
How might corporate managed care affect your services?                    Bob James, Executive Director

Background: On June 2, 2011 Governor Lynch signed legislation intended to bring all mandated Medicaid services in NH under managed care. The law included an accelerated – some feel unrealistic - timeline for implementation: 
· Issue an RFP by 10/15/11.  Proposals due by 12/16/11.   
· Select two or more managed care organizations (MCO’s) by 1/15/12
· Negotiate contracts by 3/15/12
· Managed care would begin on 7/1/12 for all 120,000 NH citizens receiving Medicaid.
HHS decided to approach implementation in three phases: 
· Phase 1 (to be enacted on 7/1/12): Medical services for all populations (State Plan Medicaid Services). Forty-seven states currently do this.
·  Phase 2 (to be enacted 7/1/13): Long term care, Waivered services (includes developmental services).
· Phase 3 (date not specified): Dual eligible population (Medicaid and Medicare).

Concerns: Little information has been provided regarding Phase 2 (which is now called Step 2) and because it is so undefined it has been difficult for individuals and families we serve to understand how their services could change. Here is my assessment (which is shared by many of my colleagues) of how managed care will affect our agency, our system, and most importantly the individuals and families we serve.
The loss of a community based and locally run service system.  We assume that if the state contracts with managed care corporations for long term care developmental services, the area agency system would be dismantled and area boards dissolved.  An MCO would need to do this to implement its own management, financial, and case management functions in order to achieve the cost savings required by the state, and realize a profit for its shareholders.  Many functions of the Bureau of Developmental Services and HHS would likely be eliminated as well.
Representatives of CSNI met with an out-of-state managed care corporation to understand their intentions and approach.  They stated that they take over case management/service coordination from the area agencies and employing their own case managers.  They envision opening various offices throughout the state and utilizing a call center.  Under this scenario, the area agencies would lose their state contracts and become vendor agencies by contracting with the MCO’s. Currently, area agencies (and their boards) have oversight and responsibility of all consumers in their region whether served by a vendor or directly by the AA.  Under the MCO model, the regional oversight goes away and the AA’s contract is limited to the consumers it provides services to directly. 
How might things change for a consumer or family?  In advance of July 1, 2012, they receive a letter advising them to choose a provider from – let’s say – Aetna, Wellcare, or Meridian. If their vendor is in that company’s network they can stay with it, otherwise they will need to choose from the network. The letter will say that Area Agency service coordination will end, and a case manager will be assigned by the chosen MCO.  It is unlikely that this person will be available after hours or on weekends, so the consumer would contact a call center (possibly out of state) for assistance at those times. While there may be a small number of consumers on an MCO advisory board, it will be nothing like the participation they now enjoy as one-third of every AA board of directors or as a member of the Family Support Council. Requests for additional services – even presumably emergency services – must be pre-approved by the MCO, and appeals must be exhausted through the MCO’s process before HHS will hear them  
The values of the community inclusion movement which began with the closing of Laconia were very consciously built into the community-based area agency system.   AA’s are charged with advancing these values in the community.   That is why they are independent non-profits overseen by boards of directors comprised of local citizens and consumers. This model resulted in a system consistently recognized as one of the best in the country. Replacing this with MCO’s operating “various offices throughout the state and utilizing a call center” is a retreat from – if not a complete abandonment of - the gains of three decades of advocacy. Once the system is dismantled it will be difficult (and costly) to rebuild.
Some rights and choices of individuals with disabilities will be curtailed.  The NH community services system is in many ways a bottom-up system built upon the rights of individuals and families, and the power of local area boards and family support councils.  The regulations specify that consumers have the right to choose any service provider or service coordinator (provided they are qualified) they want, that they (or their guardian) must approve any change in their services, and that their team has considerable influence. MCO’s operate very differently, controlling costs and range of choice from the top down, utilizing case managers as gatekeepers and moving much decision-making away from the individual. It is worrisome that HHS reported to the fiscal committee that the department is working on a list of legislative and regulatory changes that will be required to move forward with managed care. 
