Higher Education (lHEs) for statewide health
workforce development and technical assistance to AEs
One-time transitional funding to support hospitals and nursing facilit¡es ¡n the transition to

.
.

o
.
e

new AE structu ress
Project management support to ensure effective and timely design, development,
¡mplementation, and administration of this program
project demonstration pilots and project evaluation funding to support continuous program
learning, advancement and refinement
Other supporting programs, including Consumer Assistance, Wavemaker Fellowship, TB
clinic, Rl child Audiology center, and center for Acute lnfectious Disease Epidemiology

The current Rhode tsland 1115 Wa¡ver is a 5-year demonstration, end¡ng in 2018. The STCS include DSHP funding authority
through 2018, with a comm¡tment articulated ¡n the cover letter to extend th¡s authority thru 2020 upon wa¡ver renewål for â
total funding opportunity for a federal share of S129 M¡ll¡on in federal financ¡al particìpat¡on (FFP)'
5
The STC5 l¡m¡t this program to be one-time only and to not exceed 520.5 million, pa¡d on or before December 3I,20L7.
4

T4

As mentioned above, the current R: 1115 Waiver expires December 3L, 20L8 The STCS ofthe
waiver amendment include expenditure authority for this program up to $79.9 million FFP

through the end date of the current waiver.
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V.

AË Program Structure

to expand and refine the current Pilot Accountable Ent¡ty Program to further
support and encourage the development of Accountable Entities. As such, the Accountable
Entity Program will include three core "pillars" as shown and described below. Each ofthese
pillars will be articulated through specified arrangements with certified AEs. These three pillars
are noted briefly here and described more fully later in this Roadmap.
EOHHS intends

The vehicle for implementing the AE initiative will be contractual relationships between the AE
and Medicaid,s Managed care partners. EoHHS, with stakeholder input, has established
requirements for Accountable Entity certification as well as Managed care performance
requirements for AE contracts. Once an AE ¡s certified by EOHHS, the AE is now eligible to enter
a value based Alternate Payment contract (i.e. total cost of care/shared savings and/or risk
model) with any of the State's Medicaid MCos based on the methodology established by
EOHHS (total cost of care model, including quality measures, attribution, and incentive funding
distribution) and in conformance w¡th EOHHS contractual requirements as set forth in the
contract between EOHHS and the MCO. The MCO and AE contract establishes the specific
requirements and milestones associated with the administrat¡on of the AE program.
Medicaid MCos are contractually required to increasin8ly enter into EoHHS approved value
based APM contract arrangements. Certified AEs must enter into value based APM contracts in
compliance with EOHHS guidelines in order to participate in member attribut¡on, shared savings
arrangements, and to be eligible to receive incentive-based infrastructure payments through

the Health System Transformation Program.
Core Pillors ol EOHHS Accountdble Ent¡ty Progrom

1.

cert:f¡ed Accountable Entitìes and Population Health
The foundation of the EOHHS program is the certification of Accountable Ent¡ties (AEs)
responsible for the health of a population of members.

2.

progressive Movement toward EoHHS approved Alternative Payment Methodologies
Fundamental to EoHHS' ¡nit¡ative is progressive movement from volume based to value
based payment arrangements and movement from shared sav¡ngs to increased risk and
responsibility. Once an AE is certified, the AE must pursue value-based Alternative Payment
Methodologies (APMs) with managed care partners in accordance with EOHHS defined
guidance.

EOHHS

-1. lncentive Payments for

EOHHS Certìfied AEs

lncentive-based infrastructure funding will be available to state certified AEs who have
entered into qualifying APM contractual agreements w¡th managed care partners. As part of
these agreements, AEs may earn incentive-based infrâstructure funding under statespecified requirements. Note that Certified Specialized LTSS AE p¡lots may be eligible to
participate ¡n the lncentive Program for an initial six months prior to entering into qualifying
APM contractual agreements with managed care partners, in order to support the
76

immediate.development of business cr¡t¡cal partnerships and technical capac¡t¡es needed to
support an effective Alternative Payment Model.

Note that each of these pillars was developed with an effort to balance the following key
principles:

¡
¡

.
.

Evidence Based, leveraging learnings from
our pilot, other Medicaid ACOs and nât¡onal
M edicare/Com mercial experience

Flexible enough to encourage lnnovation,
ACOs, and particularly Medicaid ACOS, are
relatively new, and in many developmental
areas clear evidence is not available
Robust enough to accomplish meaningful
change, and foster organ izâtional
commitments and true investments

specific enough to ensure clar¡ty and
consistency, recogn izing that consistent
guidelines provide clarity to participants

The following sections prov¡de further detail on each ofthe three pillars.
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Vt.

AE Certification Requirements

During the spring/summer ol2O!7, EOHHS will be formalizing the Cert¡f¡cation Standards for
Accountable Ent¡ties. lnterested parties will then be invited to submit applications for
certification and participat¡on in the program. The issuance ofAE Certification Standards, as
well as the various stages ofthe application and approval process, will be managed directly by
EOHHS. The final cert¡fication standards and application requirements will be based on a

comblnation of the following:

o
o
o
¡
.
o
o
o

Learn¡ngs to date from the existing AE Pilot program
National/emerging lessons from other states implementing Medicaid ACos
EOHHS multi-year partic¡pation in a Medicaid ACO Learning Collaborative facil¡tated by the
Center for Health Care Strateg¡es (CHCS) and sponsored by the Commonwealth Foundation
Lessons learned from the existing Medicare ACo programs
Ali8nment with SIM and the ACO standards as developed by the Rhode lsland Office of the

Health lnsu rance Commissioner (OHIC)
Feedback and comments from stakeholders on the draft AE Roadmap, inclusive of
Cert¡ficat¡on Standards, as posted in December 2016
Discussion with stakeholders on features and details of AE Roadmap, inclusive of
Certification Standards at specific meetings
Feedback and comments from stakeholders gathered in public meetings/discussions during

the beginning of 2017

thât potent¡al applicants may have differing stages ofreadiness. TheHSTP
program is intended as a catalyst for health system change, to induce these emerging
organ¡zations to develop new capacities and capab¡lities toward a new system of care that
cares for the whole person and is accountable for both the outcome and cost of care.
EOHHS recognizes

will be annually certified, and EoHHS anticipates that most will be "Provisionally
certified with cond¡tions" initially. A provisionally certified entity means that the AE may not
be fully compliant with all the organizational capabilities set forth in the certification
requ¡rements at the po¡nt of application but the AE has a strong application and a plan and
comm¡tment to further develop capabilities in key areas. The outstanding need area or
,,conditìons" shall highlight the gaps in AE capacìties and capabilities that w¡ll be funded
through the Medicaid lncentive Program. These identified gaps will need to be addressed in
accordance with an agreed upon project plan and timeline in order for the AE to continue to be
eligible for Medicaid lncentive funds. Eventually, AEs who have demonstrated that all of the
domain requirements were fully met will be designated as "Fully Certified". "Full" certification
is not required to be eligible for Med¡caid lncent¡ve funds'
As such, AEs

to certify three types of AEs:
Comprehensive AEs
Specíalized LTSS Pilot AEs

EOHHS intends

1.
2.

18

3.

Specialized Medicaid Pre-Ellgibles Pilot AEs

Note that these AEs will serve distinct populations. As such, entities may apply to participate ¡n
one or more programs, as long as readiness can be appropriately and specifically demonstrated.

1.

Comprehensive AE Certi{ìcation Standards
EOHHS has identified the cr¡tical domains considered ¡nstrumental to the success of
Comprehensive AEs ¡n meeting the needs of the Medicaid population through system
transformat¡on. Note that these requirements do not specify a particular organizational
structure. EOHHS välues multlple models of AE and encourages entities with different
structures to apply (under the current pilot there are FQHC based, hospital based and primary
care based Pilot AEs).

minimum requirements in order to be considered for certification.
Preliminary minimum requirements include:
M¡nimum attributed lives
Minimum Medicaid share of lives
Demonstrated ability to collect, share, and report data
Demonstrated level of behavioral health integration with primary care, with an
established behavioral health provider organization
Demonstrated affiliation or working arrangement with an SUD treatment provider
Demonstrated affiliation or working arrangement w¡th community based organizations
to address broader social contexts ¡mpacting health, outcomes

AE Appl¡cants must meet

.
¡
.
.
.
.

