














 
  
October 1, 2013 
 
 
 
John Polanowicz   
Secretary 
Executive Office of Health and Human Services 
One Ashburton Place 
11th Floor 
Boston, MA 02108 
 
Dear Secretary Polanowicz: 
 
This letter is to inform you that the Centers for Medicare & Medicaid Services (CMS) has 
approved your request to amend Massachusetts’ section 1115 demonstration project, entitled 
MassHealth (Project Number 11-W-00030/1).  The amendment is effective as of the date of the 
approval letter, except as otherwise noted in the attached waiver, expenditure authorities and 
special terms and conditions (STCs), through the end of this demonstration period, which is June 
30, 2014, upon which date unless reauthorized, all waivers and authorities granted to operate this 
demonstration will expire. 
 
The approval allows the Commonwealth to sustain and improve its ability to provide coverage; 
affordability and access to health care by making changes to the demonstration that conform to 
the new coverage opportunities created under the Affordable Care Act.  Additionally, these 
changes will promote continuity of care.  The amendment revises the demonstration to reflect 
that the state is adopting the new adult group in the state plan; accordingly, individuals with 
incomes at or below 133 percent of the federal poverty limit (FPL) will be in the demonstration 
for purposes of the delivery system and most individuals previously served in the demonstration 
with incomes above that amount will be served in the state’s Marketplace.   
 
In addition, pursuant to 1902(e)(14)(A) authority, Massachusetts may establish automatic 
MassHealth eligibility for individuals receiving Temporary Assistance for Needy Families and 
Emergency Aid to Elders, Disabled, and Children.  
 
As agreed, we will continue to work with the Commonwealth on its request to implement the 
Primary Care Payment Reform Initiative.   
 
Our approval of this section 1115 demonstration amendment is subject to the limitations 
specified in the enclosed approved expenditure and waiver authorities, not applicables, and 
STCs.  All requirements of the Medicaid program as expressed in law, regulation, and policy 
statement not expressly identified as waived or as not applicable in the waiver and expenditure 
authorities shall apply to the MassHealth demonstration.  
 
This award letter is also subject to our receipt of your written acceptance of the award, including 
the waiver and expenditures authorities and STCs, within 30 days of the date of this letter.   
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Your project officer is Ms. Kathleen Engle, who may be reached at (410) 786-5786 and through 
e-mail at kathleen.engle@cms.hhs.gov.  Communications regarding program matters and official 
correspondence concerning the demonstration should be submitted to Ms. Engle at the following 
address:  

 
Centers for Medicare & Medicaid Services 
Center for Medicaid & CHIP Services 
Mail Stop: S2-01-16 
7500 Security Boulevard 
Baltimore, MD  21244-1850 

 
Official communications regarding program matters should be sent simultaneously to  
Ms. Engle and to Mr. Richard McGreal, Associate Regional Administrator in our Boston 
Regional Office.  Mr. McGreal’s contact information is as follows: 
 

Centers for Medicare & Medicaid Services  
JFK Federal Building  
Room 2325  
Boston, MA 02203  
Telephone: (617) 565-1226 
E-mail: Richard.McGreal@cms.hhs.gov  

 
If you have questions regarding this approval, please contact Eliot Fishman, Director of the 
Children and Adults Health Programs Group in the Center for Medicaid & CHIP Services at 
(410) 786-5647. 
 
CMS looks forward to continuing work with your staff on future developments within your 
demonstration. 
       

Sincerely, 
 
            /s/ 
 
      Marilyn Tavenner 
      Administrator 
 
 
 
 
 
 
 
 
 
 
 

mailto:kathleen.engle@cms.hhs.gov
mailto:Richard.McGreal@cms.hhs.gov
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cc:   Cindy Mann, Director, Center for Medicaid and CHIP Services,  

Eliot Fishman, Director, Children and Adults Health Programs Group 
Richard McGreal, Associate Regional Administrator, Region I 

 Kathleen Engle, Children and Adults Health Programs Group  
 Julie McCarthy, Region I     
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
WAIVER LIST 

 
 
NUMBER:  11-W-00030/1 
     
TITLE:  MassHealth Medicaid Section 1115 Demonstration  
  
AWARDEE:  Massachusetts Executive Office of Health and Human Services 

(EOHHS) 
 
All requirements of the Medicaid program expressed in law, regulation and policy statement, not 
expressly waived in this list, shall apply to the demonstration project beginning the date of the 
approval letter, through June 30, 2014, unless otherwise specified.  In addition, these waivers 
may only be implemented consistent with the approved Special Terms and Conditions (STCs). 
All previously approved waivers for this demonstration are superseded those set forth below for 
the state’s expenditures relating to dates of service during this demonstration extension. 
 
Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following 
waivers of state plan requirements contained in section 1902 of the Act are granted in order to 
enable the Commonwealth of Massachusetts (State/Commonwealth) to carry out the MassHealth 
Medicaid section 1115 demonstration.  
 
1. Statewide Operation Section 1902(a)(1) 

 
To enable Massachusetts to provide managed care plans or certain types of managed care 
plans, only in certain geographical areas of the Commonwealth  
 

2. Comparability/Amount, Duration, and Scope  Section 1902(a)(10)(B)  

To enable the Commonwealth to provide benefits that vary from those specified in the 
State plan, as specified in Table B of STC 37, and which may not be available to any 
categorically needy individuals under the Medicaid state plan, or to any individuals in 
a statutory eligibility group.  

 
3. Eligibility Procedures and Standards     Section 1902(a)(10)(A),                                                                                     

 Section 1902(a)(10)(C)(i)-(iii), and 
 Section 1902(a)(17) 
 
To enable Massachusetts to use streamlined eligibility procedures including determining 
and redetermining eligibility based on gross income levels and Express Lane eligibility 
determinations for children, parents and caretaker relatives.   This authority for Express 
Lane eligibility determinations for parents and caretaker relatives is not effective until 
approval of a Medicaid Express Lane Eligibility state plan amendment applicable to 
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children, and for children is not effective until expiration of state plan authority for 
Express Lane eligibility determinations.    
 

4. Annual Redeterminations Section 1902(a)(17) 
 
To the extent necessary to enable the Commonwealth to extend the eligibility span of 
enrollees who will need a redetermination between October 1, 2013 and December 15, 
2013 to a reasonable date in 2014.   
 

5. Disproportionate Share Hospital (DSH)  Section 1902(a)(13) insofar as it 
Requirements incorporates Section 1923 

   
To exempt Massachusetts from making DSH payments to hospitals which qualify as a 
Disproportionate Share Hospital.  

 
6. Financial Responsibility/Deeming Section 1902(a)(17) 
 

To enable Massachusetts use family income and resources to determine an applicant’s 
eligibility even if that income and resources are not actually made available to the 
applicant, and to enable Massachusetts to deem income from any member of the family 
unit (including any Medicaid-eligible member) for purposes of determining income. 

 
7. Freedom of Choice  Section 1902(a)(23)(A)  

 
To enable Massachusetts to restrict freedom of choice of provider for individuals in the 
Demonstration, as outlined in Table D, STC 45, including to require managed care 
enrollment for certain populations exempt from mandatory managed care under section 
1932(a )(2), limiting primary care clinician plan (PCC) plan enrollees to a single Prepaid 
Insurance Health Plan (PIHP) for behavioral health services, limiting enrollees who are 
clients of the Departments of Children and Families and Children and Youth Services to a 
single PIHP for behavioral health services, unless such enrollees chose a managed care 
plan, requiring children with third party insurance to enroll into a single PIHP for 
behavioral health services; in addition to  limiting the number of providers within any 
provider type as needed to support improved care integration for MassHealth enrollees, 
and limiting the number of providers who provide Anti-Hemophilia Factor drugs. 
 

8. Direct Provider Reimbursement Section 1902(a)(32) 
 

To enable Massachusetts to make premium assistance payments directly to individuals 
who are low-income employees, self-employed, or unemployed and eligible for 
continuation of coverage under federal law, in order to help those individuals access 
qualified employer-sponsored insurance (where available) or to purchase health insurance 
on their own, instead of to insurers or employers providing the health insurance coverage.  
 
 
 



Demonstration Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 

Page 3 of 3 

 
9. Retroactive Eligibility  Section 1902(a)(34) 

 
To enable the Commonwealth not to provide retroactive eligibility for up to 3 months 
prior to the date that the application for assistance is made and instead provide retroactive 
eligibility as outlined in Table D, STC 45.   
 

10. Extended Eligibility Section 1902(a)(52) 
 

To enable Massachusetts to not require families receiving Transitional Medical 
Assistance to report the information required by section 1925(b)(2)(B) absent a 
significant change in circumstances, and to not consider enrollment in a demonstration-
only eligibility category or CHIP (title XXI) eligibility category in determining eligibility 
for Transitional Medical Assistance.  
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
EXPENDITURE AUTHORITY  

 
 
NUMBER:  11-W-00030/1  
  
TITLE:  MassHealth Medicaid Section 1115 Demonstration  
  
AWARDEE:  Massachusetts Executive Office of Health and Human Services 
 
Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made 
by Massachusetts for the items identified below, which are not otherwise included as 
expenditures under section 1903 of the Act shall, for the period of this demonstration extension 
(date of the approval letter through June 30, 2014), unless otherwise specified, be regarded as 
expenditures under the State’s title XIX plan.  All previously approved expenditure authorities 
for this demonstration are superseded by those set forth below for the state’s expenditures 
relating to dates of service during this demonstration extension. 
 
The following expenditure authorities may only be implemented consistent with the approved 
Special Terms and Conditions (STCs) and shall enable the Commonwealth of Massachusetts 
(State/Commonwealth) to operate its MassHealth section 1115 Medicaid demonstration. 
 
I. Demonstration Population Expenditures 

 
1. CommonHealth Adults.  Expenditures for health care-related costs for adults aged 19 

through 64 who are totally and permanently disabled and not eligible for Standard 
coverage, but who are: 

 
a. Employed; or 
 
b. Not employed and meet a one-time only deductible. 

 
2. CommonHealth Children.  Expenditures for health care-related costs for children from 

birth through age 18 who are totally and permanently disabled with incomes greater than 
150 percent of the Federal poverty level (FPL) and who are not eligible for Standard 
coverage. 

 
3. Family Assistance [e-Family Assistance and e-HIV/FA].  Effective through December 

31, 2013, expenditures for health care-related costs for the following individuals with 
incomes at or below 200 percent of the FPL: 

 
a. Individuals who are HIV-positive, if they are age 64 or younger, are not 

institutionalized, and are not otherwise eligible under the Massachusetts Medicaid 
state plan.  These expenditures include the 60-day period between the time an 
individual submits an application and the time that the individual provides to the 
Commonwealth proof of his or her HIV-positive health status.  
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b. Non-disabled children who are not otherwise eligible under the Massachusetts 

Medicaid state plan due to family income. 
 

4. Family Assistance [e-Family Assistance and e-HIV/FA].  Effective January 1, 2014, 
expenditures for health care-related costs for the following individuals with incomes 
above 133 through 200 percent of the FPL: 

 
a. Individuals who are HIV-positive, if they are age 64 or younger, are not 

institutionalized, and are not otherwise eligible under the Massachusetts Medicaid 
state plan.  These expenditures include the 90-day period between the time an 
individual submits an application and the time that the individual provides to the 
Commonwealth proof of his or her HIV-positive health status.  

 
b. Non-disabled children who are not otherwise eligible under the Massachusetts 

Medicaid state plan due to family income. 
 
5. Breast and Cervical Cancer Treatment Program [BCCTP].  Effective through 

December 31, 2013, expenditures for health care-related costs for uninsured individuals 
under the age of 65 with breast or cervical cancer, who are not otherwise eligible under 
the Massachusetts state plan andhave income at or below 250 percent of the FPL, h.  
Effective January 1, 2014, expenditures for health care-related costs for uninsured 
individuals under the age of 65 with breast or cervical cancer, who are not otherwise 
eligible under the Massachusetts state plan andhave income above 133 percent through 
250 percent of the FPL  

 
6. MassHealth Small Business Employee Premium Assistance.  Effective January 1, 

2014, expenditure authority to make premium assistance payments available to certain 
individuals whose MAGI income is between 133 and 300 percent of the FPL, who work 
for employers with 50 or fewer employees who have access to qualifying ESI, and where 
the member is ineligible for other subsidized coverage through MassHealth or the Health 
Connector.   
 

7. Coverage for Non-Disabled Children with Incomes up to 300 Percent of the FPL.  
Effective January 1, 2014, expenditure authority to make premium assistance payments 
available for children ages 1 through 18, whose household income is above 200 and 
below 300 percent of the FPL and who are insured at the time of application for benefits. 
 

8. Insurance Partnership [IRP].  Effective through December 31, 2013, expenditures for 
the cost of employer-sponsored insurance (ESI) for persons under the age of 65 as 
follows:  

 
a. Employee Subsidy.  Expenditures for a portion of the employee cost for an ESI 

plan which meets the basic benefit levels and where the employer contributes at 
least 50 percent of the cost of health insurance benefits, for individuals (including 
employees, sole proprietors, and self-employed persons) whose gross family 



 

Demonstration Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 

Page 3 of 7 

income is no more than 300 percent of the FPL.  This authority expires December 
31, 2013. 

 
b. Employer Subsidy.  Expenditures for a portion of employer costs of  qualified 

new employer-provided health insurance (insurance not offered prior to 
January 1, 1999) except that such expenditures are not authorized for  sole 
proprietors and self-employed individuals.  This authority expires December 31, 
2013. 

