
	

	
	
	
June	17,	2019		
	
	
	
Adam	Boehler,	Director	
Center	for	Medicare	and	Medicaid	Innovation	(CMMI)	
Center	for	Medicare	and	Medicaid	Services	(CMS)	
7500	Security	Boulevard	
Baltimore,	MD	21244		
	
Re: 	Pr imary	Cares	 Init iat ive	–	Direct	Contracting	Model	Opportunity	for	Medicaid	MCOs	 	
	
Dear	Director	Boehler:	
	
In	 response	 to	 the	 Center	 for	Medicare	 and	Medicaid	 Services	 (CMS)’s	 announcement	 of	 the	 Primary	
Cares	 Initiative,	 we1	 would	 like	 to	 submit	 the	 following	 comments	 on	 the	 opportunity	 for	 Medicaid	
Managed	 Care	 Organizations	 (MCOs)	 to	 participate	 in	 the	 Direct	 Contracting	 (DC)	 model	 for	 the	
population	of	individuals	fully	eligible	for	both	Medicare	and	Medicaid.	
	
Our	 member	 organizations	 are	 interested	 in	 the	 potential	 offered	 in	 the	 Global	 Track	 under	 the	 DC	
model	for	Medicaid	MLTSS	plans	to	establish	DC	entities	(DCEs)	that	can	align	and	coordinate	Medicare	
benefits	for	dually	eligible	enrollees	who	remain	in	original	(fee-for-service)	Medicare.	This	opportunity	
could	 provide	 a	 way	 for	 MLTSS	 plans	 to	 create	 a	 better	 and	 more	 seamless	 care	 experience	 for	
beneficiaries,	capture	savings	 in	Medicare	spending	that	result	 from	providing	LTSS	for	 individuals	with	
complex	care	needs,	and	help	improve	outcomes	and	lower	medical	spending	for	beneficiaries	with	the	
greatest	needs	and	highest	health	care	costs.		
	
While	the	potential	of	this	approach	is	intriguing,	we	have	several	questions	about	how	this	model	would	
work	and	would	also	like	to	offer	several	suggestions	about	design	features	that	could	have	a	substantial	
impact	 on	 uptake	 of	 this	 approach	 and	 on	 its	 success	 in	 achieving	 its	 aims.	 We	 are	 offering	 these	
comments	on	 the	basis	of	 the	 little	available	detail	 that	has	been	provided	on	 the	model	 to	date.	We	
anticipate	 the	 release	 of	 additional	 information	 on	 the	 Global	 Track	 model.	 We	 also	 welcome	 the	
opportunity	 for	 further	discussion	with	CMS/CMMI/MMCO	to	clarify	certain	details	or	 to	expand	upon	
our	preliminary	suggestions.	
	

																																																													
1The	MLTSS	Health	Plan	Association	represents	health	plans	that	contract	with	state	Medicaid	programs	to	manage	
the	 provision	 of	 long-term	 services	 and	 supports	 (LTSS)	 to	 beneficiaries.	 Our	 members	 cover	 the	 majority	 of	
enrollees	in	MLTSS	plans	and	assist	States	in	delivering	high	quality	long-term	care	services	with	a	focus	on	ensuring	
beneficiaries'	 quality	 of	 life	 and	 ability	 to	 live	 in	 the	 community.	 Member	 organizations	 include	 Aetna	 Inc.,	
AmeriHealth	Caritas,	CareSource,	Centene	Corp.,	Commonwealth	Care	Alliance,	Health	Plan	of	San	Mateo,	L.A.	Care	
Health	Plan,	Tufts	Health	Plan,	UPMC	Health	Plan,	VNSNY	Choice,	and	WellCare	Health	Plans	Inc.	
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The	following	factors	will	have	a	substantial	effect	on	the	interest	of	our	member	plans	in	taking	the	risk	
for	Medicare	services	for	members	who	remain	in	original	Medicare,	and	on	their	ability	to	successfully	
align	and	coordinate	these	services	with	Medicaid-covered	services	and	supports:	
	

