Various models/programs of service delivery and oversight in NY Medicaid Redesign
	Model/ Program
	Provider/ agency
	Goal
	Key Features
	Patient Eligibility
	Current in NY
	Incentives
	Related Prop#(s)

	Patient Centered Medical Home

Model of care where each patient has an ongoing relationship with a personal physician, nurse practitioner, pharmacist or clinic. PCMH organize care around patients, working in teams and coordinating and tracking care over time. 

	Physician/GNP/ pharmacist practice or Article 28 clinic
	Strengthen the physician-patient relationship by promoting improved access, coordinated care, and enhanced patient/family engagement
	· Person-centered practices
· Use registries

· IT

· Health Information Exchanges

· Care coordination and management for those with chronic conditions

· Open scheduling

· Accessible hours

· Better communication
	Medicaid beneficiaries
(for MR purposes-but PCMH's also have private pay patients)
	Patient Centered Medical Home (PCMH) Incentive Program

Adirondack Regional Medial Home Pilot
	Additional payment for primary care services based on level achieved by National Committee for Quality Assurance standards

There are three levels with different qualifications for each


	70, 243

	Health Home 

Builds on PCMH and Chronic Illness demo project by including behavioral health, substance abuse and long term community support services

	"Provider networks"

(1) a designated provider; 2) team of health care professionals or 3) health team
. )
	Reduce avoidable hospitalizations and ER visits
	· Care management with varying levels of intensity
· Prioritized housing (?)
· Integration between physical and behavioral health

· Linkages to long-term community care services and supports, social services and family services

· Health information technology
· Transitional care

· family support
	Medicaid beneficiaries must have at least two chronic conditions, or one chronic condition and be at risk for another; or one serious and persistent mental health condition 

	This is a new Medicaid option adopted as a part of the Affordable Care Act
	After state plan amendment- NY to receive 90%FMAP for health home services for first 8 quarters. Ideas on patient engagement include offering primary care clinician stipends, waiving copayments of evidence-based treatments, and giving patients monetary incentives to achieving certain medical milestones such as blood pressure control.
	89, 90, 93, 217, 243

	Managed Long Term Care Plans 
Plan arranges and pays for a large selection of health and social services. The plans can coordinate and arrange all the services needed under capitated rate. Primary and acute services covered by traditional Medicare and Medicaid FFS.

Each MLTC plan arranges and pays for a set of specific services called “covered services”,
It is expected that all MLTC plans in NY will qualify as Health Homes starting October 2011

	Partially capitated plans
Medicaid Advantage Plans

PACE programs
	Reduce and control costs by providing care management… 

Consumers and caregivers will have the benefit of having a single entity that is responsible for assessing, implementing and monitoring plans of care.
	· Care Coordination and care management
· Integration between physical and behavioral health

· Linkages to long-term community care services and supports, social services and family services

· Capitated and/or partially capitated rates


	Primarily targeted to dually eligible Medicaid/Medicare beneficiaries who receive 120 days or more long term care community based support; does not need to be nursing home eligible; some Medicaid only beneficiaries are enrolled/will be enrolled in MLTC. Exemptions exist for people with certain conditions or who are being served through different waiver programs
	As of July 8-2011: 

23 partially capitated MLTC plans in NY
72 PACE programs

8 Medicaid Advantage plans

{More expected to be added}


	MLTC plans are expected to qualify as a Health Home for Enrollees with Chronic Conditions pursuant to the federal Affordable Care Act. 

Enrollment in MLTC will allow the State to take advantage of the increased reimbursement (90%) for the care management functions of the MLTC plan beginning in October, 2011.
	5, 37, 90, 141, 1032, 1427

	Accountable Care Organizations 
Oversight/monitoring organization that is responsible for monitoring the cost and quality of care across settings for specific population. A demonstration project was called for in the FY11-12 state budget.  ACOs could provide framework for medical homes and health homes to be implemented
	Group of providers and suppliers
	Provides financial incentives to curb fee-for-service spending 

Encourage improvement in the quality and efficiency of health care services. 


	· Could be fee-for service, capitated or partially capitated
· Monitor the cost and quality of services across settings
· Financial incentives for cost savings

· coordinated care

· Evidence based medicine

· engagement of patients in healthcare decisions
	In NY MR- Medicaid beneficiaries, including individuals eligible for both Medicare and Medicaid. In the Affordable Care Act- ACO's target Medicare FFS beneficiaries
	Montefiore and NYC Health and Hospital Corporation (HHC), are well positioned to quickly and effectively implement the ACO model.
	Under a partial capitation payment model, an ACO would assume financial risk for some, but not all, of the services it provided. In contrast, under a fee-for-service payment model, an ACO would receive a shared savings incentive payment in addition to its regular fee-for-service reimbursement.
	243


Sources:

Adopted Medicaid Redesign Proposals

http://www.health.state.ny.us/health_care/medicaid/redesign/docs/redesign_proposals.pdf
Medicaid's New Health Home Option, KFF

http://www.kff.org/medicaid/upload/8136.pdf

Managed Long Term Care –The next steps presentation for MLTC workgroup

http://www.health.state.ny.us/health_care/medicaid/redesign/managed_ltc_workgroup.htm 

NY State Consumer Guide to Managed Long Term Care
http://www.health.state.ny.us/health_care/managed_care/mltc/pdf/mltc_consumer_guide_08.pdf

� According to Kaiser Family Foundation, Medicaid's New Health Home Option (January 2011): Designated providers include physicians or physician practices, group practices, rural health clinics, community health centers, and community mental health centers, home health agencies, and any other entity or provider determined appropriate by the state and approved by the HHS Secretary. A “team of health care professionals” may comprise a physician and other professionals including a nurse care coordinator, nutritionist, social worker, behavioral health professional, or any other professionals deemed appropriate by the state. The ACA requires the HHS Secretary to define “health team,” but specifies that the team should be interdisciplinary and inter-professional and must include medical specialists, nurses, pharmacists, dieticians, social workers, behavioral health providers, chiropractors, licensed complementary and alternative medicine practitioners, and physician assistants. Under the CMS guidance, states can choose which health home provider arrangement(s) to offer, and if more than one option is offered, beneficiaries may choose among them. 