 
9. Basic. Effective through December 31, 2013, expenditures, for health care-related costs 

for long-term unemployed childless adults ages 19 through 64 with income at or below 
100 percent of the FPL who are receiving Emergency Aid to Elders, Disabled, and 
Children, or services from the Department of Mental Health.  This authority expires 
December 31, 2013.  

 
10. Essential.  Effective through December 31, 2013, expenditures for health care-related 

costs for long-term unemployed childless adults ages 19 through 64 with income at or 
below 100 percent of the FPL who are not eligible for Basic coverage.  This authority 
expires December 31, 2013.   

 
11. Medical Security Plan.  Effective through December 31, 2013, expenditures for health 

care-related costs for individuals with incomes at or below 400 percent of the FPL 
receiving unemployment benefits from the Division of Unemployment Assistance.  This 
authority expires December 31, 2013. 
 

12. Commonwealth Care. Effective through December 31, 2013, expenditures  for premium 
assistance for the purchase of commercial health insurance products for uninsured 
individuals with income at or below 300 percent of the FPL who are not otherwise 
eligible under the Massachusetts State plan or any other eligibility category.  This 
authority expires December 31, 2013. 

 
II. Service-Related Expenditures 

 
a. Premium Assistance.  Expenditures for premium assistance payments to enable 

individuals enrolled in the CommonHealth (Adults and Children), Family 
Assistance, Basic and Essential Populations to enroll in private health insurance to 
the extent the Commonwealth determines that insurance to be cost effective. 
 

b. Pediatric Asthma Pilot Program.  Pediatric Asthma Pilot Program.  Expenditures 
related to a pilot program, as outlined in STC 39, focused on pediatric asthma that 
will provide a payment such as a per member/per month (PMPM) payment to 
participating providers for asthma-related services, equipment, and supports for 
management of pediatric asthma for demonstration eligible children, ages 2 
through 18 at the time of enrollment in the pilot, who have high-risk asthma.   The 
pilot may include multiple phases, and may include non-traditional services, 
supplies, and community supports for environmental home mitigation associated 
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with pediatric asthma.  The authority for this pilot program to receive FFP is not 
effective until CMS approval of the protocols and amendments to such protocols as 
outlined in STC 39(g) and (h).    
 

c. Intensive Early Intervention Services for Children with Autism Spectrum 
Disorder.  Expenditures related to evidence-based intensive early intervention 
habilitative services to MassHealth-eligible children, ages 0 to three years with a 
confirmed diagnosis of an autism spectrum disorder (ASD) who have an Individual 
Family Services Plan (IFSP) that identifies medically necessary Applied 
Behavioral Analysis-based (ABA) services, and who are not otherwise enrolled 
through the State’s currently approved section 1915(c) home and community-based 
services (HCBS) waiver, entitled “Children’s Autism Spectrum Disorder Waiver,” 
CMS base control number 40207, and because the child has not been determined to 
meet institutional level of care (LOC) requirements.   The authority for this 
program to receive FFP is not effective until CMS approval of the protocol as 
outlined in STC 40(h).    
 

d. Diversionary Behavioral Health Services.  Expenditures for benefits specified in 
Table C of Section V, STC 38 to the extent not available under the Medicaid state 
plan.  

 
e. Full Medicaid Benefits for Presumptively Eligible Pregnant Women.  Effective 

January 1, 2014, expenditures to provide full MassHealth Standard plan benefits to 
presumptively eligible pregnant women with incomes at or below 200 percent of 
the FPL.   

 
f. End of Month Coverage for Members Transitioning to Subsidized Qualified 

Health Plan (QHP) Coverage through the Massachusetts Health Connector.  
Effective January 1, 2014, expenditures for individuals who would otherwise lose 
MassHealth eligibility pending coverage in a QHP, as specified in STC 24A.    

 
g. Provisional Eligibility for Individuals Pending Verification of Eligibility 

Factors.  Expenditures for individuals who self-attest to any eligibility factor, 
except disability as specified in STC 21A. 

 
III. Medicaid Eligibility Quality Control.  Expenditures that would have been disallowed 

under section 1903(u) of the Act based on Medicaid Eligibility Quality Control findings. 
 

IV. Safety Net Care Pool (SNCP).  Expenditures for the following categories of 
expenditures, subject to overall SNCP limits and category-specific limits set forth in the 
STCs.  
 

a. Commonwealth Care. Effective through December 31, 2013, expenditures for 
premium assistance under the Commonwealth Care health insurance program for 
coverage through December 31, 2013, for individuals ages 21 and over without 
dependent children with income above 133 percent of the FPL through 300 
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percent of the FPL.  This expenditure authority expires December 31, 2013. 
 

b. Designated State Health Programs (DSHP).  Expenditures for designated 
programs that provide health services, that are otherwise state-funded, for health 
services with dates of service through June 30, 2014, as specified in Attachment E 
of the Special Terms and Conditions.    

 
c. Health Connector Subsidies.  Effective January 1, 2014, the state may claim as 

allowable expenditures under the demonstration, the payments made through its 
state-funded program to provide subsidies for individuals with incomes above 133 
percent of the FPL through 300 percent of the FPL who purchase health insurance 
through the Marketplace.  Subsidies will be provided on behalf of individuals 
who: (1) are not Medicaid eligible; (2) are eligible for the advance premium tax 
credit (APTC); and (3) whose income is above 133 percent of the FPL through 
300 percent of the FPL. 

 
d. Providers.  As described in Attachment E, and limited to the extent permitted 

under the SNCP limits under STC 49 and STC 50, expenditures for payments to 
providers, including:  acute hospitals and health systems, non-acute hospitals, and 
other providers of medical services to support uncompensated care for Medicaid 
FFS, Medicaid managed care, Commonwealth Care, and low-income uninsured 
individuals, and expenditures for payments for otherwise covered services 
furnished to individuals who are inpatients in an Institution for Mental Disease 
(IMD). 

 
e. Infrastructure and Capacity-building.  Expenditures limited to five percent of the 

aggregate SNCP cap over the period from the date of the approval letter through 
June 30, 2014, for capacity-building and infrastructure for the improvement or 
continuation of health care services that benefit the uninsured, underinsured, 
MassHealth, demonstration, and SNCP populations.  Infrastructure and capacity-
building funding may also support the improvement of health care services that 
benefit the demonstration populations as outlined in STCs 39 and 41(c).  
Activities funded under this expenditure authority are not eligible for Delivery 
System Transformation Initiative (DSTI) incentive payments. 

 
f. Delivery System Transformation Initiatives.  Expenditures pursuant to STCs 49(e) 

and 52 for incentive payments to providers for the development and 
implementation of a program that supports hospital’s efforts to enhance access to 
health care, the quality of care, and the health of the patients and families they 
serve and that will transform the current payment and delivery system models. 

 
V. Express Lane Eligibility for Parents/Caretaker Relatives Population.  Expenditures 

for parents and caretaker relatives who would not be eligible under either the state plan or 
other full-benefit demonstration populations, but for Express Lane Eligibility 
determinations.   This authority is not effective until approval of a Medicaid Express 
Lane Eligibility state plan amendment applicable to children.  
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VI. Extended Express Lane Eligibility for Children’s Population.  Expenditures for 
children who would not be eligible under the Title XIX state plan, Title XXI state child 
health plan or other full-benefit demonstration populations, but for Express Lane 
Eligibility determinations, for the period after September 30, 2013.  This authority is not 
effective until approval of a Medicaid Express Lane Eligibility state plan amendment 
applicable to children. 

 
All requirements of the Medicaid program expressed in law, regulation, and policy statements 
that are explicitly waived under the Waiver List herein shall similarly not apply to any other 
expenditures made by the state pursuant to its Expenditure Authority hereunder.  In addition, 
none of the Medicaid program requirements as listed and described below shall apply to such 
other expenditures.  All other requirements of the Medicaid program expressed in law, 
regulation, and policy statements shall apply to such other expenditures.   
 
 
The Following Title XIX Requirements Do Not Apply to These Expenditure Authorities. 
 
1. Cost Sharing      Section 1902(a)(14) insofar as it  

        incorporates Section 1916 and  
1916A 

 
To enable Massachusetts to impose premiums and cost-sharing in excess of statutory limits 
on individuals enrolled in programs under demonstration expenditure authority as outlined in 
Attachment B of the STCs. 

 
2. Out-of-State Services      Section 1902(a)(16) 
 

To exempt the state from making payments for otherwise covered services rendered to 
individuals enrolled in these demonstration programs when such benefits are rendered out-of-
state. 

 
In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential Coverage.  Expenditure 
authorities for IRP, Basic, and Essential Coverage programs expire December 31, 2013. 
 
3. Early and Periodic Screening, Diagnostic and  Section 1902(a)(43) 

Treatment Services (EPSDT)  
 

To exempt Massachusetts from furnishing or arranging for EPSDT services for individuals 
enrolled in these demonstration programs.  This authority expires December 31, 2013. 

 
4. Assurance of Transportation     Section 1902(a)(4) insofar  

as it incorporates 42 CFR 431.53  
 

To enable Massachusetts to provide benefit packages to individuals enrolled in these 
demonstration programs that do not include transportation.  This authority expires December 
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31, 2013. 
 
In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential (non-hypothetical1 Essential 
population) Coverage.  Expenditure authorities for IRP, Basic, and Essential Coverage 
programs expire December 31, 2013. 
 
5. Reasonable Promptness      Section 1902(a)(8) 
 

To enable Massachusetts to cap enrollment and maintain waiting lists for these demonstration 
programs.  This authority expires December 31, 2013. 

 
6. Mandatory Services                                                        Section 1902(a)(10)(A)  

insofar as it incorporates Section 
1905(a) 

 
To exempt the state from providing all mandatory services to individuals enrolled in these 
demonstration programs as outlined in Table B of STC 37.  This authority expires December 
31, 2013. 

 
No Title XIX Requirements are Applicable to Expenditures for the Medical Security Plan, 
Commonwealth Care, and the Safety Net Care Pool except the Following.  Expenditure 
authority for the Medical Security Plan, and Commonwealth Care programs expire December 31, 
2013. 
 
7. Actuarial Soundness                                                           42 C.F.R. 438.6(c) 
 

To enable Massachusetts to require Commonwealth Care providers to be subject to 
actuarially sound rates.  This authority expires December 31, 2013. 

                                                           
1 See section IV, Eligibility and Enrollment, for an eligibility chart describing hypothetical populations. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
SPECIAL TERMS AND CONDITIONS 

 
 
 
NUMBER:  11-W-00030/1 
     
TITLE:  MassHealth Medicaid Section 1115 Demonstration 
  
AWARDEE:  Massachusetts Executive Office of Health and Human Services 

(EOHHS) 
 
 
I. PREFACE 
 
The following are the Special Terms and Conditions (STCs) for the Massachusetts MassHealth 
section 1115(a) Medicaid demonstration (hereinafter “Demonstration”).  The parties to this 
agreement are the Massachusetts Executive Office of Health and Human Services 
(State/Commonwealth) and the Centers for Medicare & Medicaid Services (CMS).  The STCs 
set forth in detail the nature, character, and extent of Federal involvement in the Demonstration 
and the Commonwealth’s obligations to CMS during the life of the Demonstration.  The STCs 
are effective as of the date of the approval letter, unless otherwise specified.  All previously 
approved STCs are superseded by the STCs set forth below for the State’s expenditures relating 
to dates of service during this demonstration extension, unless otherwise specified.  Amendments 
to the demonstration as approved in September 2013 are effective January 1, 2014, unless 
otherwise specified.  The demonstration is set to expire on June 30, 2014. 
The STCs have been arranged into the following subject areas:  
 
I.  Preface 
II. Program Description and Objectives 
III. General Program Requirements 
IV. Eligibility and Enrollment  
V. Demonstration Programs and Benefits 
VI. Delivery System 
VII. Cost Sharing 
VIII. The Safety Net Care Pool 
IX. General Reporting Requirements 
X.  General Financial Requirements Under Title XIX 
XI. Monitoring Budget Neutrality for the Demonstration 
XII.   Evaluation of the Demonstration 
XIII.  Schedule of Deliverables for the Demonstration Extension Period 
Attachment A. Overview of Children’s Eligibility in MassHealth 
Attachment B. Cost Sharing 
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Attachment C. Quarterly Operational Report Content and Format 
Attachment D. MassHealth Historical Per Member/Per Month Limits 
Attachment E.  Safety Net Care Pool Payments 
Attachment F.  Reserved for Pediatric Asthma Pilot Program Protocols 
Attachment G. Reserved for Autism Payment Protocol 
Attachment H. Reserved for Safety Net Care Pool Uncompensated Care Cost Protocol 
Attachment I.  Hospitals Eligible for DSTI 
Attachment  J. Reserved for Master DSTI Plan and Payment and Funding Protocol 
 
II. PROGRAM DESCRIPTION AND OBJECTIVES 
 
The MassHealth demonstration is a statewide health reform effort encompassing multiple 
delivery systems, eligibility pathways, program types and benefit levels.  The demonstration was 
initially implemented in July 1997, and expanded Medicaid income eligibility for certain 
categorically eligible populations including pregnant women, parents or adult caretakers, infants, 
children and individuals with disabilities.  Eligibility was also expanded to certain non-
categorically eligible populations, including unemployed adults and non-disabled persons living 
with Human Immunodeficiency Virus (HIV).  Finally, the demonstration also authorized the 
Insurance Partnership program which provides premium subsidies to both qualifying small 
employers and their low-income employees for the purchase of private health insurance.  The 
Commonwealth was able to support these expansions by requiring certain beneficiaries to enroll 
in managed care delivery systems to generate savings.  However, the Commonwealth’s preferred 
mechanism for achieving coverage has consistently been employer-sponsored insurance, 
whenever available and cost-effective. 
 