• The	 way	 payment	 benchmarks	 are	 determined	 and	 adjusted	 for	 beneficiaries	 in	 original	
Medicare	who	are	attributed	to	the	MLTSS	plan’s	DCE;	

• The	process	and	rules	that	are	used	for	attributing	original	Medicare	dually	eligible	beneficiaries	
to	a	plan’s	DCE,	 including	the	methodology	used	to	reconcile	membership	 in	multiple	payment	
models;	

• The	approach	taken	to	minimize	the	administrative	and	operational	complexity	that	could	arise	
in	creating	and	operating	an	MLTSS-based	DCE;		

• The	availability	of	Medicare	payment	rule	waivers	to	enable	flexibility	to	manage	complex	care	
appropriately;	

• The	rules	that	govern	whether	and	how	DCEs	can	operate	in	a	geographic	area	that	offers	fully-
integrated	 Medicare	 and	 Medicaid	 arrangements,	 and	 the	 rules	 that	 govern	 the	 level	 of	
integration	required	of	a	Medicaid	MLTSS	plan	and	its	companion	Medicare	DCE;	

• The	 role	 that	 CMS	 plays	 in	 communicating	 to	 MLTSS	 enrollees	 in	 original	 Medicare	 their	
attribution	 to	 the	 DCE	 in	 relation	 to	 other	 enrollment	 possibilities;	 and	 the	 rules	 that	 govern	
what	the	MLTSS	plan	can	communicate	to	its	Medicare	FFS	enrollees	regarding	the	opportunity	
for	enrollment	in	the	plan’s	DCE.		
	

Our	full	comments	on	each	of	these	points	are	below.	
	
Establ ishing	an	Appropriate	Cost	Benchmark	
	
Based	 on	 the	 information	 CMS	 has	 presented	 via	 webinar2,	 we	 are	 aware	 that	 the	 Global	 Track	
benchmarking	methodology	will	 be	based	on	a	 “prospective	blend	of	historical	 spending	and	adjusted	
Medicare	Advantage	 regional	expenditures	 (segmented	by	Aged	&	Disabled	and	ESRD).”	 In	addition	 to	
certain	population	and	geographic	adjustments,	CMS	is	also	considering	“innovative	approaches	to	risk	
adjustment,	including	for	complex	and	chronically	ill	populations.”	
	
A	foundational	premise	for	the	value	of	providing	an	integrated	set	of	LTSS	and	medical	benefits	 is	the	
ability	to	capture	and	reinvest	savings	generated	to	the	medical	system	through	reduced	utilization	(e.g.	
emergency	 room	 visits,	 hospitalizations,	 re-hospitalizations,	 etc.)	 by	 providing	 LTSS	 to	 support	 a	
beneficiary	 in	 their	 home	 and	 community.	 Therefore,	 the	 benchmark	 methodology	 should	 include	
implicit	 and/or	 explicit	 mechanisms	 to	 recognize	 the	 potential	 cost	 savings	 of	 providing	 LTSS	
interventions	to	the	population	and	to	allow	participants	to	capture	a	significant	portion	of	these	savings	
for	 reinvestment.	 Additionally,	 a	 blended	 benchmark	 that	 includes	 historical	 spending	 and	 regional	
expenditures	should	include	consideration	for	the	significantly	higher	needs	of	the	average	dual-eligible	
enrollee	compared	to	that	of	the	average	enrollee	only	eligible	for	Medicare.	For	example,	the	regional	
expenditures	 component	 of	 the	 benchmark	 could	 be	 restricted	 to	 the	 subset	 of	 all	 full	 benefit	 dual-
eligible	beneficiaries	in	a	region	that	would	then	be	blended	with	the	historical	spending	of	the	enrolled	
full	benefit	dual-eligible	beneficiaries	in	an	MLTSS-based	DCE.		
	