Final requirements for qualified applicants shall be included in the AE application.

Qualified AE applicants will then be required to demonstrate their specific capacity to serve the
requested populations by meeting requirements across the following domains. Preliminary
detailed requirements for each ofthese domains are included ¡n Appendix A.
a

Domain 1: Breadth and Characteristics of Participating Providers
lnterdisciplinary with demonstrated ability to serve a broad cont¡nuum of needs including
social determinants for attributed populations. Must include a defined affiliation or
working arrangement with community based organizations to address broader social
contexts impact¡ng health, outcomes.

a

Doma¡n 2: Corporate Structure and Governance
An adequate and appropriate Bovernance structure to accomplish the program goals

a

Domain 3: Leadership and Management
A leadership structure, with commitment of senior leaders, backed by the required
resources to implement and support a single, unified vision

a

Domain 4: lT lnfrastructure: Data Analytic Capacity & Deployment
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A core funct¡onal lT capacity to receive, collect, ¡ntegrate, and utilize information
a

Domain 5: Comm¡tment to Population Health and System Transformation
A concerted program built on population health principles and systematically focused on
the health ofthe entire attributed population. A systematic population health model that
works to improve the health status of the entire attributed population wh¡le systematically
segmenting subpopulation risk groups with complex needs in order to implement focused
strateg¡es to improve the¡r health status.
Doma¡n 6: lntegrated Care Management
A comprehensive integrated care management program, including systematic processes
and specialized expertise to identify and target populations. An organizational approach
and strategy to ¡ntegrate person-centered medical, behavioral, and social services for
individuals at risk for poor outcomes and avoidable high costs.

o

Doma¡n 7: Member Engatement & Access
Capac¡ty for effective member engagement, including strategies to maximize outreach,
engagement, and communication with members in a culturally competent manner

a

Doma¡n

8: Quality Manatement

Ability to internally report on quality and cost metrics; to use those metrics to mon¡tor
performance, emerging trends, and quality of care issues; and to use results to improve care
It is ÊOHHS' expectation is that the AE shall be structured and organized to provide care for all
populat¡ons, including adults and children. However, EOHHS recogn¡zes that the necessary skills
and capacities of an AE will vary considerably across populations. Specifically,

o

Children, including children with special health care needs (CSHCN) and children with high,
rising and low risk

¡

Adults, including adults with complex medical needs, co-occurring Behavioral
Health/Medical, Homelessness, Substance Use Disorders, Other Disab¡lit¡es, lntellectual and
Developmental Disabilities.

- children, Adults - with
will
need
to demonstrate the
attribution limited to the approved population. AE appl¡cants
abil¡ty to meet the broad range of needs present in each identified population. Notethat¡n
some instances these capacities may be demonstrated by the AE itself, or through its
relationship with participating MCOs.

As such, AE Certification may be spec¡f¡c to an approved population

To ensure that ¡ncentives are meaningfully and adequately sized, this will be a competitive
program, with stricter requirements for cert¡f¡cation beginning in year two'

Preliminary evaluation and selection criteria are as follows:

.

Demonstrated commitment to EOHHS pr¡or¡t¡es and Medicaid populations
Demonstrated capabil¡ties and capac¡ties to serve the unique needs of the Medicaid
population, and to address the goals and priorities described in Section 2'
20

.

Evidence of Read¡ness (Domains 1-3)
Specific evidence of strong interdisciplinary network capacity, and an effective Sovernance
model and leadership team.

.

Data & Analytic capa city (Domoin 4)
Demonstrated capacity to collect, integrate and utilize data to support decision-making.

.

System Transformation (Domoins 5-8)
Demonstrated comm¡tment to, and capacity for, population health and system
transformation, including a comprehensive, integrated and interdisciplinary care
management program, effective member engagement strategies and a strong qual¡ty
management Program.

Final evaluation and selection criteria shall be included in the AE applicat¡on'

2.

Specialized AE Certification Standards: LTSS Pilot Certified AE
The objective of an LTSS Pilot AE will be to build integrated systems of care inclusive of a
continuum of services for people, as appropriate, to be able to safely and successfully reside in
a commun¡ty setting. Elig¡ble ent¡ties must demonstrate readiness across the same domains as
listed above for Comprehensive AEs, with specific requirements w¡thin each domain that have
been tailored to the specific needs of the LTSS eligible population and the current capacities of

the

LTSS

¡
r
.
r
.
o
o
.

provider communitY:

Domâin 1: Breadth and Character¡st¡cs of Partic¡pating Providers
Domain 2: Organlzat¡onal Structure and Governance
Doma¡n 3: Leadership and Management
Domain 4: lT lnfrastructure - Data Analytic Capacity and Deployment
Domain 5: Commitment to Population Health and System Transformation
Doma¡n 6: lntegrated Care Management
Domain 7: Member Engagement and Access
Domâin 8: Quality Management

Note that the Pilot LTSS AE cert¡fication standards are intended as a starting po¡nt to en8age
individual providers in the challenging tasks of partnersh ip development. EOHHS anticipates
there may be multiple pilot LTSS AEs with different comb¡nations of participating providers and
different governance and care management models. similar to the Comprehensive AE
program¡ EOHHS intends to allow for mult¡ple models under the pilot and will leverage
learnings from the pilot to establish more rigorous standards for full implementation.

that ¡ncentives are meaningfully and adequately sized, this will be a competitive pilot
program, with a lim¡ted number of selected participants, subject to available funding.

To ensure

3. Specialized AE Certification Standards: Medicaid Pre-Eligibles Pilot Certified AEs
Certified Comprehensive AEs may also be eligible to participate in the Medicaid Pre-Eligibles
Pilot program if they meet EoHHS specified cr¡teria, to be developed ¡n the com¡n8 months.
2T

Comprehensive AEs who are already working with Medicare populations (either through
Medicare Advantage or Medicare ACO arrangements) are likely to provide the foundation for
such a program.
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Vl:.

Alternative Payment Methodologies

Fundamentalto EoHHS' initiative is progressive movement to EOHHS-approved Alternative
payment Methodologies (APMs), ìncorporating clear migration from volume based to value
based payment arrangements and movement from shared savings to increased risk and
responsibility.
Thc AE ¡nitiat¡ve will be implomented through Managecl Care. AEs must enter into Managed
Care contracts in order to participate in member attribution and shared savings within TCOC
arrangements. These AEs will also be eligible to receive incentive payments from their Managed
Care partner through the Health System Transformation Program.
Correspondingly, MCOs must enter into qualified APM contracts (consistent with EOHHS
'
defined APM gu idance) with Certified AEs under the terms of their contracts w¡th EOHHS.
As the primary contractor w¡th EoHHS, the MCOs

will retain accountability for ensuring

compliance with all contractual requ¡rements and related Federal managed care regulations.
It ¡s anticipated that successful development of an AE will include a defined yet dynamic
distr¡bution of responsibilities between the MCO and the AE, and that these will be identified in
the written agreement between the part¡es. The distr¡bution of roles and responsibil¡ties may
vary among AEs and MCOs to achieve the most effective combination. Performance of certain
functions can be delegated to a subcontracting AE, but delegation will be with the expressed
obligat¡on to abide by managed care regulations and must be reviewed and approved by the
State.