The implementation of mandatory managed care enrollment under MassHealth changed the way 
health care was delivered resulting in a new focus on primary care, rather than institutional care.  
In order to aid this transition to managed care, the demonstration authorized financial support in 
the form of supplemental payments for two managed care organizations (MCOs) operated by 
safety net hospital providers in the Commonwealth to ensure continued access to care for 
Medicaid enrollees.  These payments ended in 2006. 
 
In the 2005 extension of the demonstration, CMS and the Commonwealth agreed to use federal 
and state Medicaid dollars to further expand coverage directly to the uninsured, funded in part by 
redirecting certain public funds that were dedicated to institutional reimbursement for 
uncompensated care to coverage programs under an insurance-based model.  This agreement led 
to the creation of the Safety Net Care Pool (SNCP).  This restructuring laid the groundwork for 
health care reform in Massachusetts, because the SNCP allowed the Commonwealth to develop 
innovative Medicaid reform efforts by supporting a new insurance program.  
 
Massachusetts’ health care reform legislation passed in April 2006.  On July 26, 2006 CMS 
approved an amendment to the MassHealth demonstration to incorporate those health reform 
changes, which expanded coverage to childless adults, and used an insurance connector 
(Marketplace) and virtual gateway system to facilitate enrollment into the appropriate program .  
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This amendment included: 
• the authority to establish the Commonwealth Care program under the SNCP to provide 

sliding scale premium subsidies for the purchase of commercial health plan coverage for 
uninsured persons at or below 300 percent of the FPL; 

• the development of payment methodologies for approved expenditures from the SNCP; 
• an expansion of employee income eligibility to 300 percent of the FPL under the Insurance 

Partnership; and  
• increased enrollment caps for MassHealth Essential and the HIV/Family Assistance 

Program.   
 
At this time there was also an eligibility expansion in the Commonwealth’s separate title XXI 
program for optional targeted low-income children between 200 percent and 300 percent of the 
FPL, which enabled parallel coverage for children in households where adults are covered by 
Commonwealth Care.  This expansion ensured that coverage is equally available to all members 
of low-income families.  With the combination of previous expansions and the recent health 
reform efforts, the MassHealth Medicaid section 1115 demonstration now covers approximately 
1.5 million low-income persons.   
   
In the 2008 extension of the demonstration, CMS and the Commonwealth agreed to reclassify 
three eligibility groups (those aged 19 and 20 under the Essential and Commonwealth Care 
programs and custodial parents and caretakers in the Commonwealth Care program) with a 
categorical link to the title XIX program as “hypotheticals” for budget neutrality purposes as the 
populations could be covered under the state plan.  As part of the renewal, the SNCP was also 
restructured to allow expenditure flexibility through a 3-year aggregate spending limit rather than 
annual limits; a gradual phase out of federal support for the Designated State Health Programs; 
and a prioritization in the SNCP to support the Commonwealth Care Program. 
 
Three amendments were approved in 2010 and 2011 to allow for additional flexibility in the 
Demonstration.  On September 30, 2010, CMS approved an amendment to allow Massachusetts 
to (1) increase the MassHealth pharmacy co-payment from $2 to $3 for generic prescription 
drugs; (2) provide relief payments to Cambridge Health Alliance totaling approximately $216 
million; and (3) provide relief payments to private acute hospitals in the Commonwealth totaling 
approximately $270 million.   
 
On January 19, 2011, CMS approved an amendment to: (1) increase authorization for Designated 
State Health Programs for state fiscal year 2011 to $385 million; (2) reclassification of 
Commonwealth Care adults without dependent children with income up to and including 133 
percent of the federal poverty level (FPL) as a “hypothetical” population for purposes of budget 
neutrality as the population could be covered under the state plan; and (3) allow the following 
populations to be enrolled into managed care: (a) participants in a Home and Community-Based 
Services Waiver; (b) Katie Beckett/ Kaileigh Mulligan children; and (c) children receiving title 
IV-E adoption assistance. 
 
Additionally, on August 17, 2011, CMS approved an amendment to authorize expenditure 
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authority for a maximum of $125.5 million for state fiscal year (SFY) 2012 for Cambridge 
Health Alliance through the SNCP for uncompensated care costs.  This funding was approved 
with the condition that it be counted toward a budget neutrality limit eventually approved for 
SFY 2012 as part of the 2011 extension. 
 
In the 2011 extension of the demonstration, CMS and the Commonwealth agreed to use federal 
and state Medicaid dollars for the following purposes: 

• support a Pediatric Asthma Pilot Program focused on improving health outcomes and 
reducing associated Medicaid costs for children with high-risk asthma; 

• offer early intervention services for children with autism who are not otherwise eligible 
through the Commonwealth’s currently approved section 1915(c) home and community-
based services waiver because the child has not been determined to meet institutional 
level of care requirements;  

• utilize Express Lane eligibility to conduct renewals for parents and caretakers to coincide 
with the Commonwealth’s intent to utilize Express Lane eligibility for children; and 

• further expand the SNCP to provide incentive payments to participating hospitals for 
Delivery System Transformation Initiatives focused on efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

 
In the most recent extension period, the Commonwealth’s goals under the demonstration were: 
 

• Maintain near-universal health care coverage for all citizens of the Commonwealth and 
reduce barriers to coverage; 

• Continue the redirection of spending from uncompensated care to insurance coverage; 
• Implement delivery system reforms that promote care coordination, person-centered care 

planning, wellness, chronic disease management, successful care transitions, integration of 
services, and measurable health outcome improvements; and 

• Advance payment reforms that will give incentives to providers to focus on quality, rather 
than volume, by introducing and supporting alternative payment structures that create and 
share savings throughout the system while holding providers accountable for quality care. 

 
Under the September 2013 amendment, the Commonwealth is revising its current demonstration 
and waiver authorities to comply with the provisions of the Affordable Care Act .  Additionally, 
this amendment will support the Commonwealth’s ability to sustain and improve its ability to 
provide coverage, affordability and access to health care under the demonstration.  The 
amendment allows Massachusetts to continue certain programs and realign other programs to 
comply with the Affordable Care Act provisions that become effective January 1, 2014.  For 
example, the amendment allows Massachusetts to sunset the Commonwealth Care (CommCare) 
Program, MassHealth Basic, MassHealth Essential, the Medical Security Program and the 
Insurance Partnership on December 31, 2013.  Then, effective January 1, 2014, eligible 
individuals in these programs with income up to 133 percent of the federal poverty level (FPL) 
will move to the Medicaid state plan and receive state plan benefits through an approved 
Medicaid state plan Alternative Benefit Plan (ABP) .  Subject to federal approval of its ABP 
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state plan amendment(s) (SPA), Massachusetts plans to establish two ABPs, one of which (ABP 
1) will be identical to MassHealth Standard and will target 19- and 20-year olds as well as 
certain groups with special health care needs, and the other of which will be a new benefit plan 
called MassHealth CarePlus.  Subject to federal approval, the benefits available under the state’s 
ABP(s) will be effective as of the date specified in the approved SPA(s).   
 
Eligible individuals with income above 133 percent of the FPL will be eligible to purchase 
insurance through Massachusetts’ health insurance Marketplace, the Health Connector.  
Additionally, some individuals will be eligible for subsidies to help them purchase health 
insurance through the Health Connector.   
 
III. GENERAL PROGRAM REQUIREMENTS 
 
1. Compliance with Federal Non-Discrimination Statutes.  The state must comply with all 

applicable federal statutes relating to non-discrimination. These include, but are not limited 
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, 
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

2. Compliance with Medicaid and CHIP Law, Regulation, and Policy.  All requirements of 
the Medicaid program and Children’s Health Insurance Program (CHIP) for the separate 
CHIP population, expressed in law, regulation, and policy statement, not expressly waived or 
identified as not applicable in the waiver and expenditure authority documents (of which 
these terms and conditions are part), must apply to the demonstration.   

3. Changes in Medicaid and CHIP Law, Regulation, and Policy.  The state must, within the 
timeframes specified in law, regulation, or policy statement, come into compliance with any 
changes in federal law, regulation, or policy affecting the Medicaid or CHIP programs that 
occur during this demonstration approval period, unless the provision being changed is 
expressly waived or identified as not applicable.   

4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy 
Statements.   

a) To the extent that a change in federal law, regulation, or policy requires either a reduction 
or an increase in federal financial participation (FFP) for expenditures made under this 
demonstration, the state must adopt, subject to CMS approval, a modified budget 
neutrality agreement as well as a modified allotment neutrality worksheet for the 
demonstration as necessary to comply with such a change.  The modified agreement will 
be effective upon the implementation of the change.  The trend rates for the budget 
neutrality agreement are not subject to change under this subparagraph.   

b) If mandated changes in the federal law require state legislation, the changes must take 
effect on the earlier of the day such state legislation becomes effective, or on the last day 
such legislation was required to be in effect under the law. 
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5. State Plan Amendments.  The state will not be required to submit title XIX or title XXI 
state plan amendments (SPAs) for changes affecting any populations made eligible solely 
through the demonstration.  If a population eligible through the Medicaid or CHIP state Plan 
is affected by a change to the demonstration, a conforming amendment to the appropriate 
state plan may be required except as otherwise noted in these STCs.  

6. Changes Subject to the Amendment Process.  Changes related to eligibility, enrollment, 
benefits, delivery systems, cost sharing, evaluation design, sources of non-federal share of 
funding, budget neutrality, and other comparable program elements specified in these STCs 
must be submitted to CMS as amendments to the demonstration.  All amendment requests 
are subject to approval at the discretion of the secretary in accordance with section 1115 of 
the Act.  The state must not implement changes to these elements without prior approval by 
CMS.  Amendments to the demonstration are not retroactive and FFP will not be available 
for changes to the demonstration that have not been approved through the amendment 
process set forth in STC 7 below. 

7. Amendment Process.  Requests to amend the demonstration must be submitted to CMS for 
approval no later than 120 days prior to the planned date of implementation of the change 
and may not be implemented until approved.  CMS reserves the right to deny or delay 
approval of a demonstration amendment based on non-compliance with these STCs, 
including, but not limited to, failure by the state to submit required reports and other 
deliverables in a timely fashion according to the deadlines specified therein.  Amendment 
requests must include, but are not limited to, the following: 

a) An explanation of the public process used by the Commonwealth consistent with the 
requirements of STC 14 to reach a decision regarding the requested amendment;  

b) A data analysis which identifies the specific “with waiver” impact of the proposed 
amendment on the current budget neutrality agreement.  Such analysis must include 
current total computable “with waiver” and “without waiver” status on both a summary 
and detailed level through the current extension approval period using the most recent 
actual expenditures, as well as summary and detailed projections of the change in the 
“with waiver” expenditure total as a result of the proposed amendment which isolates (by 
Eligibility Group (EG)) the impact of the amendment; 

c) An up-to-date CHIP allotment neutrality worksheet, if necessary; 

d) A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation including a conforming title XIX and/or title XXI 
state plan amendment, if necessary; and 

e) If applicable, a description of how the evaluation design will be modified to incorporate 
the amendment provisions. 

8. Extension of the Demonstration 
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a)  States that intend to request demonstration extensions under sections 1115(a), 1115(e) or 
1115(f) must submit an extension request no later than 12 months prior to the expiration 
date of the demonstration. The chief executive officer of the state must submit to CMS 
either a demonstration extension request or a phase-out plan consistent with the 
requirements of STC 9.  

b) Compliance with Transparency Requirements 42 C.F.R. §§ 431.412:  Effective April 
27, 2012, as part of the demonstration extension requests the state must provide 
documentation of compliance with the transparency requirements 42 C.F.R. §§ 431, 412 
and the public notice and tribal consultation requirements outlined in STC 14 as well as 
include the following supporting documentation:  

  
i. Demonstration Summary and Objectives. The state must provide a summary of the 

demonstration project, reiterate the objectives set forth at the time the demonstration 
was proposed and provide evidence of how these objectives have been met. 

ii. Special Terms and Conditions. The state must provide documentation of its 
compliance with each of the STCs.  Where appropriate, a brief explanation may be 
accompanied by an attachment containing more detailed information.  Where the 
STCs address any of the following areas, they need not be documented a second time. 

iii. Quality. The state must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO) and state quality assurance 
monitoring, and any other documentation of the quality of care provided under the 
demonstration. 

iv. Compliance with the Budget Neutrality Cap. The state must provide financial data (as 
set forth in the current STCs) demonstrating that the state has maintained and will 
maintain budget neutrality for the requested period of extension.  CMS will work with 
the state to ensure that federal expenditures under the extension of this project do not 
exceed the federal expenditures that would otherwise have been made.  In doing so, 
CMS will take into account the best estimate of current trend rates at the time of the 
extension. 

v. Interim Evaluation Report.  The state must provide an evaluation report reflecting the 
hypotheses being tested and any results available.  