																																																													
2	Overview	of	Direct	Contracting:	Global	PBP	and	Professional	PBP	Options	Informational	Webinar.	CMS.	May	2,	
2019.	Available	at	<https://innovation.cms.gov/Files/slides/dc-model-options-overview-slides.pdf>		
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With	 respect	 to	 adjustments	 to	 the	 benchmark,	 we	 are	 encouraged	 to	 hear	 that	 CMS	 is	 considering	
certain	approaches	that	account	for	the	risk	and	complexity	of	providing	care	for	frail	and	chronically-ill	
beneficiaries.	One	key	aspect	of	any	adjustment	will	be	the	ability	of	the	model	to	capture	the	variability	
in	 cost	 associated	with	 beneficiaries	who	have	difficulty	 performing	 activities	 of	 daily	 living	 (ADLs).	 As	
studies	have	already	pointed	out,	 the	current	MA	risk	adjustment	system	does	not	adequately	capture	
the	 increased	 costs	 associated	with	 functional	 limitations.3	 This	 is	 particularly	 relevant	 given	 that	over	
60%	 of	 the	 full	 benefit	 dual-eligible	 population	 requires	 help	 performing	 at	 least	 one	 activity	 of	 daily	
living.4	 A	 frailty-based	 adjustment	 would	 help	 create	 parity	 between	 beneficiaries	 that	 have	 trouble	
performing	ADLs	and	beneficiaries	that	have	trouble	performing	fewer	ADLs	or	do	not	have	trouble	at	all.	
	
Pr iorit iz ing	the	Attr ibution	of 	Dual-el ig ible	Benefic iar ies	to	MLTSS-based	DCEs	
	
Based	 on	 the	 fact	 sheet	 and	 webinar	 slides,	 it	 appears	 CMS	 intends	 to	 use	 a	 hierarchical	 system	 of	
attribution	criteria	 (e.g.	voluntary	alignment,	claims-based	alignment,	and	enrollment	 in	a	MLTSS	plan)	
that	would	determine	a	DCE’s	pool	of	attributed	beneficiaries.	This	is	intended	to	distribute	beneficiaries	
based	on	their	own	preferences	and	experience	seeking	care	under	certain	providers	or	health	plans.	
	
As	CMS	considers	the	hierarchy	for	the	attribution	criteria,	we	believe	that	for	this	approach	to	work,	the	
highest	priority	needs	to	be	set	on	attributing	MLTSS	enrollees	to	the	plan’s	DCE.	Alignment	of	Medicare	
and	Medicaid	 coverage	 for	 a	 dual-eligible	 beneficiary	 already	 enrolled	 in	 an	MLTSS	 plan	 should	 be	 a	
higher	priority	than	assignment	to	providers	based	on	claims	or	other	approaches	in	making	attributions,	
to	avoid	creating	yet	another	silo	of	uncoordinated	coverage.	Lower	prioritization	of	MLTSS	membership	
in	 the	 hierarchy	 of	 criteria	 could	 reduce	 the	 pool	 of	 dual-eligible	 individuals	 attributed	 to	 the	
corresponding	MLTSS-based	DCE	and	 thereby	 reduce	 the	value	potential	of	operating	an	MLTSS-based	
DCE.	An	MLTSS-based	DCE	that	does	not	have	an	aligned	population	–	 in	other	words,	that	has	a	 large	
number	 of	 individuals	 attributed	 that	 either	 are	 not	 MLTSS	 enrollees	 or	 are	 enrolled	 in	 other	
organizations’	MLTSS	plans	–	would	also	be	untenable.	The	plan	could	hold	risk	for	a	large	percentage	of	
its	DCE	enrollees	for	which	it	had	no	responsibility	for	their	LTSS	and	little	capacity	to	affect	the	use	of	
expensive	medical	 services.	MLTSS	plans	are	unlikely	 to	 choose	 to	hold	 the	medical	 risk	 in	a	Medicare	
DCE	for	an	unaligned	population	for	which	they	would	have	few	tools	to	influence	Medicare	spending.	
	