committed to ma¡ntaining member cho¡ce within the AE program structule.
Members must have access to the right care, at the right time, and in the right setting. AE
provider relationships may not impact member choice and/or the member's ab¡lity to access
providers contracted or affiliated with theMCO, While AE based network l¡mits, restriclions
and fees are prohibited, Mcos and AEs mav encourage utilization of preferred networks
provided that rewards or positive financial incentives used are nominal and specifically linked
with health-promoting plans of care. All incentives and methods of encouragement of
preferred networks must be consistent with CMS requirements for Medicaid.6
EOHHS is

committed to ensuring that the proposed AE w¡ll not limit Medicaid beneficiary
access to providers on the basis of AE attribution. lt is not th e intent of the accountable entity
program to create new siloes of care within each system. ln particular, AE affiliated hospitals
and/or specialists may not in any way l¡mit access to only AE participating providers.
EOHHS is also

Qualìfied APM contracts shall be in accordancewith EoHHS defined APM guídance, This
guidance shall be developed:
hlml Nêxt
Nert Generation ACO summary on CMS website: httÞsi//innovation cms Povlinitiat¡ves/Next-Generation-ACO-Model/¡ndex
Generation ACO RFA, wh¡ch includes section on benefic¡arv coordinated cåre rewards: https://innovation cms.sovlF¡les/x/nextÊenacorfã.pdf
6
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.
.
¡
¡

leveraging learnings from the current pilot program guidance documents as
implemented in 2OL6,
in al¡gnment with Federal MACRA rules,
in alignment with Rhode lsland commercial requirements as established by the Office of
the Health lnsurance Commissioner, and,
considering public and stakeholder input.

Note that the allowable APMs do NOT require a change to the underlying structure of
payment between the MCOs and the AEs. Payment models that mâinta¡n the existing fee-forservice structure with a link to a set of quality indicators at risk, including a total cost of care
overlay (thereby creat¡ng an opportunity for shared savings and risk between payors and
providers) would qualify as an APM,

will specify qualifying APMs that will be based on a specified
population of attributed lives, as defined in the table below. Within these respective
populations, attribution to an AE shall be implemented ¡n a cons¡stent manner by all
participating MCOs based upon EOHHS defined guidance, to be developed with input from
stakeholders this sprìng and submitted for approval by CMS.
Each of the three AE Protrams

AE

Attributable Populations

1.
2.
3.

Comprehensive AEs
Specialized LTSS AEs
Sþecialized Medicald Pre-Eligibles AEs

Medica¡d-onlv elieibles
LTSS elisible, includins duals and nonduals
Medicare-onlv eliqible

The specific terms of the sav¡ngs and risk transfer to the AE are at the d¡scretion of the
contracting parties. EOHHS does not intend to st¡pulate the terms ofthese arrangements but
expects they will operate w¡thin the bounds of EOHHS defined APM Guidance. ln addition,
8
EOHHS does reserve the right to review and approve such arrangements.T'

Add¡tional program specific APM requirements are as follows:
Comprehensive AE Alternative Payment Methodology: Total Cost of Care
Managed Care Contracts with Comprehensive Accountable Entities must be based on total cost
of care (TCOC) to be defined in forthcoming APM guidance from the EOHHS. These TCOC
arrangements shall supersede and be exclusive of any other TCOC-related shared savings
arrangements with an AE or any of its constituent providers. TCOC contracting between MCOs
and AEs must meet guidelines set forth by EOHHS. MCOs are responsible to EOHHS for
¡ ln add¡tìon to this EOHHS requirement, note that ¡n certa¡n circumstances transparency in such arrangements is spec¡fically

requ¡red ¡n CFR42 5438.6.
has ¡ssued guidance for shared savings programs for both Medìcaid and for Medicare Shared Savings Programs. See

s CMS

httos://www.med¡caid.qov/federal-pol¡cv-euidance/federal-ool¡cv'euidance.htmland
httDs://www.cms,gov/Medicare/Medicare-Fee-for-servicePavment/sharedsavinqsDrogram
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compliance in this matter. The MCOs will report to EOHHS outcomes on quality and financial
performance by AEs on a schedule set forth in the Managed Care contract.

incorporate the EOHHS Quality Scorecard, A
comprehensive quality score factor, based on the Quolrty scorecord, must be applied to any
shared savings and/or risk arrangements when calculating the total cost ofcare. Adraftversion
of rhis euot¡ty Scorecard has been posted for public comment. The final Quality Scorecord will
be modified, based on stakeholder ¡nput, and will align w¡th the quality measures for
Accountable Care Organizat¡ons (ACOs), which were endorsed by Rl SlM. ln addition to the
required core measures, each MCO and AE may also include a limited number of additional
measures from the SIM menu set, Medicaid Adult and/or Child Core Set. The quality calculation
construct must be based upon a quality mult¡pl¡er with a minimum threshold of allocated

qualified total cost of care

(TCOCI contracts must

shared savings.

eual¡fied TCOC-based contractual arrangements must also demonstrate a progression of risk
to include meaningful downside shared risk or full risk. By the end of the anticipated five-year
waiver period in October 2021, infrastructure funding will be phased out. AEs will be sustained
going forward based on their successful performance and associated financial rewards in
accordance with their contract with MCos.

2.

Specialized LTSS Pilot AE: ITSS Bundle
Pa rticipating AEs will be responsible for the total cost ofcare. However, for dual eligible
populations Medicare is primary for many services, with different arrangements depending on
the program structure. As such, this inter¡m APM arrangement w¡ll project the total cost of
care for services included within the identified "bundle" of Long Term Services and Supports for
the attributed population. This calculation will provide the basis for comparing actual financial
experience with the projected financial exper¡ence.
The LTSS ApM will also include a performance bonus for Pilot LTSS AE performance across a set
of agreed upon dimensions. Given that EOHHS anticipates significant challenges in both
capturing key data elements and measuring performance across populations, EoHHS would
likely begin with a pay for reporting period for some components.

3.

Specialized Medicaid Pre-Eligibles Pilot AEs
EOHHS sees an important opportunity ¡n creating a targeted program to address Medicaid preeligibles. previous studies of Medicaid migration patterns for long term care recipients here in
Rhode lsland have shown that much ofthe extended stay nursing home population is already in
a nurs¡ng home when becoming eligible for Medicaid, likely having entered a nursing home and
then spent down their assets until they became Medicaid eligible. This suggests that strategies
to ,,rebalance," away from expensive nursing home settings and toward more cost-effective
commun¡ty based care would benefit from a multi-payer approach, as these high risk
individuals must be identified well before they spend down assets and become Medicaid
25

eligible

-

before they enter a nursing home.

this program is not slated to begin during this DY approval period, EoHHs intends to work
with interested ent¡t¡es in the coming months to develop a report¡ng and data sharing
arrangement that effectively enables combined Medicare and Medicaid population reporting
and tracking for populations trânsitioning from Medicare to Medicaid.
As

Vlll.

Medicaid lncentive Program (MllP)

Beginning in late 2015, EOHHS beBan pursuing Medicaid waiver financing to provide support
for AEs by creating a pool offunds primarily focused on assisting in the design, development
and implementât¡on of the infrastructure needed to support Accountable Entities.

cMs has approved up to S129.8 Million ìn HsÍP program fundse. An estimated 576.8 M shall
be allocated to the AE Program, subject to available funds captured in accordance with cMs
approved claiming protocols, as shown below. Under the terms of Rhode lsland's agreement
with the federal government, th¡s is not a grant program. AEs must earn payments by meeting
metrics defined by EOHHS and its managed care partners and approved by CMS to secure full
funding.
sFY 17

sFt t8

sFT

ü¡

SFY

Tû

SFY 21

Tot¡l

An AE Program Advisory Committee shall be establìshed by EOHHS. This committee shall be
chaired by EOHHS, with a community Co"Chair and shall include representation from
part¡cipating MCOs, AEs, and community stakeholders and shall:
. Support the development of AE infrastructure pr¡orities,
. Help target Medicaid lncentive Program funds to specific priorities that maxim¡ze ¡mpact
. Review specific uses offunds by each AE and MCO, such that individual AE Project plans
are designed and implemented to max¡mum effect
o Monitor ongoing MCo/AE program performance
. Support effective program evaluation and integrated learnings
Detailed guidance for this program shall be set forth by EOHHS, with assistance from the AE
program Advisory Committee, in the final HSTP Guidelines for Health System Transformation
Project Plans. Draft guidance shall be posted, comments received will be reviewed, and
The current Rhode tsland 1115 Waìver ¡s a s-year demonstration, ending in 2018. The STCS include DSHP funding authority
through 2018, with a comm¡tment articulated in the cover letter to extend this authority thru 2020 upon waiver renewãl for a
DSHp funding opportunity for a federal share of s129 lvlill¡on in federal f¡nanc¡al partic¡pation (FFP).
e

26

documents w¡ll be revised in consideration of public comments before final submiss¡on to CMS
for approval.