9. Demonstration Phase-Out.  The state may only suspend or terminate this demonstration in 
whole, or in part, consistent with the following requirements.   

a) Notification of Suspension or Termination: The state must promptly notify CMS in 
writing of the reason(s) for the suspension or termination, together with the effective date 
and a phase-out plan.  The state must submit its notification letter and a draft phase-out 
plan to CMS no less than six (6) months before the effective date of the demonstration’s 
suspension or termination.  Prior to submitting the draft phase-out plan to CMS, the state 
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must publish on its website the draft phase-out plan for a 30-day public comment period. 
In addition, the state must conduct tribal consultation in accordance with its approved 
tribal consultation State Plan Amendment. Once the 30-day public comment period has 
ended, the state must provide a summary of each public comment received, the state’s 
response to the comment and how the state incorporated the received comment into the 
revised phase-out plan.   

 The state must obtain CMS approval of the phase-out plan prior to the implementation of 
the phase-out activities. Implementation of phase-out activities must be no sooner than 14 
days after CMS approval of the phase-out plan.  

b) Phase-out Plan Requirements: The state must include, at a minimum, in its phase-out 
plan the process by which it will notify affected beneficiaries, the content of said notices 
(including information on the beneficiary’s appeal rights), the process by which the state 
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries, 
and ensure ongoing coverage for eligible individuals, as well as any community outreach 
activities.   

c) Phase-out Procedures: The state must comply with all notice requirements found in 42 
C.F.R. section 431.206, section 431.210, and § 431.213. In addition, the state must assure 
all appeal and hearing rights afforded to demonstration participants as outlined in 42 
C.F.R. section 431.220 and section 431.221. If a demonstration participant requests a 
hearing before the date of action, the state must maintain benefits as required in 42 C.F.R. 
section 431.230. In addition, the state must conduct administrative renewals for all 
affected beneficiaries in order to determine if they qualify for Medicaid eligibility under a 
different eligibility category as discussed in the October 1, 2010, State Health Official 
Letter #10-008. 

d) Federal Financial Participation (FFP): If the project is terminated or any relevant 
waivers suspended by the state, FFP will be limited to normal closeout costs associated 
with terminating the demonstration including services and administrative costs of 
disenrolling participants. 

e) Post Award Forum: Within six months of the demonstration’s implementation, and 
annually thereafter, the state will afford the public with an opportunity to provide 
meaningful comment on the progress of the demonstration. At least 30 days prior to the 
date of the planned public forum, the state must publish the date, time and location of the 
forum in a prominent location on its website. The state can either use its Medical Care 
Advisory Committee, or another meeting that is open to the public and where an 
interested party can learn about the progress of the demonstration to meet the 
requirements of this STC. The state must include a summary of the comments in the 
quarterly report as specified in STC 58 associated with the quarter in which the forum 
was held. The state must also include the summary in its annual report as required in STC 
59. 
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10.  CMS Right to Terminate or Suspend.  CMS may suspend or terminate the demonstration, 
in whole or in part, at any time before the date of expiration, whenever it determines 
following a hearing that the state has materially failed to comply with the terms of the 
project.  CMS must promptly notify the state in writing of the determination and the reasons 
for the suspension or termination, together with the effective date.  

11. Finding of Non-Compliance.  The state does not relinquish its rights to administratively 
and/or judicially challenge CMS' finding that the state materially failed to comply.  

12. Withdrawal of Waiver Authority.  CMS reserves the right to withdraw waivers or 
expenditure authorities at any time it determines that continuing the waivers or expenditure 
authorities would no longer be in the public interest or promote the objectives of title XIX.  
The CMS will promptly notify the state in writing of the determination and the reasons for 
the withdrawal, together with the effective date, and afford the state an opportunity to request 
a hearing to challenge CMS’ determination prior to the effective date.  If a waiver or 
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with 
terminating the waiver or expenditure authority, including services and administrative costs 
of disenrolling participants.  

13. Adequacy of Infrastructure.  The Commonwealth will ensure the availability of adequate 
resources for implementation and monitoring of the demonstration, including education, 
outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing 
requirements; and reporting on financial and other demonstration components. 

14. Public Notice, Tribal Consultation, and Consultation with Interested Parties.  The state 
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 
27, 1994) and the tribal consultation requirements pursuant to section 1902(a)(73) of the Act 
as amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009 and 
the tribal consultation requirements at outlined in the state’s approved state plan, when any 
program changes to the demonstration including (but not limited to) those referenced in STC 
6, are proposed by the state.  In states with federally recognized Indian tribes, Indian health 
programs, and/or Urban Indian organizations, the state must to submit evidence to CMS 
regarding the solicitation of advice from these entities prior to submission of any amendment 
or extension of this demonstration.  The state must also comply with the Public Notice 
Procedures set forth in 42 C.F.R. section 447.205 for changes in statewide methods and 
standards for setting payment rates. 

15. Quality Review of Eligibility.  The Commonwealth will continue to submit by December 
31st  of each year an alternate plan for Medicaid Eligibility Quality Control (MEQC) as 
permitted by federal regulations at 42 C.F.R. section 431.812(c).  Based on the approved 
MEQC activities, the Commonwealth will be assigned a payment error rate equal to the FFY 
1996 state error rate for the duration of this section 1115 demonstration project. 

16. FFP.  No federal matching funds for expenditures for this demonstration will take effect until 
the effective date identified in the demonstration approval letter.   
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IV. ELIGIBILITY AND ENROLLMENT 
 
17. Eligible Populations.   This demonstration affects mandatory and optional Medicaid state 

plan populations as well as populations eligible for benefits only through the demonstration.    

The criteria for MassHealth eligibility are outlined in a Table A at the end of section IV of 
the STCs which shows each specific group of individuals; under what authority they are 
made eligible for the demonstration; the name of the eligibility and expenditure group under 
which expenditures are reported to CMS and the budget neutrality expenditure agreement is 
constructed; and the corresponding demonstration program under which benefits are 
provided.  Attachment A provides a complete overview of MassHealth coverage for children, 
including the separate title XXI CHIP program, which is incorporated by reference.   

Eligibility is determined based on an application by the beneficiary. . 

MassHealth defines the age of a dependent child for purposes of the parent/caretaker relative 
coverage type as a child who is younger than age 19.  A caretaker relative is eligible under 
this provision only if the parent is not living in the household.  

18. Retroactive Eligibility.  Retroactive eligibility is provided in accordance to Table D. 

19. Calculation of Financial Eligibility.  Through December 31, 2013, financial eligibility for 
demonstration programs is determined by comparing the family group’s gross income with 
the applicable income standard for the specific coverage type.  The monthly income 
standards are determined according to annual Federal Poverty Level (FPL) standard 
published in the Federal Register.   

Effective January 1, 2014,  financial eligibility for demonstration programs is determined by 
comparing the family’s Modified Adjusted Gross Income (MAGI) with the applicable 
income standard for the specific coverage type, with the exception of adults aged 19 and 
above who are determined eligible on the basis of disability and whose financial eligibility is 
determined as described below.  MAGI income counting methodologies will also be applied 
to disabled adults in determining eligibility for MassHealth Standard and CommonHealth; 
however, household composition for disabled adults will always be determined using non-tax 
filer rules, regardless of whether the individual files income taxes or is claimed as a 
dependent on another person’s income taxes.  Specifically, MassHealth will apply the five 
percent income disregard to disabled adults for the purposes of MassHealth Standard 
eligibility at the 133 percent FPL threshold. 

20. Express Lane Eligibility.  The Medicaid state agency may rely on a finding from an Express 
lane agency when determining whether a parent or caretaker satisfies one or more 
components of eligibility derived through the Medicaid state plan or demonstration at the 
time of redetermination.  The authority to provide Express Lane eligibility procedures for 
parents and caretakers is not effective until the effective date of the companion Medicaid 
state plan amendment applicable to children.  All procedures outlined in the companion 
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Medicaid Express Lane Eligibility SPA must also apply to Express Lane eligibility 
determinations for parents and caretakers.  

 
The authority to provide Express Lane eligibility procedures will also remain in effect 
through the renewal period for children notwithstanding sunset dates for Express Lane 
Eligibility under title XIX and title XXI applicable to the companion state plan amendments.  
This authority is subject to approval of the Medicaid Express Lane Eligibility state plan 
amendment. 

 
21. Hospital-Determined Presumptive Eligibility effective January 1, 2014. Effective January 

1, 2014, hospitals that elect to do so may make presumptive eligibility determinations for 
individuals who appear eligible for HIV-Family Assistance or the Breast and Cervical Cancer 
Treatment Program under the demonstration, in addition to populations that are eligible in 
accordance with the Medicaid state plan.  The hospital-determined presumptive eligibility 
benefit for pregnant women and unborn children is a full MassHealth Standard benefit.  
 
Presumptive Eligibility through December 31, 2013.  Effective through December 31, 
2013, presumptive eligibility is offered to certain children who appear eligible for 
MassHealth Standard or Family Assistance as well as pregnant women who appear eligible 
for MassHealth Prenatal program.   

Presumptive eligibility begins 10 calendar days prior to the date the Medical Benefit Request 
(MBR) is received at the MassHealth Enrollment Center (MEC) or MassHealth outreach site 
and lasts until MassHealth makes an eligibility determination (but no longer than 60 days).  If 
information necessary to make the eligibility determination is not submitted within 60 days 
after the begin date, the MBR will be deactivated and presumptive eligibility will end.   

A child may receive presumptive eligibility only once in a 12-month period.   

A presumptively-eligible child receiving services under the Family Assistance program is not 
assessed a monthly health insurance MassHealth premium. 
 

21A. Provisional Eligibility.  Effective January 1, 2014, MassHealth will accept self-attestation 
for all eligibility factors, except for disability status, in order to determine eligibility and may 
require post-eligibility verification from the applicant (see below for provision of benefits 
relating to the reasonable opportunity for the verification of immigration and citizenship 
status).  If MassHealth is unable to verify eligibility through federal and state data hubs, or if 
the information provided by an applicant is not reasonably compatible with the information 
available through the data hubs, MassHealth will require further verifications from the 
applicant.  Necessary verifications are required within 90 days of the eligibility determination 
in order to maintain enrollment.  This 90-day period for post-eligibility verification is known 
as “provisional eligibility.  The Commonwealth must not provide retroactive coverage until 
eligibility during the retroactive period has been verified through federal and state data hubs 
or, if the information provided by an applicant is not reasonably compatible with the 
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information available through the data hubs, until MassHealth has obtained further 
verifications from the applicant verifying eligibility during the retroactive period.  For 
individuals eligible for the New Adult Group, the Commonwealth may not claim the 
expansion state  Federal Medical Assistance Percentage (FMAP) or the newly eligible FMAP 
for individuals whose eligibility has not been verified within that 90 day provisional 
eligibility period, but may claim the regular FMAP for those individuals for no longer than a 
90 day period of benefits. 

 
Provisional eligibility begins on the date the paper application is received at the MassHealth 
Enrollment Center (MEC) or MassHealth outreach site, or an electronic application is 
submitted through the Health Insurance Marketplace online system.  

The Commonwealth will continue to follow the rules for the reasonable opportunity to verify 
immigration and citizen status as required under federal law.  The reasonable opportunity 
period for immigration, citizenship and identity verification will be aligned with the 90 day 
period, including the ten day retroactive eligibility period. 

An individual may receive provisional eligibility no more than once within a twelve-month 
period, starting with the effective date of the initial provisional eligibility period, unless the 
individual is transitioning from a Qualified Health Plan (QHP) with an Advanced Premium 
Tax Credit (APTC), or if the individual self-attests pregnancy.  In those cases, an individual 
may receive provisional eligibility before such 12 month period has passed.  
 

22. Verification of Breast or Cervical Cancer or Human Immunodeficiency Virus (HIV).  
For individuals who indicate on the application that they have breast or cervical cancer or 
HIV, a determination of eligibility will be made in accordance with the procedures described 
in STC 21A.  Persons who have not submitted verification of breast cancer, cervical cancer, 
or HIV diagnosis within 90 days of the eligibility determination will subsequently have their 
eligibility redetermined as if they did not have breast cancer, cervical cancer, or HIV.   

 
23. Eligibility Exclusions.  Notwithstanding the eligibility criteria outlined in this section or in 

Table A, the following individuals are excluded from this demonstration.  Payments or 
expenditures related to uncompensated care for such individuals as defined in STC 49(c), 
however, may be included as allowable expenditures under the Safety Net Care Pool 
(SNCP), including the Designated State Health Programs (DSHP). 