In	 aligning	MLTSS	 enrollees	with	 an	MLTSS	 plan’s	 DCE,	 CMS	will	 need	 to	 decide	whether	 and	 how	 to	
attribute	MLTSS	enrollees	that	have	already	been	attributed	to	an	accountable	care	organization	(ACO)	
or	another	alternative	payment	model	 (APM)	–	such	as	 the	Primary	Care	First	 (PCF)	model	–	and	have	
established	provider	relationships.	These	set	of	criteria,	sometimes	referred	to	as	“nesting	rules,”	would	
also	 impact	 the	 degree	 to	which	 an	MLTSS	 plan	 is	 able	 to	 enroll	 the	 largest	 portion	 of	 its	 eligible	 FFS	
population	 into	 its	 MLTSS-based	 DCE.	 Any	 attribution	 made	 should	 not	 disrupt	 existing	 provider	
relationships.	At	a	minimum,	we	would	support	grandfathering	individuals	already	attributed	to	an	ACO	
or	other	APM.	It	may	be	possible,	though,	to	enroll	MLTSS	enrollees	in	the	plan’s	DCE	without	changing	
their	relationships	with	their	existing	APM	entities.	
	

																																																													
3	Benefits	and	Challenges	of	Payment	Adjustments	Based	on	Beneficiaries’	Ability	to	Perform	Daily	Tasks.	GAO.	
September	2018.	Available	at	<https://www.gao.gov/assets/700/694425.pdf>		
4	Data	Book:	Beneficiaries	Dually	Eligible	for	Medicare	and	Medicaid.	MedPAC	and	MACPAC.	January	2018.	
Available	at	<https://www.macpac.gov/wp-
content/uploads/2017/01/Jan18_MedPAC_MACPAC_DualsDataBook.pdf>	



	

	 4	

Providing	MLTSS-based	DCEs	with	Care	Management	Tools 	
	
CMS	 has	 indicated	 that	 it	 is	 exploring	 providing	 DCEs	with	 the	 same	 set	 of	 benefit	 enhancement	 and	
payment	 rule	 waivers	 offered	 under	 the	 Next	 Generation	 ACO	 model	 along	 with	 certain	 new	
enhancements,	 such	 as	 allowing	 the	 provision	 of	 home	 health	 services	 to	 beneficiaries	 who	 are	 not	
certified	as	“homebound.”	These	types	of	benefit	enhancements	and	waivers	will	be	essential	as	part	of	
a	 larger	structure	to	help	coordinate	and	manage	the	care	of	beneficiaries,	given	the	full-risk	nature	of	
the	Global	Track.	
	
In	 the	 context	 of	MLTSS-based	DCEs,	we	 encourage	 CMS	 to	 consider	 allowing	MCOs	 a	 broader	 set	 of	
waivers	 and	 enhancements	 to	 enable	 transition	 of	 beneficiaries	who	 can	 be	 supported	 in	 home-	 and	
community-based	settings.	Given	that	MLTSS-based	DCEs	will	be	fully	at-risk	for	LTSS	and	medical	costs,	
these	programs	should	be	afforded	the	necessary	tools	to	help	manage	utilization	and	capitalize	on	their	
experience	in	supporting	beneficiaries	in	a	home-	and	community-based	setting.	This	will	lead	to	a	higher	
quality	of	life	for	the	beneficiary,	higher	satisfaction,	and	reduced	medical	spending.	
	
Establ ishing	Standards	for	 Integration	and	Reporting	Requirements	
	
One	of	the	questions	raised	by	the	Direct	Contracting	(DC)	approach,	and	particularly	the	global	track	of	
the	 DC	 initiative,	 is	 the	 expectation	 that	 CMS	 has	 for	 coordination	 with	Medicaid	 coverage	 for	 dual-
eligible	beneficiaries,	and	the	potential,	through	attribution	of	MLTSS	enrollees	to	companion	DCEs,	for	
alignment	 and	 a	 greater	 degree	 of	 coordination	 and	 integration	 between	 Medicare	 and	 Medicaid	
services.		
	