The Medicaid lncentive Program (MllP) shall consist of three core programs: (1) Comprehensive
AE program; (2) Specialized LTSS AE Pilot Program; and (3) specialized Pre-eligibles AE Pilot
program. EOHHS shall allocate available HSTP funds to these three programs as follows, subject
to available funds and EOHHS identification of priority areas offocus and assessment of
readiness. Th¡s allocation shall be revisited annually.

- 7oo/o

ComDrehensive AE Prosram

60-7Oo/o

600/o

Specialized LTSS Pilot AE Program

30-40%

2s% - 3s%

Specialized Pre-elig¡bles Pilot AE Program
*Authority for this program ¡s dependent upon CMS approval under the

5o/.-l5o/o*
Rl

Med¡ca¡d 1115 waiver extens¡on, to be

subm¡tted to CMS in December 2017, effective January L, 2019.

For each MCO the MllP shall include three dimensions:
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1.

Maximum Total lncentive Pool (TlPf for MCOs
The maximum TIP for each MCO shall be determined by EOHHS with consideration to the
MCO share of AE attr¡buted lives in accordance with EOHHS defined attribution guidelines
and associated reports.

2.

MCO lncentive Protram Management Pool (MCO-IMPl
Assuming satisfactory MCo performance, the MCo lncent¡ve Program ManaSement Pool
shall minimally be eight percent (8%) ofthe Total lncentive Pool. To the deSree that the
MCO has more than the minimally required number of contracts with AEs, to be identified
in a contract amendment, the MCo-lMP shall be increased by one percent for each AE
contract to a maximum often percent. These funds are intended for use toward advancing
program success, including program administration and oversight, ass¡sting with the
development ofthe necessary infrastructure to support a new business model, and
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establishing shared respons¡bil¡t¡es, information requ¡rements and reporting between
EOHHS, the MCO and the Accountable Entities.

3.

Accountable Ent¡ty lncentive Pool (AEIP)
The Accountable Entity lncentive Pool shall equal the Total lncentive Pool minus the MCO
lncent¡ve Program Management Pool (AEIP =TlP - MCO-IMP). This pool shall be divided into
the three distinct programs as specified above. ln developing contracts with AEs, MCOs shall
propose AE lnfrastructure Payment Criteria and Methodology for EOHHS review and
approval that are cons¡stent with EOHHS defined guidance; This shall determine the total
annual amount and schedule of incentive payments each partic¡pat¡ng AE may be eligible to
receive from the Accountable Ent¡ty lncentive Pool.
3a. Accountable Entity Specific lncentive Pools
Certified AEs in qualified Alternatlve Payment Methodology (APM) contracts consistent with
EOHHS gu¡dance must be eligible for the Medicaid lncentive Program. Each MCO must
create an AE lncent¡ve Pool for each Certified AE to establish the total incent¡ve dollars that
may be earned by each AE during the period. The Pool calculation shall include a base
amount plus a pmpm component based on attr¡buted lives at the start of each contract year
in accordance with EOHHS defined guidance. An example of an AE lncentive Pool
calculation for a sample AE is shown below - please note the numbers shown here are

¡llustrat¡ve only.
AE #1 lncentive poolYear 1: lllustrat¡ve Example Calculat¡on
AE L has 75,Ooo ottr¡buted lives, 10,000 ore with Mco 1, ond 5,000 w¡th
d isti nct ottr¡buted popu lot¡o ns ønd
eoch MCO ore

Mco
Artflbuted
Base Amounl

I lftertlúr
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3b. Performance Based lncentive Payments
AEs must develop individual Health System Transformat¡on project plans that identify clear
project objectives and specify the activ¡t¡es and timelines for achieving the proposed
object¡ves. Actual AEIP incent¡ve payment amounts to AEs will be based on demonstrated
AE performance. lncent¡ve payments actually earned by the AE may be less than the
amount they are potentially eligible to earn. MCOs shall not be entitled to any portion of
funds from the Accountable Ent¡ty lncentive Pool that are not earned by the AE.

Reconciliation
ln advance of the MCOs payments to AEs, the MCO shall receive payment from EOHHS in the
amount and schedule agreed upon with EOHHS. Any lncent¡ve Program funds that are not
earned by EoHHs certified AEs as planned during a given contract year shall be tracked and
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retained by the MCO exclusively for future Accountable Entity lncentive Pool uses during the
following contract year. Any funds not earned durin8 the following contract year shall be
returned to EOHHS w¡thin th¡rty days of such request by EOHHS. An AE's failure to fully meet a
performance metric within the time frame specified will result in forfeiture of the associated
¡ncentive payment (i.e., no payment for partial fulfillment). An AE that fails to meet a
performance metr¡c in a timely fashion can earn the incentive payment at a later po¡nt in time
(not to exceed one year after the original performance deadline) by fully achieving the or¡ginal
metric in comb¡nation with on-t¡me performance on the next metr¡c ¡n the performance
sequence, in accordance with the requirements for Material Modifications described in Section
Vlll.C.3 of this document.

lncentive Program funds are designed to be used by AEs to prepare project plans and to build
the capacity and tools required for effective system transformation. Allowable expenditures
must align with EoHHs program priority areas and shall be d¡str¡buted by the Mcos to the AEs
in designated performance areas.

*

*

Allowable Areas of Expenditure
Allowable uses of funds ¡nclude the following three core areas and eight domains. Costs must
be reasonable for services rendered.

1.

2.
3.

Character¡stics
of Part¡c¡pating

Build¡ng provider base, population specif¡c prov¡der capacity, interdisc¡pl¡nary
pãrtnerships, develop¡ng a def¡ned affil¡ation w¡th community bãsed
organ¡zat¡ons (CBOs)

Providers

Develop¡ng full continuum of services, lntegrated PH/BH, Social determ¡nants

Corporate
Structure and
Governance

Establ¡sh¡ng a d¡st¡nct corporation, w¡th ¡nterdisciplinâry partners Joined ¡n a

Breadth and

Leadersh¡p and

common enterpr¡se

.

Establish¡ng an in¡tial management structure/staff¡ng prof¡le

Management
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Developing abil¡ty to manâge care under lotâl Cost of Care (TCOC)
arrangement, with increased r¡sk and responsib¡l¡ty

rffiffi,ffi
4.
Data Analyt¡c
Capacity and

Deployment

Build¡ng core ¡nfrastructure: EHR capacity, pat¡ent reg¡str¡es, Current Care

Provider/care managers' access to ¡nformation: Lookup capability, medlcat¡on
lists, shared messag¡ng, referral management, alerts
Patient portal
Analytics for populat¡on segmentat¡on, risk strat¡ficat¡on, predict¡ve modeling
lntegrat¡ng analytic work w¡th clinical care: Clinical decis¡on support tools, early
warn¡ng systems, dashboard, alerts
Staff development and train¡ng - individual/team drill downs re: conformance
w¡th accepted standards of care, dev¡ations from best practice

,.-ffi,ffi
5.
Comm¡tment
to Populat¡on
Health and

Develop¡ng an integrated strateg¡c plan for populat¡on health that is populat¡on
based, dâta dr¡ven, evidence based, client centered, recogn¡zes social
Determ¡nants of Health, team based, integrates BH, lDs r¡sk factors

System

Healthcare workforce plann¡ng and programmlng

Transformat¡on

6.

lntegrated
CaÍe

7.
8.