 
Individuals 65 years and older (unless a parent or caretaker relative of a child 18 
years old or younger or an enrollee in the Medical Security Plan) 
Individuals who are institutionalized 
Participants in Program of All-Inclusive Care of the Elderly (PACE) 
Refugees served through the Refugees Resettlement Program 

 
24. Enrollment Caps.  The Commonwealth is authorized to impose enrollment caps on 

populations made eligible solely through the demonstration, except that enrollment caps may 
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not be imposed for the demonstration expansion population groups listed as “Hypotheticals” 
in Table A.  Setting and implementing specific caps are considered amendments to the 
demonstration and must be made consistent with section III, STC 7.   
 

24A. End of Month Coverage for Members Transitioning to Subsidized QHP Coverage 
through the Massachusetts Health Connector.  Effective January 1, 2014, when a 
MassHealth member’s enrollment is being terminated due to a change in circumstance that 
makes the member ineligible for MassHealth but eligible for subsidized QHP coverage 
through the Connector, MassHealth will extend the member’s last day of coverage to the end 
of the month before QHP coverage may feasibly become effective.  If the termination 
otherwise would have been effective on or before the 15th of a given month, then MassHealth 
coverage will be extended to the end of that month. If the termination otherwise would have 
been effective on or after the 16th of a given month, then MassHealth coverage will be 
extended to the end of the following month. 

 
24B.Temporary Authority: Transition to New Programs 

 
The Commonwealth will extend the eligibility of enrollees who will need a redetermination 
between October 1, 2013 and December 15, 2013 to a reasonable date in 2014.  
MassHealth will continue processing change of circumstance requests and periodic data 
match results during this time. 



 

MassHealth                                                                                                                                                                                                                     Page 14 of 118 
Demonstration Approval Period:  December 20, 2011, through June 30, 2014 
Amended October 1, 2013 
 

Table A. MassHealth State Plan Base Populations1 (See STC 63(f) for terminology) 

Medicaid 
Mandatory and 

Optional State Plan 
Groups 

 (Categorical 
Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

AFDC-Poverty Level 
infants 

< Age 1: 0 through 
185%  Title XIX Base Families Standard Up to 60 days presumptive eligibility 

for children with unverified income 

Medicaid Expansion 
infants 

< Age 1:  185.1 through 
200%  

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 

1902(r)(2) Children 
 

1902(r)(2) XXI RO 
 

Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children and 
Independent Foster 
Care Adolescents 

• Age 1 - 5: 0 through 
133%  

 
• Age 6 - 17: 0 

through 114%  
 
• Independent Foster 

Care Adolescents 
aged out of DCF 
until the age of 21 
without regard to 
income or assets 
 

• Former Foster Care 
Adolescents until 
the age of 26 
without regard to 
income or assets 
(effective January 

Title XIX Base Families Standard Up to 60 days presumptive eligibility 
for children with unverified income 

                     
1 Massachusetts includes in the MassHealth demonstration almost all the mandatory and optional populations aged under 65 eligible under the state plan.  All Standard and 
CommonHealth members who have access to qualifying private insurance may receive premium assistance plus wrap-around benefits.  The Massachusetts state plan outlines 
all covered populations not specifically indicated here.   
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1, 2014) 

AFDC-Poverty Level 
Children 
 
 
Medicaid Expansion 
Children I 

• Age 6 - 17: 114.1% 
through 133%  

 
• Age 18: 0 through 

133%  

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 
 

Base Families 
 
 

Base Families XXI RO 

Standard Up to 60 days presumptive eligibility 
for children with unverified income 
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Table A. MassHealth State Plan Base Populations (continued)* 

Medicaid Mandatory 
and Optional State Plan 

Groups  
(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Medicaid Expansion 
Children II 

Ages 1 - 18: 133.1 through 
150%  

• Title XIX if insured at 
the time of application  

• Title XXI if uninsured 
at the time of 
application 

• Funded through title 
XIX if title XXI is 
exhausted 

1902(r)(2) Children 
 

1902(r)(2) XXI RO 
Standard 

Up to 60 days presumptive 
eligibility for children with 

unverified income 

Medicaid Expansion 
Children II  (effective 
January 1, 2014) 

Ages 19 and 20: 133.1 
through 150% Title XIX 1902(r)(2) Children 

 Standard  

 
CHIP Unborn Children 
(effective January 1, 2014) 

0 through 200% Title XXI n/a Standard  

Pregnant women   0 through 185% Title XIX Base Families Standard  

Pregnant women ages 19 
and older considered 
presumptively eligible  

0 through 185% 
 Title XIX Base Families Prenatal 

Presumptive eligibility for 
pregnant women with self-

declared income 
Parents and caretaker 
relatives ages 19 through 
64 eligible under section 
1931 and Transitional 
Medical Assistance 

0 through 133% Title XIX Base Families Standard  

Disabled children under 
age 19  0 through 150% Title XIX Base Disabled Standard  

Disabled adults ages 19 
through 64  0 through 114% Title XIX Base Disabled Standard  

Non-working disabled 
adults ages 19 through 64 Above 133% Title XIX Base Disabled CommonHealth 

Must spend-down to medically 
needy income standard to 

become eligible as medically 
needy 

Pregnant women  185.1 through 200% Title XIX 1902(r)(2) Children Standard  
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Pregnant women age 19 
and older considered 
presumptively eligible 

185.1 through 200% Title XIX 1902(r)(2) Children Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 
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Table A. MassHealth State Plan Base Populations (continued)* 
Medicaid Mandatory 

and Optional State Plan 
Groups 

 (Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

“Non-qualified Aliens” or 
“Protected Aliens” 

Otherwise eligible for 
Medicaid under the State Plan Title XIX 

Base Families 
Base Disabled 

1902(r)(2) Children 
1902(r)( 2) Disabled 

New Adult Group (New 
Adult Group coverage 

begins January 1, 2014)  

Limited 

Member eligible for 
emergency services only under 
the state Plan and the 
demonstration. 
 
 Members who meet the 
definition and are determined 
to have a disability are 
included in the Base Disabled 
EG 
 
Members who are determined 
eligible via 1902(r)2 criteria 
are included in the 1902(r)(2) 
EG 

Disabled adults ages 19 
through 64  114.1 through 133% Title XIX 1902(r)(2) Disabled Standard  

Effective through 
December 31, 2013, 
Individuals eligible under 
the Breast and Cervical 
Cancer Treatment 
Program (BCCTP) with 
income through 250% 
FPL. 
 
Effective January 1, 2014, 
Individuals eligible under 
the BCCTP with income 
above 133% through 
250% FPL. 
 
 

0 through 250% 
(through December 31, 2013) 

 
>133 through 250%  

(effective January 1, 2014) 

Title XIX BCCTP Standard  
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Children eligible under 
TEFRA section 134, SSA 
section 1902(e)(3) and 42 
U.S.C. 1396a(e)(3) 
(Kaileigh Mulligan kids) 

• Age 0 – 17 
• Require hospital or 

nursing facility level of 
care 

• Income < or = to $72.81, 
or deductible 

• $0 through $2,000 in 
assets 

Title XIX Base Disabled Standard 
Income and assets of their 
parents are not considered in 
determination of eligibility 

Children receiving title 
IV-E adoption assistance 
 

• Age 0 through 18 Title XIX Base Families Standard 

 
Children placed in subsidized 
adoption under title IV-E of 
the Social Security Act 
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Table A. MassHealth State Plan Base Populations (continued)* 
 

Medicaid Mandatory 
and Optional State Plan 

Groups 
 (Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Special Home and 
Community-Based Waiver 
(HCBW) Group 
(individuals who without 
the HCBW would be 
eligible for Medicaid if in 
an institution) 

• 0 through 300% SSI 
Federal Benefits Rate 

• $0 through $2,000 in 
assets 

Title XIX Base Disabled Standard 

All other participants under 
age 65 in a HCBW are 
reflected in other Base 
Eligibility Groups in this 
chart.  

 

Affordable Care Act New 
Adult Group (effective 
January 1, 2014) 

•  Ages 19 and 20: 0 
through 133% 

• Individuals with HIV  or 
breast or cervical cancer: 
0 through 133% 

• Individuals receiving 
services or on a waiting 
list to receive services 
through the Department 
of Mental Health: 0 
through 133%  

• Adults ages 21-64: 0 
through 133% 
 

 Title XIX  Category VIII 

 
Subject to approval 
of Massachusetts’ 

Medicaid 
Alternative Benefit 

Plan SPA(s)  
(effective January 1, 

2014): 
 
 
 
 
 
 
 

 
 
Ages 19 and 20 treated as 
children and entitled to 
EPSDT  
 
 
 
 
 
 
Individuals exempt from 
mandatory enrollment in an 
Alternative Benefit Plan may 
enroll in Standard 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Groups with a 
Categorical Link Made 

Eligible through the 
Demonstration 

(“Hypotheticals”) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Higher income children 
with disabilities  

• < Age 1: 200.1 
through 300%  

 
 
• Ages 1 - 18: 150.1 

through 300%  

• Title XIX if insured at 
the time of application 
or in crowd-out status*  

 
• Title XXI via the 

separate XXI program 
(Funded through title 
XIX if title XXI is 
exhausted) 

CommonHealth 
 
 
 
 

CommonHealth XXI  
 
 

CommonHealth 
 

The CommonHealth program 
existed prior to the separate 
XXI Children’s Health 
Insurance Program and was not 
affected by the maintenance of 
effort date.  The 
CommonHealth program is 
contained in the separate XXI 
state plan and as authorized 
under this 1115 demonstration.  
Certain children derive 
eligibility from both the 
authority granted under this 
demonstration and the separate 
XXI program.   

Higher income children 
with disabilities ages  0 
through 18 

Above 300% Title XIX CommonHealth CommonHealth 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL 

Higher income adults with 
disabilities ages 19 
through 64 working 40 
hours a month or more 

Above 133% 
(Effective January 1, 

2014, above 150% for 
19- and 20-year olds) 

Title XIX CommonHealth CommonHealth 
(“working”) 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

Effective through 
December 31, 2013, 19 
and 20 year olds 

0 through 300%  Title XIX CommCare-19-20 Commonwealth Care  

Effective through 
December 31, 2013, 19 
and 20 year olds  

0 through 100% Title XIX Essential-19-20 Essential  

Effective through 
December 31, 2013, 
Parents and caretaker 
relatives eligible per 
above, except for income 

133.1 through 300%  Title XIX CommCareParents Commonwealth Care  

Effective through 
December 31, 2013,  

At or below 133% Title XIX CommCare-133 Commonwealth Care  
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Low-income adults 
 
 
* Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within Title XXI. 
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Table A. MassHealth Demonstration Expansion Populations (See STC 63(f) for terminology) 

Populations Made Eligible 
through the Demonstration 

 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Children ages 1 through 18 
(Non-disabled) 

150.1 through 200 
 
 

Above 200 to 300% 
(effective January 1, 

2014) 

• Title XIX if 
insured at the 
time of 
application  

 
• Title XXI via 

the separate 
XXI program 
if uninsured 

 
(Funded through 
title XIX if title 

XXI is exhausted) 

 
 
 
 
 
 
 

e-Family Assistance 
 
 

Fam Assist XXI 
(if XXI is exhausted) 

 
Family Assistance 

 
• Premium 

Assistance 
• Direct Coverage 

 
The premium 
assistance payments 
and FFP will be 
based on the 
children’s eligibility.  
Parents are covered 
incidental to the 
child.  No additional 
wrap other than 
dental is provided to 
ESI. 

Children ages 1 through 18 from 150-200% 
FPL were made eligible under the authority 
provided by the 1115 demonstration prior to 
the establishment of the separate title XXI 
Children’s Health Insurance Program and 
were not affected by the maintenance of 
effort date.  With the establishment of the 
XXI program, children who are uninsured at 
the time of application derive eligibility 
from both the authority granted under this 
demonstration and the separate XXI 
program.  
 
Effective January 1, 2014, children ages 1 
through 18 from 200-300% FPL who are 
insured at the time of application are 
eligible under the 1115 demonstration.. 

Effective through December 
31, 2013, adults under the age 
of 65 who are not otherwise 
eligible for medical 
assistance who work for a 
qualified small employer and 
purchase ESI 

At or below 300% Title XIX IRP 

Family Assistance/ 
Insurance 

Partnership 
(effective through 

December 31, 2013) 

Enrollment in Family Assistance allows an 
individual to receive premium assistance 
through the Insurance Partnership.  No 
additional wraparound is provided. 
 
Individuals whose spouse or noncustodial 
children are receiving MassHealth must 
enroll in a health plan that provides 
coverage to the dependents. 

Adults under the age of 65 
who are not otherwise 
eligible for medical 
assistance who work for a 
small employer and purchase 
ESI (effective January 1, 
2014) 

133.1 through 300% Title XIX SEB 

Small Business 
Employee Premium 
Assistance (effective 

January 1, 2014) 
 

Individuals must not be eligible for any 
other MassHealth coverage or for APTCs. 
 