It	 is	not	expected	 that	DCEs	will	have	 the	capacity	or	 structure	 for	 integrating	Medicare	and	Medicaid	
services.	 Integration	requirements	that	apply	to	a	D-SNP	or	between	an	aligned	D-SNP	and	MLTSS	plan	
should	not	apply	between	an	aligned	DCE	and	MLTSS	plan.	That	is	not	to	say,	however,	that	an	aligned	
DCE	and	MLTSS	plan,	could	not	develop	ways	to	share	data,	coordinate	medical	and	non-medical	service	
providers,	and	provide	care	management	for	enrollees	with	complex	care	needs.	To	the	extent	that	CMS	
pursues	any	 integration-related	 requirements	 for	DCEs	 serving	dual-eligible	beneficiaries,	 these	 should	
be	consistent	and	not	work	at	cross-purposes	with	existing	integration	requirements	in	other	contexts.		
	
Minimizing	Administrat ive	and	Operational 	Burdens	
	
Given	that	the	DC	model	 is	a	natural	evolution	of	the	accountable	care	organization	(ACO)	model,	CMS	
may	choose	to	maintain	the	operational	structure	of	past	ACO	models.	 In	terms	of	claims	billing,	ACOs	
set	up	a	tax	identification	number	(TIN)	and	provide	this	TIN	to	their	participating	providers,	which	they	
use	to	bill	and	attribute	spending	to	the	ACO	entity.	By	continuing	to	normally	process	claims	instead	of	
giving	this	task	to	ACOs,	CMS	has	removed	a	large	operational	burden	for	ACOs.		
	
We	 would	 ask	 that	 CMS	 continue	 this	 practice,	 especially	 as	 it	 relates	 to	 MLTSS-based	 DCEs.	
Implementing	an	additional	billing	and	claims	system	to	support	an	MLTSS-based	DCE	would	 impose	a	
significant	 fixed	 cost	 to	operating	 this	model	 and	 thereby	 reduce	 its	 potential	 value.	We	do	 recognize	
that	CMS	has	indicated	in	its	informational	webinars	that	it	will	determine	shared	savings/losses	through	
a	 reconciliation	 of	 spending	 compared	 to	 a	 DCE’s	 benchmark,	 which	 could	 imply	 the	 use	 of	 the	
traditional	billing	method	for	ACOs	described	above.	
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Potential 	Service	Area	Overlap	with	 Integrated	Products	
	
The	opportunity	to	establish	an	aligned,	at-risk	entity	for	Medicaid	MLTSS	enrollees	who	remain	in	fee-
for-service	Medicare	 provides	MLTSS	 plans	 an	 opportunity	 to	 bring	 care	 coordination	 and	 integration	
tools	developed	in	the	context	of	managed	care	to	original	Medicare	enrollees.	These	tools	include	data	
sharing,	coordination	of	medical	and	non-medical	service	providers,	and	care	management	for	enrollees	
with	complex	care	needs.		
	
While	 these	 tools	 can	 provide	 an	 opportunity	 to	 bring	 care	 coordination	 to	 dual-eligible	 beneficiaries	
remaining	in	original	Medicare,	the	fee-for-service	environment	of	non-network	medical	providers,	fee-
for-service	billing,	and	other	operational	features	make	it	difficult	to	achieve	 levels	of	data	sharing	and	
care	coordination	needed	to	achieve	an	integrated	result.		
	
Nevertheless,	MLTSS	plans	may	create	a	DCE	with	the	intent	of	bringing	a	more	integrated	experience	to	
their	enrollees	who	remain	in	original	Medicare,	and	eventually	migrating	some	of	them	into	the	MLTSS	
organization’s	 companion	Medicare	 Advantage	 D-SNP	 or	 a	 fully-integrated	 option	 in	 order	 to	 achieve	
better	outcomes	and	higher	quality	results.		
	