Systematlc process to lD pâtients for care manâgement
Defined Coordinated Care Team, w¡th spec¡alized expertise and staff for d¡stinct

Management

subpopulat¡ons
lndiv¡dualized person centered care plan for high r¡sk members

Member

Def¡ned strategies to mâximize effective member contact and engagement

Engâgement

Use of new technolog¡es for member engagement, health status monitoring

and Access

and health promot¡on

Qual¡ty
Management

comm¡ttee

Def¡ned quality assessment & ¡mprovement plan, overseen by qual¡ty

that spending may be heavily weighted toward the Readiness core Area
(domains 1-3) in year one, as AEs build the capacity and tools requ¡red for effective system
transformation. However, over time the allowable areas of expenditure will be requìred to shift
toward system transformation (domains 5-8). A preliminary allowable mix of expenditures is
EOHHS anticipates

shown above.
Program Priorìties
Each MCO's AE lncentive Pool budget and actual spend¡ng must align with the prior¡ties of
EOHHS as developed with the support of the Advisory Committee and shown below. Note: This
is a draft set of priorities - a final set of priorities shall be reviewed and confirmed by the
Adv¡sory Committee, and specified in the final APM guidance document'
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comprehens¡ve
AEs

Planning and core ¡nfrastructure development
Medical enhancements: enhanced systems of care, workforce development

o
o

For children
For Adults

lntegration and innovation in behavioral health care

o
o

For children
For Adults

lntegration and innovat¡on in SUD treatment
lntegration and intervent¡on in soc¡al determ¡nants, ¡nclud¡ng cross system impacts
Spec¡âlized P¡lot

Bu¡ld¡ng partnerships, includ¡ng governance, leadersh¡p and financ¡al arrangements,

LTSS AEs

between

LTSS

prov¡ders.

Developing programs and care coord¡nation processes towards effective and timely
care trans¡t¡ons and reduced institut¡onâl/ED ut¡l¡zat¡on
Repurposing skilled nurs¡ng capacity for acute psych¡atric transitions and/or adult day

capacity
Home and commun¡ty based Behavioral Heâlth capac¡ty development for behav¡oral
health specialized adult day care, home care, and alternative l¡v¡ng arrangements.
spec¡al¡zed
Med¡ca¡d PreEl¡g¡bles AEs

Develop¡ng processes, tools and protocols for ¡dentif¡cat¡on of at risk Med¡ca¡d pÍeelig¡ble populat¡ons
Developing effect¡ve and evidence based ¡ntervent¡ons to support commun¡ty bâsed
care for these populations. EOH HS ¡s com m¡tted to working w¡th these ent¡t¡es to
define and develop opportunit¡es (mechanisms to pay for) for the specific serv¡ces
needed for ¡dentified Med¡caid pre-el¡g¡ble populations that may not currently be
Med¡care covered serv¡ces - e,g,, home based primary care, pall¡ative care, community

health workers, etc . Note thøt outhor¡ty

for

thís progrom shall be requested under

the Rt Medico¡d Wq¡ver renewol, to be submitted ¡n Morch of 2078 ond effective
Januory 7, 2079. EOHHS seeks to ¡mplement thís progrom once it ¡s opproved
under the wõ¡ver extension.

Performance Areas
AEs must develop AE Specific Health System Transformation Project Plans. These plans shall
spec¡fy the performance that would qualify an AE to earn incentive payments. Earned funds
shall be d¡stributed by the MCO to the AE in accordance with the distribution by performance
area defined in the AE specific Health system Transformation Plan, cons¡stent with the
requ¡rements defìned below:

Plânning and
Des¡gn

Developmental
M¡lestones

Execution of Contract, ln¡t¡ãl Workplân &
budget for developing an AE Project Plan,

w¡

70%

ts%

o%

o%

30%

a5%

7S%

so%

¡ncluding completed EOHHS Budget Template
Deta¡led AE Gap Analys¡s, with specified
¡mDacts bv doma¡n ând population
Deta¡led Health System Transformation
Pro¡ect Plan, ¡nclud¡ng ProPosed

31

lnfrastructure Development Budget by
Project, Domain and population, ¡n
accordance w¡th state spec¡fied template

value based
purchasing metr¡cs

System
Performance
Metr¡cs

.
.
.

Quarterly Progress Report in âccordance w¡th
state defined template
Quarterly f¡nâncial report, ¡n accordance w¡th
state def¡ned template, including
documented evidence of expend¡tures
Developmental m¡lestones MCO/AE Def ined
(at leasL 3 un¡que developnìer'ìtal n'ì¡lestones
oer vear)
Demonstrated APM Progress¡on
Marginal R¡sk Requirements
Minimum requ¡red shâre of marg¡nal r¡sk for
wh¡ch the AE ¡s l¡able, in accordance with
EOHHS define APM su¡delines
Preventable Admiss¡ons

OVo

o%

20%

30%

o%

o%

5%

to%

o%

o%

o%

LO%

Readmiss¡ons

Avo¡dâble ED Use
MCO/AE Spec¡fic Performance Targets

luo to 3ì
Final Del¡verable

The early milestones are intended to allow AEs to develop the foundational tools and human
resources that w¡ll enable AEs to build core competencies and capacity. ln accordance with
EOHHS' agreement w¡th CMS, participating AEs must fully meet milestones established in the
AE specific health system transformation plan pr¡or to payment. EOHHS recognizes the
financial constraints of many participating AEs, and that timely payment for the achievement of
early milestones will be critical to program success'
These AE-specific HSTP project plans may only be modified with state approval, in accordance
with the Material Modification requirements outlined in section C.3 below, and further

specified in the EoHHS Guidelines, EoHHS may requ¡re that a plan be modified if it becomes
evident that the previous targeting/est¡mat¡on is no longer appropriate or that targets were
greatly exceeded or underachieved.

As described above, the Medicaid lncentive Program (MllP) includes EOHHS program

priority

areas, allowable areas of expenditure, and AE specific performance areas that qual¡fy an AE to
earn ¡ncentive payments. With the assistance of the Advisory Comm¡ttee EOHHS will develop
,,EOHHS
Guidelines for Health system Transformation Project Plans" that will further specify
each of these program elements. This guidance will define specific implementation
requirements that must be adhered to by AEs and MCOs to ensure that incentive pro8rams are
designed and implemented to maximum effect.
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Four key elements of these implementat¡on requirements to be further st¡pulated in the
guidelines are as follows:

3.. Specifications Regarding Allowable

HSTP Pîoject Plans

Specifications shall delineate additional details regarding:
Core Goals
Allowable Priority areas
Allowable Areas of Expenditure
Required Performance Areas
Characteristics of approvable project plans:
Approvable project plans must demonstrate how the project will advance the core
goals and identify clear objectives and steps for achieving the goals.
Approvable project plans must set timelines and deadlines for the meeting of
metrics associated with the projects and activities undertaken to ensure timely

¡
o
o
.
.

o

o

performance.

2.

MCO Review Committee Guidelines for Evaluation
The MCO shall convene a review committee to evaluate each proposal. EOHHS shall have a
designee that participates on the Mco submission evaluation committee to ensure the
state's engagement in the process to evaluate the project plan and associated
recommendations for approval or disapproval. The MCO Review Committee, in accordance
with EOHHS guidelines, shall determine whether:
Project as submitted is eligible for award
Eligible projects will include a project plan that clearly address EOHHS priority areas and
clearly includes the types of act¡v¡ties targeted for funds.

.

o

Project merìts lncentive Funding
projects must show appropriateness for submission for this program by including the
following:
Clear statement of understand¡ng regarding the intent of incentive dollars
Rationale for this incentive opportunity, including a clear description of objective for
the project and how achiev¡ng that objective will promote health system
tra nsformation for that AE
confirmation that project does not supplant funding from any other source and ¡s
non-duplicative of submission that may be made to another MCO
High quality proposal that includes a gap analysis, explains how the workplan and
budget addresses these gaps, and describes the AE's current strengths and

o
o
o

o

weaknesses in this area
Clear interim and final project m¡lestones and projected impacts, as well as criteria
for recogn¡z¡ng achievement of these m¡lestones and quantifying these impacts
lncentive Funding request ¡s reasonable and appropriate
The funding request must be reasonable for the project identified, with funds clearly
dedicated to this project. The level and apportionment ofthe incent¡ve funding request

o

.
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must be commensurate with value and level of effort required.