 
No additional wraparound benefits are  
provided. 
 
Individuals whose spouse or children are 
receiving MassHealth premium assistance 
for a policy that is available to the 
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individual are not entitled to this benefit. 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Populations Made Eligible 
through the Demonstration 

 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Effective through December 
31, 2013, individuals aged 19 
through 64 Long-term 
unemployed individuals or 
members of  a couple and a 
client of DMH and/or 
receiving Emergency Aid to 
the Elderly, Disabled and 
Children (EAEDC), not 
otherwise eligible for medical 
assistance 

0 through 100% Title XIX Basic Basic 

Premium assistance is offered in lieu of direct 
coverage when qualified cost effective private 
insurance is available.  Wrap around coverage 
is not provided when premium assistance is 
paid. 
 
Direct Coverage:  When there is no qualified 
cost effective private insurance, direct 
coverage is furnished through managed care, 
except that hospice services are covered FFS 
in community and certain in-patient settings, 
if requested and the conditions for hospice 
services are met.   

Effective through December 
31, 2013, individuals aged 21 
through 64 Long-term 
unemployed individuals or 
members of a couple, and 
neither a client of DMH or 
receiving EAEDC, not 
otherwise eligible for medical 
assistance 

0 through100% Title XIX Essential Essential 

Premium assistance is offered in lieu of direct 
coverage when there is qualified cost effective 
private insurance is available.  Through 
December 31, 2013, wrap around coverage is 
not provided when premium assistance is 
paid.   
 
Direct Coverage: When there is no qualified 
cost effective private insurance, direct 
coverage is furnished through managed care, 
except that hospice services are covered FFS 
in community and certain in-patient settings if 
requested and the conditions for hospice 
services are met.   

Effective through December 
31, 2013,  Families receiving 
unemployment benefits, not 
otherwise eligible for medical 
assistance. 

At or below 400% Title XIX MSP Medical Security 
Plan  

Effective through December 
31, 2013, Individuals with 
HIV not otherwise eligible 
for medical assistance with 
income through 200% FPL. 
 

0 through 200% 
 

Above 133 to 200% 
Title XIX e-HIV/FA Family Assistance 

Premium assistance is offered in lieu of direct 
coverage when there is access to other 
insurance.  Additional wraparound to private 
insurance is provided. 
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Effective January 1, 2014, 
Individuals with HIV not 
otherwise eligible for medical 
assistance with income above 
133% through 200% FPL. 
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Table A. MassHealth Demonstration Expansion Populations  

Populations Made Eligible through the Demonstration 
(Additional populations) 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

Additional 
comments 

Effective through December 31, 2013, individuals aged 21and 
older, not otherwise eligible for medical assistance, with no 
access to ESI, Medicare, or other subsidized health insurance 
programs, and who are not otherwise eligible under MassHealth 
or the State plan, including the following groups:2* 
• Low-income adults; 
• Pregnant women aged 21and older; 
• Individuals living with HIV; and 
• Adults working for an employer with 50 or fewer 

employees who offers no insurance or who contributes < 
33% (or < 20% for family coverage)  towards insurance 
costs 

 
 
•  133.1% through 300%; 
•  200.1 through 300%;  
•  200.1 through 300%; 
• At or below 300% Title XIX 

 
 

SNCP-CommCare  
 
 

Commonwealth 
Care Program 

 

 
 
 

 

                     
2 Through December 31, 2013, parents and caretaker relatives in Commonwealth Care, individuals aged 19 and 20, and low-income adults with income at or below 133 percent 
of the FPL enrolled in Commonwealth Care are counted as hypothetical base populations and expenditures for these populations are reported under the EGs specified on page 
15. 
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V. DEMONSTRATION PROGRAMS AND BENEFITS  
 
25. Demonstration Programs.  The demonstration provides health care benefits to eligible 

individuals and families through the following specific programs.  The demonstration 
program for which an individual is eligible is based on the criteria outlined in Table A of 
section IV of the STCs.  Table B in STC 37, provides a side-by-side analysis of the benefits 
offered through these MassHealth programs. 

 
26. MassHealth Standard  Individuals enrolled in Standard receive state plan services including 

for individuals under age 21, Early and Periodic Screening Diagnostic and Treatment 
(EPSDT) benefit.  Benefits are provided either through direct coverage, cost effective 
premium assistance or a combination of both (benefits wrap).  Premium assistance will be 
furnished in coordination with STC 44. 

 
Beginning January 1, 2014, individuals in the Affordable Care Act New Adult Group (New 
Adult Group) will be eligible for benefits provided, at minimum, through the state’s 
approved alternative benefit plan (ABP) SPA(s).  Benefits will be provided either through 
direct coverage, cost effective premium assistance, or a combination of both (benefits wrap).  
Premium assistance will be furnished in coordination with STC 44. 
Subject to federal approval, the benefits available under the state's ABP(s) will be effective 
as of the date specified in the approved SPA(s).   
 

27. MassHealth Breast and Cervical Cancer Treatment Program (BCCTP).  The BCCTP is 
a health insurance program for individuals in need of treatment for breast or cervical cancer. 
This program offers MassHealth Standard benefits to individuals under 65 who do not 
otherwise qualify for MassHealth.      
 

28. MassHealth CommonHealth.  Individuals enrolled in CommonHealth receive the same 
benefits as those available under Standard; individuals under age 21 receive EPSDT services 
as well.  Benefits are provided either through direct coverage, cost effective premium 
assistance or a combination of both.  Premium assistance will be furnished in coordination 
with STC . 
 

29. MassHealth Family Assistance.  Individuals enrolled in Family Assistance receive benefits 
similar to those provided under Standard.  The Commonwealth may waive its requirement 
for children with access to ESI to enroll in ESI if the Commonwealth determines it is more 
cost effective to provide benefits under direct Family Assistance coverage than to provide 
premium assistance.  There are two separate categories of eligibility under Family 
Assistance: 

 
a) Family Assistance-HIV/AIDS.  Unlike other coverage types, persons with HIV who 

have access to ESI do not have to enroll in available ESI; however, if they choose to 
receive premium assistance, the Commonwealth will provide covered services that are 
not available from the ESI plan on a fee-for-service (FFS) basis.     
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b) Family Assistance-Children. Children can be enrolled in Family Assistance if their 
family’s gross income is between 150 percent and 200 percent of the FPL.  Beginning 
January 1, 2014, the upper income threshold will increase to 300 percent of the FPL.  
Only premium assistance is provided if ESI is available to these children that is cost-
effective, meets a basic benefit level (BBL), and for which the employer contributes at 
least 50 percent of the premium cost.  Parents of children eligible for Family Assistance 
may receive coverage themselves for ESI subsidized by Family Assistance if they work 
for a qualified employer.  However, the premium assistance payment is based on the 
children’s eligibility.Direct coverage is provided for children only during the 
presumptive/provisional eligibility period and the time span while the Commonwealth is 
investigating availability of and enrolling the child in ESI.  Direct coverage Family 
Assistance under the separate title XXI program is provided through an MCO or the PCC 
plan for children without access to ESI.  

 
 

30. MassHealth Insurance Partnership (IRP).  Effective through December 31, 2013, the 
Commonwealth makes premium assistance payments available to certain members 
(including adults without children) with a gross family income at or below 300 percent of the 
FPL, who have access to qualifying ESI, and where a qualified small employer contributes at 
least 50 percent toward the premium.  This program will sunset on December 31, 2013. 
 
This design creates an overlap between the Insurance Partnership and premium assistance 
offered under the Standard, CommonHealth, and Family Assistance programs.  The 
Insurance Partnership program has two components: 1) assisting employers with their health 
insurance costs through an Insurance Partnership employer payment; and 2) assisting 
employees with payment of health insurance premiums through a premium assistance 
payment.  The Insurance Partnership employee payment is based on amounts limited by state 
legislation to the value of the subsidies specified for the Commonwealth Care program.   

 
Qualified employers will receive Insurance Partnership payments for each MassHealth 
member who receives premium assistance from MassHealth, no matter which MassHealth 
coverage type the member receives.  All premium assistance payments made on behalf of 
MassHealth eligible members are eligible for FFP at the appropriate federal matching rate as 
well as IRP payments to employers offering “new” health insurance (insurance not offered 
prior to January 1, 1999). 

 
In order to provide for a smooth phase-out of the Insurance Partnership program, MassHealth 
will stop accepting new small businesses as participants in Insurance Partnership as of 
September 1, 2013. 

 
30A. MassHealth Small Business Employee (SBE) Premium Assistance.  Effective  January 

1, 2014, the Commonwealth will make premium assistance payments available to certain 
individuals whose gross family income is greater than 133 percent of FPL and up to 300 
percent of the FPL, who work for employers with 50 or fewer employees who have access 
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to qualifying ESI, and where the member is ineligible for other subsidized coverage 
through MassHealth or the Health Connector.  

 
This program offers continuity to members who were previously covered by the Insurance 
Partnership program.  .   

     
31. MassHealth Basic. Effective through December 31, 2013 individuals enrolled in Basic are 
receiving Emergency Aid to Elders, Disabled, and Children (EAEDC) or are Department of 
Mental Health (DMH) clients who are long-term or chronically unemployed.  This 
demonstration program provides either direct coverage through a managed care plan or premium 
assistance if qualified cost effective private insurance is available.  This demonstration program 
will sunset on December 31, 2013. 
 
32. MassHealth Essential.  Effective through December 31, 2013  individuals enrolled in 

Essential are low-income, long-term unemployed individuals who are not eligible for Basic.  
This demonstration program provides either direct coverage through a managed care plan or 
premium assistance if qualified cost effective private insurance is available.  This 
demonstration program will sunset on December 31, 2013. 

 
33. MassHealth Limited.  Individuals are enrolled in Limited if they are federally non-qualified 

non-citizens, whose immigration status makes them ineligible for other MassHealth 
programs.  These individuals receive emergency medical services only. 
 

34. MassHealth Prenatal.  Effective through December 31, 2013, pregnant women are enrolled 
in Prenatal if they have applied for Standard and are waiting for eligibility approval.  These 
individuals receive short-term outpatient prenatal care (not including labor and delivery).  
This demonstration program will sunset on December 31, 2013. 
 

35. Medical Security Plan (MSP).  Effective through December 31, 2013 individuals are 
enrolled in MSP, a health plan provided by the Division of Unemployment Assistance 
(DUA), if they are receiving unemployment compensation benefits under the provisions of 
Chapter 151A of the Massachusetts General Laws.  MSP provides health insurance to 
enrollees through premium assistance and direct coverage. Under premium assistance, partial 
premiums are paid for continuation of qualified ESI which began while the individual was 
still employed.  Direct coverage is provided by DUA through enrollment in a health plan for 
an individual who does not have continued ESI available, or if the individual qualifies for a 
hardship waiver.  Premiums are required for those with incomes over 150 percent of the FPL 
on a sliding scale fee schedule.  This demonstration program will sunset on December 31, 
2013. 
 

36. Commonwealth Care (CommCare).  Effective through December 31, 2013, CommCare is 
a commercial insurance-based premium assistance program administered by the 
Commonwealth Health Insurance Connector Authority (Connector or Connector Authority), 
an independent state agency.  Premium assistance is offered for the purchase of health 
benefits from an MCO either licensed under MGL c. 175 by the Massachusetts Division of 
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Insurance or substantially compliant with licensure requirements, as determined by the 
Connector Authority.  Total payments to the MCO must be actuarially sound, in accordance 
with the standards outlined in 42 C.F.R. Part 438.6(c).  This demonstration program will 
sunset on December 31, 2013. 
 

37. Benefits Offered under Certain Demonstration Programs.  
 

Table B. MassHealth Direct Coverage Benefits 

Benefits Standard Common 
Health 

Family 
Assistance 

Basic\ 
Effective 
through 
12/31/13 

Essential 
Effective 
through 
12/31/13 

EPSDT X X    

Inpatient Acute Hospital X X X X X 

Adult Day Health X X    

Adult Foster Care** X X    

Ambulance (emergency) X X X X X 

Audiologist Services X X X X  

Behavioral Health Services 
(mental health and substance 
abuse) 

X X X X X 

Chapter 766 Home 
Assessment*** X X X   

Chiropractic Care X X X X  

Chronic Disease and 
Rehabilitation Hospital  
Inpatient 

X X X   

Community Health Center 
(includes FQHC and RHC 
services) 

X X X X X 

Day Habilitation**** X X    

Dental Services X X X X X 

Diversionary Behavioral 
Health Services X X X X X 

Durable Medical Equipment 
and Supplies X X X X X 

Early Intervention X X X   

Intensive Early Intervention 
Services for Eligible Children 
with Autism Spectrum 
Disorder 

X X X X X 

Family Planning X X X X X 
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Benefits Standard Common 
Health 

Family 
Assistance 

Basic\ 
Effective 
through 
12/31/13 

Essential 
Effective 
through 
12/31/13 

Hearing Aids X X X X  

Home Health X X X X  

Hospice3 X X X X X 

Laboratory/X-ray/ Imaging X X X X X 

Medically Necessary Non-
emergency Transport X X    

Nurse Midwife Services X X X X  

Nurse Practitioner Services X X X X X 

Orthotic Services X X X X  

Outpatient Hospital X X X X X 

Outpatient Surgery X X X X X 

Oxygen and Respiratory 
Therapy Equipment X X X X X 

Personal Care X X    

Pharmacy X X X X X 

Physician X X X X X 

Podiatry X X X X X 

Private Duty Nursing X X    

Prosthetics X X X X X 

Rehabilitation X X X X X 

Renal Dialysis Services X X X X X 

Skilled Nursing Facility X X    

Speech and Hearing Services X X X X X 

Targeted Case Management X X    

Therapy: Physical, 
Occupational, and Speech/ 
Language 

X X X X X 

Vision Care X X X X 
 

Only 
exam and 

testing 

                     
3 The MassHealth Basic and Essential program benefit packages include the following hospice services: routine 
home care (community setting); continuous home care (community setting); inpatient respite care; and general 
inpatient care. 
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Benefits Standard Common 
Health 

Family 
Assistance 

Basic\ 
Effective 
through 
12/31/13 

Essential 
Effective 
through 
12/31/13 
services 
provided 

by a  
physician 

or 
optometri

st 
 Chart Notes: 
 *Basic and Essential Programs - The Basic and Essential programs will 

sunset on December 31, 2013.  Beginning January 1, 2014, Medicaid state 
plan benefits for the new adult group will be provided as specified in the 
approved ABP benefits state plan amendment(s). 