There	 is	 a	 risk	 that	 non-aligned	DCEs	 created	 in	 an	 area	with	 fully-integrated	plan	options	 could	 have	
dual-eligible	beneficiaries	who	are	enrolled	in	another	organization’s	MLTSS	plan	attributed	to	them	for	
their	Medicare	coverage.	DCE’s	marketing	to	beneficiaries	in	original	Medicare	could	deter	beneficiaries	
from	enrolling	in	integrated	models	or	encourage	them	to	disenroll	from	these	models.	In	general,	dual-
eligible	beneficiaries	should	be	encouraged	to	enroll	 in	the	highest	 level	of	 integrated	care	available	to	
them	in	a	given	service	area.	For	service	areas	where	only	MLTSS-based	DCEs	operate,	CMS	should	work	
with	the	participating	DCEs	to	promote	the	benefits	of	this	model	and	encourage	enrollment.	However,	
in	areas	where	an	MLTSS-based	DCE	operates	alongside	another	form	of	 integrated	care	product,	CMS	
should	ensure	that	dual-eligible	enrollees	are	provided	with	objective	information	to	make	an	informed	
decision	about	their	enrollment.		
	
It	will	also	be	important	to	delineate	the	roles	that	CMS	and	the	MLTSS	plans	will	play	in	communicating	
the	 DCE	 opportunity	 to	 original	 Medicare	 beneficiaries	 enrolled	 in	 MLTSS	 plans.	 CMS	 should	 directly	
communicate	 the	new	DCE	opportunities	 to	Medicare	beneficiaries	and	 should	 fund	 training	 for	 SHIPs	
and	 other	 information	 resources	 on	 these	 options	 to	 ensure	 that	 beneficiaries	 understand	 their	
enrollment	 into	 this	new	model	and	 the	value	 it	 can	 contribute	 to	 their	overall	 care.	 In	addition,	CMS	
should	clarify	the	role	that	MLTSS	plans	can	play	in	providing	information	to	their	enrollees	who	remain	
in	original	Medicare	about	their	own	DCE	offering	and	the	importance	of	enrolling	in	an	aligned	DCE.	At	
the	 same	 time,	 permitting	 open	marketing	 of	 non-aligned	 DCEs	 to	 beneficiaries	 that	 are	 or	 could	 be	
attributed	to	an	MLTSS-based	DCE	might	contribute	to	significant	churn	in	the	market	and	disenrollment	
of	beneficiaries	from	aligned	or	more	integrated	models.	
	
Conclusion	
	
We	believe	the	Global	Track	under	the	DC	initiative	can	provide	MLTSS	plans	the	means	to	better	align	
fully	dual-eligible	enrollees	who	choose	to	remain	in	original	Medicare	and	to	achieve	Medicare	savings	
as	 well	 as	 encourage	 movement	 toward	 integrated	 plans	 for	 many	 of	 the	 77%	 of	 dual-eligible	
beneficiaries	in	original	Medicare.	Alongside	the	announcement	of	the	DC	model,	CMS	has	also	indicated	
that	it	will	reopen	the	FAI	to	more	states	and	work	to	reauthorize	the	existing	demonstrations	for	longer	
periods	of	time.	In	sum,	these	advancements	demonstrate	CMS’s	commitment	to	improving	care	for	the	
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dual-eligible	population.	We	look	forward	to	hearing	more	from	CMS	about	the	future	details	of	the	DC	
model	and	working	together	to	advance	the	state	of	integrated	care	for	all	dual-eligible	beneficiaries.	
	
Thank	 you	 for	 your	 consideration	 of	 our	 comments.	 If	 you	 have	 any	 questions,	 please	 contact	me	 at	
latkins@mltss.org.	
	
Sincerely,	

	
G.	Lawrence	Atkins	
Executive	Director	
	
	
Cc:			 Tim	Englehardt,	Director,	Medicare-Medicaid	Coordination	Office	(MMCO)	

Gary	Bacher,	Chief	Strategy	Officer,	CMMI	
Will	Robinson,	Assistant	to	the	Director,	CMMI	

	