3.

Material Modification of

HSTP Project Plans

EOHHS guidelines shall delineate additional details regarding material modification

requests, to include:

o
.

.

4.

Definitìon
A Material Modification includes any change to the metrics, deadlines or funds
assoc¡ated with an HSTP Project Plan. Failure to meet performance metrics shall be
considered a material modification.
Material Modification Request Submission
An official request must be submitted in writing by the AE to the MCO, including the
following:
o A brief description ofthe requested change
o A clear statement of purpose, or justification for the modification
o A br¡ef statement ofthe ant¡cipated ¡mpact the change will have on the project plan,
timeline and goals
o A listing of any proposed changes in specific metrics or deadlines
Revíew Process and Criteria
Any material modification to the HSTP Project Plans must be reviewed and approved by
the MCO Review Committee. Mater¡al modifications that e¡ther delay the project by
more than 3 months or impact more than 15% of HSTP funding must also be approved
by the AE Adv¡sory Comm¡ttee. Material modification requests must be reasonable for
the project ident¡f¡ed, with clear revisions to the project milestones, metrics and
timelines commensurate with the scope of the modification. ln ¡nstances where an AE
fails to meet (or anticipates that it will not meet) a performance metric, fully achieving
the original metric (within one year of the original performance deadline) in
combination with on-time performance on the next metric ¡n the performance
sequence shall qualify as an acceptable modification.

Required Structure for lmplementat¡on
The lncentive Funding Request must be awarded to the AE via a Contract Amendment
between the MCO and the AE. The Contract Amendment shall:
r Be subject to EOHHS review and approval
. lncorporate the central elements ofthe approved AE submission, including:
- Stipulation of program objective
- Scope of activity to achieve
- Performance schedule
- Payment terms - basis for earning incentive payment(s) commensurate with the

o

value and level of effort required'
Define a review process and timeline to evaluate progress and determine whether AE
performance warrants incentive payments. The MCO must cert¡fy that an AE has met its
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a

a

approved metrics as a cond¡tion for the release of associated Health System
Transformation Project funds to the AE.
Minimally require that AEs must submit semi-annual reports to the MCO using a
standard report¡ng form to document progress in meeting quality and cost objectives
that would entitle the AE to qual¡fy to receive Health System Transformation Project
payments, and that such reports w¡ll be shared directly by the MCO with EOHHS.
St¡pulate that the AE must earn payments through demonstrated performance. The AE's
failure to fully meet a performance metric under its AE Health System Transformation
project Plan within the timeframe specified will result in forfeiture of the associated
incent¡ve payment (i.e. no payment for partial fulfillment).
Provide a process by which an AE that fails to meet a performance metr¡c in a timely
fashion (and thereby forfeits the associated Health System Transformat¡on Project
Payment) can reclaim the payment at a later point in time (not to exceed one year after
the original performance deadline) by fully achieving the original metric in combination
with on-time timely performance on the next metric in the performance sequence.
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lX.

Program Monitoring, Reporting, & Evaluation Plan

Rhode lsland has an established track record of expansions and improvements to its managed
care programs as well as a systematic and active program of oversight of our contracted MCOs.
The development ofthe Accountable Entities program provides a new and significant
opportun¡ty to further transform the performance of our delivery systems and improve health
outcomes for Rhode lsland's Medicaid population.
Rhode lsland initiated its first managed care program in 1994 with the enrollment of children
and families into ¡ts Rlte Care program. ln the years following there have been many changes in
the structure ofthe program so that it now includes the large majority of Medicaid covered
beneficiaries, a broad range of Medicaid covered services with very few service "carve outs",
and an array of program initiatives ¡ntended to advance program effectiveness and cost
efficiencies. At each step along the way we have adapted and expanded our program oversight
act¡vities to promote high quality performance and ensure program compliance'
Rhode lsland's Accountable Entity program is designed to work within and in partnership with
our managed care program. certification of AEs is performed directly by EoHHS, establishing
thelr elig¡bility to participate in the program. Annual certification ensures continued
compliance with requirements to retain eligibility. Eligible AEs will then contract with managed
care organ¡zations within the requirements set forth by EOHHS. As the pr¡mâry contractors
with EOHHS, the MCOS will be directly accountable for the performance of their
subcontractors. EOHHS is responsible for overseeing compliance and performance of the MCOs
in accordance w¡th EOHHS contractual requirements and federal regulation, including

performance of subcontractors.
The AE program, AE performance, and MCO-AE relations w¡ll be integrated into existing EOHHS

managed care oversight activities. For th¡s initiat¡ve EOHHS will build upon and enhance its
program monitor¡ng and oversight activities in the following four key areas, each of which is
described below:

1.

MCO Compliance and Performance Report¡ng Requirements
ln-Person Meet¡ngs with MCOs

3.

State Reporting Requirements
Evaluation Plan

2.
4.

1. MCO Compliance and Performance ReportinB Requ¡rements
Under current contract arrangements, MCOS submit regular reports to EOHHS across a range of
operational and performance areas such as access to care, appeals and grievances, quality of
care metrics, consumer experience, program operat¡ons and others. EOHHS reserves the r¡8hl
to review performance in any area of contractual performance, including flow down
requ¡rements to Accountable Entity subcontractors'
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For this initiative, MCO reporting requirements that have more typically been provided by the
MCOs and reviewed by EOHHS at the plan-level will be extended to also requ¡re reporting at
the AE level. A menu of metrics and measures that will be used by the MCos to assess the
performance of the AEs and that will be reported to EHOHHS will be further specified in the

final APM guidance document. Areas of current reporting that are under review as
requirements for MCO5 to report on data aggregated at the Accountable Entity level include:

1.

Provider Access Survey
Report

Report completed by each Health Plan by the following provider types: primary
care, specialty care, and behavioral health for rout¡ne and urgent care. Th¡s
report measures whether âppo¡ntments made are meeting Med¡ca¡d
access¡b¡lity standards.

2.

Provider Panel Report

A report of which provider panels by each Health Plan are at capacity and/or
closed to enrollees.

3.

Appeal and Grievance
Report

An aggregate report of cl¡n¡cal and adm¡nistrative den¡als and appeals by each
Health Plan, includ¡ng External Review.

4.

lnformal ComPlâ¡nt
Report

An aggregate report of the cl¡n¡câl and adm¡n¡strative compla¡nts spec¡fied by
category and major provider sub-groups for each Health Plan

5.

Accountâble Ent¡ty

Th¡s f¡nanc¡al report is ¡ncluded as part of each Health PIan's risk share report

Shared sâvings RePort

and provldes financ¡al data and ¡nformât¡on as to how each Accountable Ent¡ty
¡s perform¡ng relative to their total cost of care benchmark.

6.
7.

Qual¡ty Scorecard

Th¡s report consists of the set of NCQA HEDIs and other clin¡cal and quality

MCO Performance
lncentive Pool Report

Deta¡led budgeted and actual MCO expenditures in accordance w¡th EOHHS
defined templates

measures that are used to determine the quality multipl¡er for total cost of
care.

ln add¡tion to enhancement of current reports, the Medica¡d MCOs will be required to submit
reports on a quarterly basis that demonstrate their performance in moving towards value
based payment models, including:

.
¡

Alternate Payment Methodology (APM) Data Report
Value Based Payment Report

pertaining more directly to AE program operations, the Medicaid MCos will be required to
submit Accountable Ent¡ty specific reports, including the following.

.
.