 **Adult Foster Care Services – These services are State state plan services 
and the definition of these services may vary contingent upon the approved 
State state plan.  In general, the services are assistance with activities of daily 
living and instrumental activities daily living, supportive services, nursing 
oversight and care management  provided in a qualified private home by a 
principal caregiver who lives in the home.  Adult foster care is furnished to 
adults who receive the services in conjunction with residing in the home.  
The number of individuals living in the home unrelated to the principal 
caregiver may not exceed three.  Adult foster care does not include payment 
for room and board or payments to spouses, parents of minor children and 
other legally responsible relatives. 

 *** Chapter 766 Home Assessments – These services may be provided by 
a social worker, nurse or counselor.  The purpose of the home assessment is 
to identify and address behavioral needs that can be obtained by direct 
observation of the child in the home setting.  

 *** Day Habilitation Services – These services are State state plan services 
and the definition of these services may vary contingent upon the approved 
State state plan.  In general, the services are assistance with skill acquisition 
in the following developmental need areas: self-help, sensorimotor, 
communication, independent living, affective, behavior, socialization and 
adaptive skills.  Services are provided in non-residential settings or Skilled 
Nursing Facilities when recommended through the PASRR process.  
Services include nursing, therapy and developmental skills training in 
environments designed to foster skill acquisition and greater independence.  
A day habilitation plan sets forth measurable goals and objectives, and 
prescribes an integrated program of developmental skills training and 
therapies necessary to reach the stated goals and objectives. 

 
38. Diversionary Behavioral Health Services.  Diversionary behavioral health services are 

home and community-based mental health services furnished as clinically appropriate 
alternatives to and diversions from inpatient mental health services in more community-
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based, less structured environments.  Diversionary services are also provided to support an 
individual’s return to the community following a 24-hour acute placement; or to provide 
intensive support to maintain functioning in the community.  There are two categories of 
diversionary services, those provided in a 24-hour facility, and those which are provided on 
an outpatient basis in a non-24-hour setting or facility.  Generally, 24-hour and non-24 hour 
diversionary behavioral health services are provided by free-standing (community-based) or 
hospital-based programs licensed by the Department of Mental Health or the Department of 
Public Health.  They are offered to provide interventions and stabilization to persons 
experiencing mental health or substance abuse crises in order to divert from acute inpatient 
hospitalization or to stabilize after discharge.  These services do not include residential 
programs involving long-term residential stays.  Any MassHealth member under the 
demonstration who is enrolled in managed care may be eligible to receive diversionary 
services.  Managed care entities and the Prepaid Insurance Health Plan (PIHP) for behavioral 
health services identify appropriate individuals to receive diversionary services.  Managed 
care entities maintain a network of diversionary services and arrange, coordinate, and oversee 
the provision of medically necessary diversionary services, as described in Table C.   
 
Table C.  Diversionary Behavioral Health Services Provided Through Managed Care 
Under the Demonstration  
 

Diversionary Behavioral Health Service Setting Definition of Service 
Community Crisis Stabilization 24-hour 

facility 
Services provided as an alternative 
to hospitalization, including short-
term psychiatric treatment in 
structured, community-based 
therapeutic environments.  
Community Crisis Stabilization 
provides continuous 24-hour 
observation and supervision for 
Covered Individuals who do not 
require Inpatient Services. 

Community Support Program (CSP) Non-24-hour 
facility 

An array of services delivered by a 
community-based, mobile, multi-
disciplinary team of professionals 
and paraprofessionals. These 
programs provide essential services 
to Covered Individuals with a long 
standing history of a psychiatric or 
substance use disorder and to their 
families, or to Covered Individuals 
who are at varying degrees of 
increased medical risk, or to 
children/adolescents who have 
behavioral health issues challenging 
their optimal level of functioning in 
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Diversionary Behavioral Health Service Setting Definition of Service 
the home/community setting.  
Services include outreach and 
supportive services, delivered in a 
community setting, which will vary 
with respect to hours, type and 
intensity of services depending on 
the changing needs of the Enrollee. 

Partial Hospitalization** Non-24-hour 
facility 

An alternative to Inpatient Mental 
Health Services, PHP services offer 
short-term day mental health 
programming available seven days 
per week.  These services consist of 
therapeutically intensive acute 
treatment within a stable therapeutic 
milieu and include daily psychiatric 
management.  

Acute Treatment Services for Substance 
Abuse 

24-hour 
facility 

24-hour, seven days week, medically 
monitored addiction treatment 
services that provide evaluation and 
withdrawal management.  
Detoxification services are delivered 
by nursing and counseling staff 
under a physician-approved protocol 
and physician-monitored procedures 
and include: bio-psychosocial 
assessment; individual and group 
counseling; psychoeducational 
groups; and discharge planning.  
Pregnant women receive specialized 
services to ensure substance use 
disorder treatment and obstetrical 
care.  Covered Individuals with Co-
occurring Disorders receive 
specialized services to ensure 
treatment for their co-occurring 
psychiatric conditions.  These 
services may be provided in licensed 
freestanding or hospital-based 
programs. 

Clinical Support Services for Substance 
Abuse 

24-hour 
facility 

24-hour treatment services, which 
can be used independently or 
following Acute Treatment Services 
for substance use disorders, and 
including intensive education and 
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Diversionary Behavioral Health Service Setting Definition of Service 
counseling regarding the nature of 
addiction and its consequences; 
outreach to families and significant 
others; and aftercare planning for 
individuals beginning to engage in 
recovery from addiction. Covered 
Individuals with Co-Occurring 
Disorders receive coordination of 
transportation and referrals to mental 
health providers to ensure treatment 
for their co-occurring psychiatric 
conditions.  Pregnant women receive 
coordination of their obstetrical care. 

Transitional Care Unit Services 
addressing the needs of children and 
adolescents, under age 19, in the 
custody of the Department of Children 
and Families (DCF), who need group 
care or foster care and no longer meet 
the clinical criteria for continued stay at 
an acute level of care.   

24-hour 
facility 

A community based therapeutic 
program offering high levels of 
supervision, structure and intensity 
of service within an unlocked 
setting. The TCU offers 
comprehensive services, including 
but not limited to, a therapeutic 
milieu**, psychiatry, aggressive 
case management, and 
multidisciplinary, multi-modal 
therapies. 

Psychiatric Day Treatment* Non-24-hour 
facility 

Services which constitute a program 
of a planned combination of 
diagnostic, treatment and 
rehabilitative services provided to a 
person with mental illness who 
needs more active or inclusive 
treatment than is typically available 
through a weekly visit to a mental 
health center, individual Provider’s 
office or hospital outpatient 
department, but who does not need 
24-hour hospitalization.   

Intensive Outpatient Program Non-24-hour 
facility 

A clinically intensive service 
designed to improve functional 
status, provide stabilization in the 
community, divert an admission to 
an Inpatient Service, or facilitate a 
rapid and stable reintegration into 
the community following a 
discharge from an inpatient service.  
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Diversionary Behavioral Health Service Setting Definition of Service 
The IOP provides time-limited, 
comprehensive, and coordinated 
multidisciplinary treatment. 

Structured Outpatient Addiction 
Program 

Non-24-hour 
facility 

Clinically intensive, structured day 
and/or evening substance use 
disorder services.  These programs 
can be utilized as a transition service 
in the continuum of care for an 
Enrollee being discharged from 
Acute Substance Abuse Treatment, 
or can be utilized by individuals, 
who need Outpatient Services, but 
who also need more structured 
treatment for a substance use 
disorder.  These programs may 
incorporate the evidence-based 
practice of Motivational 
Interviewing (as defined by 
Substance Abuse and Mental Health 
Services Administration) into 
clinical programming to promote 
individualized treatment planning.  
These programs may include 
specialized services and staffing for 
targeted populations including 
pregnant women, adolescents and 
adults requiring 24 monitoring. 

Program of Assertive Community 
Treatment 

Non-24-hour 
facility 

A multi-disciplinary team approach 
to providing acute, active, ongoing, 
and long-term community-based 
psychiatric treatment, assertive 
outreach, rehabilitation and support. 
The program team provides 
assistance to Covered Individuals to 
maximize their recovery, ensure 
consumer-directed goal setting, 
assist individuals in gaining a sense 
of hope and empowerment, and 
provide assistance in helping the 
individuals served become better 
integrated into the community. 
Services are provided in the 
community and are available, as 
needed by the individual, 24 hours a 
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Diversionary Behavioral Health Service Setting Definition of Service 
day, seven days a week, 365 days a 
year. 

Emergency Services Program* Non-24-hour 
facility 

Services provided through 
designated contracted ESPs, and 
which are available seven days per 
week, 24 hours per day to provide 
treatment of any individual who is 
experiencing a mental health crisis.   

Community Based Acute Treatment for 
Children and Adolescents 

24-hour 
facility 

Mental health services provided in a 
staff-secure setting on a 24-hour 
basis, with sufficient clinical staffing 
to insure safety for the child or 
adolescent, while providing 
intensive therapeutic services 
including, but not limited to, daily 
medication monitoring; psychiatric 
assessment; nursing availability; 
Specialing (which is defined as one-
on-one therapeutic monitoring as 
needed for individuals who may be 
at immediate risk for suicide or other 
self harming behavior); individual, 
group and family therapy; case 
management; family assessment and 
consultation; discharge planning; 
and psychological testing, as needed.  
This service may be used as an 
alternative to or transition from 
Inpatient services. 

Chart Notes: 
* This service is a service provided under the Medicaid state plan, and the definition may be 
changed pursuant to any state plan amendment. 
** In this context, “therapeutic mileau” refers to a structured, sub-acute setting, in which clinical 
services (therapies) are provided at both the individual and group level, and in which the common 
social/interpersonal interactions between each patient, and all others who are present in the 
setting, are incorporated into the treatment approach. 

39. Pediatric Asthma Pilot Program.  This pilot program will utilize an integrated delivery 
system for preventive and treatment services through methodologies that may include a 
payment such as a per member/per month (PMPM) payment to participating providers for 
asthma-related services, equipment and supports for management of pediatric asthma for 
high-risk patients, to improve health outcomes, reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs.  
These methodologies are subject to CMS approval of the pilot program protocol.  The state 
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must evaluate the degree to which such a payment and flexible use of funds enhances the 
effects of delivery system transformation, as demonstrated by improved health outcomes at 
the same or lower costs. 

 
a) Eligibility. The state must limit the pilot program to demonstration eligible children, age 

2 through 18 at the time of enrollment in the pilot, who are enrolled in the Primary Care 
Clinician Plan panel of a participating practice site, and who have high risk asthma.  
Children with high risk asthma are those children who have, in the last 12 months prior to 
enrollment in the pilot, had an asthma-related inpatient hospitalization, observation stay, 
or emergency department visit or an oral corticosteroid prescription for asthma.  The state 
must utilize Medicaid claims data to identify eligible children.   
 

b) Benefits.  The benefits within a payment such as a PMPM may vary over the course of 
the pilot.  Prior to enrolling beneficiaries in the Pediatric Asthma Program, CMS must 
approve the benefit package and any changes proposed to the benefit package over the 
course of the pilot through the protocol process outlined is subparagraph (g). For 
example, pending CMS approval, services may include for Phase 1:  non-traditional 
services and supplies to mitigate environmental triggers of asthma and home visitation 
and care coordination services conducted by qualified Community Health Workers.  In 
Phase II, the payment structure such as a PMPM, bundled, global, or episodic payment 
may be expanded to also include certain Medicaid State plan services with utilization that 
is particularly sensitive to uncontrolled asthma (i.e. treatment provided by physicians, 
nurse practitioners and hospitals, medical equipment such as a nebulizer, spacer, peak 
flow meter, etc.).  

 
c) Delivery System.  Provider Participation in the pilot must be limited to primary care 

clinician sites that participate or enroll in the Primary Care Clinician Plan (PCCP).  The 
practices must be responsible for supervision and coordination of the medical team, 
including Community Health Workers; delivery of asthma-related services paid for by 
the PMPM payment; as well as the PMPM cost of each beneficiary enrolled. 
 