The future of NH’s unique family support service system is very uncertain.  Families risk being disenfranchised.  The UCP Report A Case for Inclusion ranks NH’s development services system #2 nationally for its family services. The strong voice that empowered NH families have as participants and policymakers - through family support councils, seats on boards of directors, and by direct access to AA and Bureau of Developmental Services administrators - is key to this, and would be diminished or eliminated in an MCO operated system.  There is a relationship between families and state leaders and legislators that is direct and very much in the NH tradition.  Outsourcing disability services to a large corporation headquartered out of state will profoundly change this.  Will families rally at the capitol to request higher rates for Amerigroup or Aetna or Wellcare when their CEO’s are being paid millions?  Will legislators support it? With the family advocacy voice thus muted, a gradual erosion of funding for the system is likely to result.
Undoubtedly, funding for family support services like respite will continue.  Whether FS funds are included in the MCO contracts, how they will apply them, and what influence the Bureau of Developmental Services brings to bear are all unknowns.  It is probably safe to assume that the broad access to funds, the flexibility of their use, and the decision making by FS Councils will change. 
There is reason to believe that few savings are to be gained, while serious disruptions to people’s lives will result.  The fact is, the NH disability system is a high quality, relatively low cost system.  The UCP Report A Case for Inclusion ranks the quality of the NH developmental system # 4 overall in the US.  The State of the States in Developmental Disabilities list NH as 32nd lowest in relative cost (fiscal effort). It is notable that during the period that NH’s fiscal effort declined from 10th to 32nd, our system maintained its place in the top five in terms of quality. 
 There has already been years of belt-tightening in this system – the very thing the MCO would look to for savings – as evidenced by the fact that between 1995 and 2009, on the average, the nationwide community-based DD services funding has increased by 732%, while NH’s DD system funding grew only 159%, ranking NH 50th in the nation.
MCO’s operate our medical plans, so it’s fair to ask:  What’s your experience with your HMO?   Would you like to swap the current service system (with all of its faults) for your HMO company?  My experience as an agency director who negotiates our health insurance plan each year is that costs keep going up and services are reduced.  This year our carrier is offering the choice of continuing our current coverage of a $ 3,000 per person/ $ 9,000 deductable per family at a 20% hike, or switching to a $ 5,000 pp/ $ 15,000 pf at a 10% rate increase. Why do we think that this trend will not emerge after an MCO is operating our services and the old system has been dismantled?
There are still choices to be made
While 47 states employ managed care for their Medicaid medical services, only 4 have brought their long term care services under a managed care model – and not one has contracted with an out-of-state, for-profit MCO. Vermont, for instance, has gained some of the advantages of managed care approaches by using existing in-state resources.  
Other states have chosen to carve out or exempt their disability services from their managed plans.  Florida and Texas have done this. In May of 2011, Florida passed managed care, but exempted persons with disabilities from the reform effort.  Florida’s Office of Program Policy Analysis and Government Accountability reported “Little data is yet available on whether Medicaid reform has produced cost savings or is more cost-effective than traditional Medicaid.  We recommend that the legislature not expand Medicaid Reform until more information is available to evaluate success.”
Another option is to allow the disability system to manage itself as an Accountable Care Organization (ACO) or an Administrative Service Organization (ASO), which are both permitted under the NH managed care law.  We would not have to give up a community-based service system, and the qualities that are important to the individuals and families we serve can be preserved.  The ten AA’s are working collectively through CSNI to do this, although as noted two major reversals in HHS rules regarding the RFP may effectively exclude this. That is unfortunate, because we feel that many consumers and families would prefer this to a corporate MCO.
The carve out and ASO/ACO models are reasonable options for NH, but MCO’s oppose them because they feel they need the complete “book of business” because the number of “lives” in the state Medicaid program is relatively small – NH is a small state.  A number of legislators are aligned with this position.  If our consumers and families want to have these options seriously considered, they will have to speak loudly enough to be heard over the lobbyists employed by the MCO’s. 
 
   