Attributed Lives
This quarterly report will provide EOHHS w¡th the number of Medicaid MCO lives attributed
to each specific Accountable Entity as well as ¡n total.
AE

AE Population Extract File

This monthly report will provide EOHHS with a member level detailed report of all Medicaid
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MCO members attributed to each AE. This data will be used by EOHHS for data val¡dat¡on
purposes as well as for the purposes of ad-hoc analysis.
Pa rticipatine Provider Roster
This monthly provider report will provide EOHHS with an ongoing roster of the AE provider
network, inclusive of provider type/specialty and affil¡ation (participating, affiliated, referral
etc.) to the Accountable Entity.

AE

2.

ln-Person Meetings with MCOs
As part of its ongoing monitoring and oversight of its MCOS, EoHHS conducts an ln-person
meet¡ng on a monthly basis with each contracted MCO. These meetings provide an opportunity
for a more focused review of specific topics and areas of concerns. Additionally, they provide a
venue for a review of more defined areas of program performance such as quality, finance, and
operations. During the ¡nit¡al p¡lot phase with comprehens¡ve AEs and as the program moves
forward, these meet¡ngs provide an important forum to identify and address statewide AE
performance, emerging issues, and trends that may be impacting the AE program. ln addition
to the reporting noted above, these meetings support EOHHS' ab¡l¡ty to report to CMS (¡n
quarterly waiver reports) issues that may impact AE's abil¡ties to meet metrics or identify
factors that may be negatively impacting the program.
ln support of discussion on AEs at these meet¡ngs, MCOs will be required to submit reports on
such areas as:
o
a

a

a

A description of actions taken by the MCo to monitorr the performance of contracted AEs
The status of each AE under contract with the MCO, including AE performance, trends, and
emerging issues
A description of any negative impacts of AE performance on enrollee access, quality of care
or beneficiary rights
A m it¡gation/correct¡ve action plan if any such negative ¡mpacts are found/reported

Monthly meet¡ngs with MCOs provide a structured venue for oversight. At the same time,
EOHHS commun¡cations with MCOs take place daily on a variety of topics. Additional meetings
to address part¡cular areas of concern that may arise are a routine part of EOHHS' oversiSht
activ¡ties. Rhode lsland's small size greatly facilitates these in person interact¡ons with both
MCOs and AEs.

3.

Stäte Reporting Requ¡rements
The state will incorporate information about the Health system Transformation waiver
amendment into its existing requirements for waiver reports, ¡nclud¡ng quarterly, annual, and
final waiver program reports, and financial/expend¡ture reports. ln addition, the state shall
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supply separate sections of such reports to meet the reporting requirements in the
are specif¡c to the Health Systems Transformation wâiver amendment.

STCS

that

The state will provide quarterly expenditure reports to CMS using Form CMS-64 to report total
expenditures for services provided through this demonstration under section 1115 authority
subject to budget neutrality. This project is approved for expenditures applicable to allowable
costs incurred during the demonstration per¡od. CMS shall provide FFP for allowable
demonstrat¡on expenditures only as long as they do not exceed the pre-defined lim¡ts on the
expenditures as specified in Section XVI of the STCs.
The state will also separately report these expenditures by quarter for each FFY on the Form
CMS-37 (narrative section) for all expenditures under the demonstration, including HSTP
Project Payments, admin¡strative costs assoc¡ated with the demonstration, and any other
expenditures specifically authorized under this demonstration. The report w¡ll include:

o
o

A description of any issues within any of the Medicaid AEs that are impacting the AE's ability

to meet the

measu res/metrics.

A description of any negat¡ve impacts to enrollee access, quality of care or beneficiary rights

within any of the Medicaid

AEs.

4.

Evaluation Plan
will draft an Evaluation Plan, which will include a d¡scussion of the goals, objectives, and
evaluation quest¡ons specific to the entire delivery system reform demonstration'
EOHHS

Key areas of attention in the evaluation will tie to the goals and objectives set forth ¡n this
The draft Evaluation Plan shall l¡st the outcome measures
Roadmap, as specified in Section

ll.

that will be used in evaluat¡ng the impact of the demonstration during the period of approval,
particularly among the target populat¡on. The Evaluation Plan will include a detailed description
of how the effects of the demonstration will be isolated from other ¡n¡tiatives occurring within
the state (i.e., SIM grant activities). The draft Evaluation Plan will include documentation of a
data strategy, data sources, and sampling methodology.
The state will issue an RFP, based on the CMS-approved evaluation plan, for a qualified
independent entity to conduct the evaluation. The Evaluation Plan will describe the minimum
qualifications of the evaluation contractor, a budget, and a plan to assure no confllct of ¡nterest
The state plans to submit an lnterim Evaluat:on Report of the Accountable Entities program
to CMS by 90 calendar days following the completion of DY 4. The purpose of the lnterim
Evaluation Report is to present preliminary evaluation findings and describe plans for
completing the evaluation plan. The state also plans to submit a Final Evaluation Report after
the completion of the demonstration.
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Appendix A: Stakeholder Meetings and Feedback
EOHHS has presented

¡
o
.
o
¡
r
.
o
o
r
o

to thirteen (13) stakeholder meetings regarding the HSTP/AE Program.

HSTP/AE Presentation to lCl Provider Council
HSTP/AE presentation to 1115 Task Force
AE/MCO meetings on AE initiative (2 sessions)

Broad Stakeholder meeting/presentat¡on on Comprehensive AEs (2 sessions)
Stakeholder meeting on Specialized AEs
HSTP/AE meeting to home care/child service providers
NASW Ag¡ng Committee meeting
Coalition for Children presentation
Governor BH council (scheduled)
BHDDH Health Transition team (scheduled)
DEA Home and Community Care Advisory Commlttee (scheduled)

Additionally, twenty-four (24) comments were received by EOHHS from the following
interested parties:

1.. Blackstone Valley Community Health Center

2. Carelink
3. Center for Treatment and Recovery
4. CHC ACO
5. Coalition for Children and Families
6. Coastal Medical
7. D¡sability Law Center
8. Economic Policy lnstitute
9. lntegra
10. Kids Count
11. LeadingAge
12. L¡fespan
L3. Neighborhood Health Plan of Rhode lsland
14. Partnership for Home Care
15. Prospect Health Services of Rl
16. Providence Community Health Center
L7. Rl Coal¡tion for Children
18. Rl Community Act¡on Agenc¡es
19. Rl Health Care Association
20. Rl Health Center Associat¡on
21. State of Rhode lsland SIM Team
22. Substance Use and Mental Health Leadership Council
23. Tufts Health Public Plans

24. United Healthcare
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Many ofthese comments prov¡ded valuable ¡nput to the final roadmap as documented here.
Some required additional discussion, and were further refined through public input sessions in
March 2017, prior to finalizing the roadmap.
Note that the draft roadmap that was posted in January 2017 for comments included both an
in-depth discussion of Rhode lsland's vision, goals and objectives of Rhode lsland's AE program,
as well as appendices that outlined in¡t¡al details of programmatic guidance for AEs. As such,
many of the comments received were more directly related to future anticipated guidance
either APM guidance, lncentive Program Guidance or Attr¡bution guidance, and shall be
addressed as part of that public input process.

-

The following is a summary of the comments received by thematic areas.

State Policy Alignment
A number of comments spoke to the need to ensure that state policy outside of the
Accountable Entity program was aligned to ensure success. Detailed points of alignment
included:
Statutory authority for data shar¡ng
Budgetary support for the lntegrated Care lnitiative, Rhode lsland's dual-eligible
demonstration program
Flexibility in Long Term Care Facility Bed Licensing
lntegration of Public Health lnit¡atives

.
.

o
.

Overall Program Strategy
Commenters also spoke to the general program strategy and vision as outlined in the roadmap.
Frequent comments focused on the following topics:
Timeline ond milestone expectat¡ons - Many commenters expressed concern at the
speed with which the state was proposing to implement the program.
Flexibility - A number of comments spoke with varying degrees of support for the
granting of flexibility from the state to MCOs and from MCOs to AEs.
Consumer Choice ond Access - Commenters highlighted the need to ensure the
protection of consumer choice in the Medicaid program and to protect access to
services given the preferred network structure that some AEs may consider developing.

o
o
c

Program operational Details
Commenters provided significant feedback on operat¡onal deta¡ls that EOHHS will develop
further through upcoming guidance documents. Specific areas of feedback included:

.
.
.

AE Certification

Alternative PaymentMethodologies
Attribution
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.
o
o
.
o
¡

Delegation of Respons¡b¡lities
lncentive Payment Program
Quality Scorecard
Report¡ng and Data Sharing
Social Service lntegration
Specialized AEs (LTSS)

42

Appendix C: Roadmap Required Components
STC

Where Addressed

Required Elements of Roadmap
a menu of metrics and measures
be used by the MCOs to assess the

(a) Specify

that

that will
performance of the AEs through the activit¡es of
the AE subcontractors shall be defined in the
APM gu¡dance document.
B

c

(b) lnclude guidelines requiring AEs to develop
individual AE Health System Transformation
Project Plans, which shall include timelines and
deadlines for the meet¡ng of metrics associated
with the projects and act¡v¡ties undertaken to
ensu re timely performance;
(c) Report

to

CMS any issues with¡n the AEs

that

are impacting the AE's ability to meet the
measu res/metrics, or any negative impacts to
enrollee access, quality of care or beneficiary
rights. The state, work¡ng with the MCOs shall
monitor statewide AE performance, trends, and
emerging issues within and among AEs on a
monthly basis, and provide reports to CMS on a
q uarterly basis.
D

(d) Provide minimum standards for the process
by which EOHHS seek public input in the
development of the AE Cert¡f¡cation Standards;

E

(e) Specify a State review process and criteria
evaluate each AE's individual Health System
Transformation Project Plan and develop its

to

recommendation for approval or disapproval;
F

(f) Describe, and specify the role and function, of
a standardized, AE-specific application to be
submitted to the State on an annual basis for
partic¡pation in the AE lncentive Program, as well
as any data books or reports that AEs may be
required to submit to report baseline information

Section lX. Progrom Mon¡tor¡ng, Reporting,
& Evoluøt¡on Plon
Page 35, l't paragraph

.

Section Vlll. Med¡coid lncentive Progrom

(MilP)
sect¡on C. lmplementotion & Oversight
Page 31, in bullets under paragraph

.

titled
7. speciÍicotions
Section lX. Progrom Monitor¡ng, Reporting,
& Evoluot¡on Plon
a
Page 36, in paragraph titled
2. ln-Person Meetings with Mcos

Section Vl. AE CertiÍ¡cøtion Requirements
Page 18, 1't and 2nd paragraphs

.

Sect¡on Vlll. Med¡coid lncent¡ve Program

(MilP)
Section C. lmplementot¡on & Overs¡ght
Page 31-32, in paragraph titled
2. MCO Review Comm¡ttee

.

Sect¡on Vl. AE Ceftificotion Requirements
Page 18, 1't paragraph

o

Section lX: Progrcm Monitor¡ng, Report¡ng,
& Evoluotion Plon
Page 35-36, in paragraph beginning
with "Pertaining more d¡rectly to

.

43

AE program operat¡ons..."

or substantiate progress;
G

(g) Specify that AEs must submit semi-annual
reports to the MCO using a standardized
reporting form to document ¡ts progress ¡n

Section Vlll. Med¡co¡d lncent¡ve Progrom

(MilP)
Sect¡on C. lmplementot¡on & Ovets¡ght

.

achieving quality and cost objectives, that would
entitle the AE to qual¡fy to receive Health System
Transformation Project Payments;
H

I

(h) Specify that each MCO must contract with
Certified AEs in accordance with state defined
APM guidance and state defined AE lncentive
Program guidance. The APM guidancewill include
a Total Cost of Care (TCOC) methodology and
quality benchmarks. For specialized AEs where
TCOC methodologies may not be appropriate,
other APM models will be specifìed. Describe the
process for the state to review and approve each
MCO's APM methodolog¡es and associated
quality gates to ensure compliance with the
standards and for CMS review ofthe APM
guidance as stated in STC 47(e).

the role and function of the AE
lncentive Program guidance to specify the
methodology MCOs must use to determine the
total annual amount of Health System
Transformation Project incentive payments each
participating AE may be eligible to receive during
implementat¡on. Such determinations described
within the APM guidance document shall be
associated with the specific activ¡t¡es and metrics
selected of each AE, such that the amount of
incentive payment is commensurate w¡th the
value and level of effort required; these elements
are included in the AE incentive plans referenced
in STC 47 (f). Each year, the stâte will submit an
updated APM gu¡dance document, including
APM Program guidance and the AE lncentive
(¡) Specify

Page 32, in paragraph titled

3. Requ¡red Structure

for

lmplementdt¡on, 4th bullet
Sect¡on Vll: Alternot¡ve Pdyment

Methodologies

.

Page 23, in paragraph t¡tled
Attributable Populations

AE

Sect¡on Vlll. Medico¡d lncent¡ve Prcgrom
(MuP)
Section A. Progrom Structure
Page 26, in paragraph titled
3. Accountoble Ent¡ty lncent¡ve Pool

.

Section Vlll. Med¡cd¡d lncentive Progrom

(MilP)
Sectíon C. lmplementot¡on & Oversight
Page 3t-32,in paragraph titled 2.
MCO Rev¡ew Commr¿tee, 3d bullet
Page 32, in para8raph titled 3.

o
.

Requ¡red structure

tmplementot¡on, ¡n
sub-bullet

for
2nd

bullet,

4th

Program Gu¡dance.
J

(j) Spec¡fy a review process and timel¡ne to
evaluate AE progress on its Health System

Sect¡on Vlll. Med¡co¡d lncent¡ve Progrom

(MilP)
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Transformation Project Plan metrics in which the
MCO must certify that an AE has met its
approved metrics as a condition for the release
of associated Health System Transformation
Project funds to the AE;
K

(k) Specify that AE's failure to fully meet a
performance metric under its AE Health System

Transformation Project Plan within the time
frame specified wlll result ln forfelture of the
associated incentive payment (i.e., no payment
for partial fulfillment);
L

M

N

(l) Describe a process by which an AE that fails to
meet a performance metric in a timely fashion
(and thereby forfeits the associated Health
System Transformation Project Payment) can
reclaim the payment at a later point in time (not
to exceed one year after the original
performance deadline) by fully achieving the
original metric in comb¡nation with t¡mely
performance on a subsequent related metric,
(m) lnclude a process that allows for potentialAE
Health System Transformation Project Plan
modification (including possible reclamation, or
redistribution, pend¡ng State approval) and an
identification of circumstances under which a
plan modification may be considered, which shall
st¡pulate that CMS may require that a plan be
modified if it becomes evident that the previous
targeting/estimat¡on is no longer appropriate or
that targets were greatly exceeded or
underachieved; and

(n) lnclude a State process of developing
an evaluation of Health System
Transformation Project as a component of
the draft evaluat¡on design as required by
sTc 132.

Sect¡on C. lmplementat¡on & Oversight

.

Page32, in paragraph titled 3.
Required Structure Íor
lmplementotion, in 3'd bullet

Sect¡on Vlll. Medicoid lncentive Progrum

(MilP)
sect¡on C. lmplementot¡on & Oversight
Page 32-33, in paragraph t¡tled

.

3. Requ¡red Structure

for

lmplementotion, 5th bullet
Sect¡on Vlll. Medicoid lncent¡ve Progrom

(MilP)
Section c. lmplementotion & Overs¡ght
Page 32-33, in paragraph t¡tled

.

3. Requ¡red Structure
Im p

le me

for

ntot¡on, 6th birllet

Section Vlll. Medicoid lncent¡ve Progrom

(MilP)
Section B. Progrom Spend¡ng Gu¡donce

.

Page 31,2"d paragraph

Section lX. Progrom Mon¡tor¡ng, Report¡ng,
& Evoluotion Plon
Page 37 , in paragraph titled
4. Evaluot¡on Plon

.
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