Provider participation in the pilot must be determined through a Request for Proposal 
(RFP) process.  The state must prioritize participation by qualified practices that serve a 
high number of patients with high-risk asthma enrolled in PCCP and have the capacity to 
manage asthma in a coordinated manner.  In addition, the state must seek to include 
qualified practices that are geographically dispersed across the state and represent a range 
of provider types, such as physician group practices, community health centers, and 
hospital outpatient departments, in order to explore a variety of infrastructure challenges. 

 
d) Infrastructure Support for Participating Provider Sites.  To defray the costs of 

implementing the financial, legal and information technology system infrastructure 
required to manage a payment such as PMPM and coordination of patient care, 
participating provider sites are eligible for up to $10,000 per practice site for the sole 
purpose of infrastructure changes and interventions related to this Pediatric Asthma Pilot 
only.  The amount of infrastructure support is variable up to this maximum depending on 
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the provider’s readiness, the state’s review and finding of such readiness, and CMS’ 
concurrence on the use of the proposed funding for the practice as per the protocol 
process outlined in subparagraph (g).   
 

e) Pilot Expansion.  Following initial implementation and evaluation of programmatic 
outcomes, and subsequent CMS approval, the state may request CMS approval to 
implement a payment such as a PMPM, bundled, global or episodic payment and/or 
shared savings methodology component to the Pediatric Asthma Pilot.  Examples of 
favorable outcomes include the prevention of asthma-related emergency department 
utilization, and asthma-related hospitalizations and improved patient outcomes. 
 

f) Extent of FFP in the Pilot.  FFP is not available for this pilot program until the protocols 
and milestones outlined in subparagraph (g) below are approved by CMS.  The 
infrastructure support described in subparagraph (d) above must be provided through the 
Infrastructure and Capacity-Building fund as part of the Safety Net Care Pool outlined in 
STC 49(d).  CMS will provide FFP at the applicable Federal Medical Assistance 
Percentage for services and supplies outlined in the approved benefit package pursuant to 
subparagraph (g)(1), subject to reimbursement amounts identified in the payment 
methodology outlined in subparagraph (g)(5), demonstration budget neutrality limits and 
any applicable SNCP limits.  

 
g) Required Protocols Prior to Claiming FFP.  Before enrolling beneficiaries and claiming 

FFP under this pilot program, the state must meet the following milestones which require 
CMS preapproval.  These protocols/milestones will be future Attachment F. 

1) A description and listing of the program specific asthma-related benefit package 
that will be provided to the pilot participants with rationale for the inclusion of 
each benefit; 

2) Eligibility, qualifications and selection criteria for participating providers, 
including the RFP for preapproval;  

3) A plan outlining how this pilot may interact with other federal grants, such as for 
related research (e.g. NIH, HUD, etc.) and programmatic work (e.g. CHIPRA 
grant related to pediatric health care practices in multi-payer medical homes, etc.).  
This plan should ensure no duplication of federal funds and outline the state’s 
coordination activities across the various federal support for related programmatic 
activities to address potential overlap in practice site selection, patient population, 
etc. 

4) A plan for the purchase and dissemination of supplies within the pilot specific 
benefit package, including procurement methods by the state and/or providers 
including volume discounts, etc; 

5) A payment rate setting methodology outlining the PMPM payment for the pilot 
services and supplies, consideration of risk adjustment and the estimated/expected 
cost of the pilot; 

6) A payment methodology outlining cost and reconciliation for the infrastructure 
payments to participating provider sites, and the eligibility and reporting 
requirements associated with the infrastructure payments; and 
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7) An approved evaluation design for the pilot that is incorporated into the 
evaluation design required per STC 84.  The objective of the evaluation is to 
determine the benefits and savings of the pilot as well as design viability and 
inform broader implementation of the design.  The evaluation design must include 
an evaluation of programmatic outcomes for purposes of subparagraph (e).  As 
part of the evaluation, the state at a minimum must include the following 
requirements: 

i. Collect baseline and post-intervention data on the service utilization and 
cost savings achieved through reduction in hospital services and related 
provider services for the population enrolled in the pilot.  This data 
collection should include the quality measure on annual asthma-related 
emergency room visits outlined in the initial core set of children’s health 
care quality measures authorized by the Children’s Health Insurance 
Program Reauthorization Act (CHIPRA) beginning with a baseline set at 
the onset of the pilot, adjusted for the age range enrolled in the pilot 
program;  

ii. A detailed analysis of how the pilot program affects the utilization of acute 
health services, such as asthma-related emergency department visits and 
hospitalizations by high risk pediatric asthma patients, and how the pilot 
program reduces or shifts Medicaid costs associated with treatment and 
management of pediatric asthma; 

iii. An assessment of whether the cost projections for the provider payment 
were appropriate given the actual cost of rendering the benefits through 
the pilot program; and 

iv. A detailed analysis of how the effects of the pilot interact with other 
related initiatives occurring in the state.   

 
h) Changes to the Pediatric Asthma Program and/or Amendments to the Protocols.  If the 

state proposes to amend the pilot benefits, payment structure, delivery system or other 
issues pursuant to the protocols it must seek CMS approval to amend its protocols as 
outlined in subparagraph (g) and (i).  An amendment to protocols is not subject to STC 7 
regarding demonstration amendments.  Should the state choose to design and plan for 
payments such as bundled, global or episodic payments or shared savings to participating 
providers, methodology documents must be preapproved by CMS prior to contract 
changes or implementation of the changes; any shared savings or payment methodologies 
must be consistent with CMS policy and guidelines, including any quality reporting 
guidelines. 
 

i) Reporting.  The state must provide status updates on the pilot program within the 
quarterly and annual reports as required by STCs 58 and 59.  At a minimum, reporting for 
the pilot program must provide an update on all pilot program related activities including: 

1) Current and future state activities related to the required deliverables as described 
in subparagraph (g), including anticipated changes to the benefit package, delivery 
system or payment methodology; 
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2) Services and supplies provided to beneficiaries, community outreach activities, 
increases and decreases in beneficiary enrollment or provider enrollment, and any 
complaints regarding quality or service delivery;  

3) Pediatric asthma pilot program payments to participating providers that occurred in 
the quarter.  Infrastructure payments made to providers under this pilot will be 
reported pursuant to STCs 49(d) and 50(b);  

4) Expenditure projections reflecting the expected pace of future provider payments; 
and 

5) Progress on the evaluation of the pilot program as required in subparagraph (g), 
including a summary of the baseline and pilot outcome data from Medicaid claims 
data associated with enrollee utilization and associated cost of treatment, including 
prescriptions, and primary care, emergency department and hospitalization visits.    

 
40. Intensive Early Intervention Services for Children with Autism Spectrum Disorder.  

The state will provide medically necessary Applied Behavioral Analysis-based (ABA) 
treatment services to MassHealth eligible children as stipulated below.  The early 
intervention services are highly structured, evidence based, individualized, person-centered 
treatment programs that address the core symptoms of autism spectrum disorder (ASD). A 
waiting list is not allowable for this program.   

 
a) Eligibility.  The state will limit eligibility to MassHealth eligible children, ages 0 through 

three years with a confirmed diagnosis of one of the following codes: Autistic Disorder – 
code 299.00; Childhood Disintegrative Disorder – code 299.10; Asperger’s Disorder – 
code 299.80; Pervasive Development Disorder – code 299.10; Rett’s Disorder – code 
299.80 according to the most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association or a diagnosis of autism in any 
updated version of this manual, and must be conferred by a physician or a licensed 
psychologist; have an Individualized Family Service Plan (IFSP) that identifies medically 
necessary ABA-based services; and who are not otherwise enrolled in the state’s 
currently approved section 1915(c) HCBS waiver entitled “Children’s Autism Spectrum 
Disorder Waiver,” CMS base control number 40207, because the child has not been 
determined to meet institutional level of care requirements.    
 

b) Individualized Family Service Plan (IFSP). Massachusetts will utilize a universal IFSP 
form approved by the Massachusetts Department of Public Health that includes the 
elements required under Part C of the Individuals with Disabilities Education Act (IDEA) 
and Massachusetts Early Intervention Operational Standards.  The form will utilize a 
child-centered and family-directed planning process intended to identify the strengths, 
capacities, preferences, needs, and desired outcomes for the child.  

 
The IFSP is a written plan that is developed for each eligible infant and toddler with a 
disability according to the Part C regulations under the IDEA.  The IFSP specifies the 
child’s: service coordinator; present levels of development; and family resources, 
priorities, and concerns.  It also includes measurable results or outcomes and the criteria, 
procedures, and timelines used to determine the degree to which progress toward 
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achieving the results or outcomes identified in the IFSP is being made.  There is also a 
statement of the specific early intervention services  based on peer-reviewed research (to 
the extent practicable) that are necessary to meet the unique needs of the child and the 
family to achieve the results or outcomes identified including: beginning date, length, 
duration, frequency, intensity, method of delivering, and location of the services.  The 
IFSP will also include a statement that the ABA-based treatment will be provided in the 
natural environment for that child to the maximum extent appropriate, or a justification as 
to why the service will not be provided in the natural environment.  The IFSP must 
specify the identification of medical or other services such as ABA-based treatment the 
child needs or is receiving through other sources, including title XIX.  The plan will be 
reviewed and updated at least annually.  

 
c) Benefits.  Participants are eligible to receive ABA-based services.  All treatment must be 

evidence-based, and newer interventions for which there is no evidence of effectiveness 
may not be employed until such time as there is at least emerging evidence to fully 
support the intervention’s appropriate usage and assure the health and safety of 
demonstration enrollees.  There is no annual maximum benefit.   

 
The following services will be provided as ABA-based treatment: 

1) Assessment of child’s functional skills across domains impacted by ASD: 
2) Development of individualized treatment plan to teach new skills; 
3) Direct child instruction to teach new skills; 
4) Functional behavioral assessment and support plan to decrease problematic 

behavior and increase appropriate behavior when indicated; 
5) Family training to assist family, extended family, and non-paid caregivers in 

generalization of skills into the child’s natural routines and in management of 
behavior; and  

6) Supervisory session to ensure consistency in instructional practices, data collection 
accuracy, and to make program adjustments as needed.  

 
d) Delivery System.  MassHealth will provide ABA-based treatment services to children 

through the fee for service delivery system.  Children who are enrolled in a contracted 
managed care organization (MCO) will receive the services as a fee for service “wrap” to 
the MassHealth covered services.  
 

e) Behavioral Supports and Coordination.  Provider specifications for each service specified 
above are as follows:  

1) Board-Certified Behavioral Analyst: hold a doctoral or master’s degree and meet 
certification requirements of the Behavior Analyst Certification Board; 

2) Supervising Clinician:  hold a master’s degree in psychology, education or related 
field, and any related state licensure for the discipline; 

3) Therapist:  hold a bachelor’s degree and have one year experience with children 
with autism is preferred; and 

4) Specialty Associate:  hold an associate degree and have one year experience 
providing care for a child on the autism spectrum. 
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f) Provider Participation.  All providers must participate in MassHealth.  The Department of 

Public Health shall require that direct care personnel providing the ABA-based treatment 
will attain provisional certification prior to billing Medicaid for any direct services.  
Entities or individuals that have responsibility for IFSP development may not provide 
ABA-based treatment to a demonstration enrollee.      
 

g) Cost-Sharing.  MassHealth cost sharing requirements will apply to children who are both 
eligible for MassHealth, and the ABA-based services.  The annual fee assessed by the 
Massachusetts Department of Public Health for all children enrolled in its general early 
intervention services program will not apply to MassHealth eligible children.  Cost-
sharing requirements for MassHealth enrolled children who receive the ABA-based 
treatment will be the same as the cost-sharing requirements for all other section 1115 
demonstration waiver participants as outlined in Attachment B.  
 

h) Payment.  Before providing the services outlined in subparagraph (c) and claiming FFP 
under this component of the demonstration, the state must submit a protocol to CMS for 
CMS approval that outlines the methodology of the payment rate and the actual rates 
provided to demonstration participants outlined in subparagraph (c) which are provided 
by providers specified in subparagraphs (e) and (f).  This deliverable will be future 
Attachment G. 
 
Proposed rates and any proposed changes to such rates will be subject to public notice.  
Any changes to the payment protocol are subject to CMS approval as outlined above.   

 
i) Self Direction.  Families of children who are eligible to receive the ABA-based services 

may participate in electing the evidence based intervention treatment model for their 
child.  Parents or other legally responsible relatives will be given the opportunity to 
interview providers before making the selection of a particular treatment model or 
provider.  
 

j) Assurances.  The state must meet the following requirements: 
1) Assure the CMS that Part C grant funds will not be used as the non-federal share 

for Medicaid purposes;  
2) Comply with all other requirements of Part 303 of the IDEA, Early Intervention 

Program for Infants and Toddlers with Disabilities in accordance with the 
provision of the ABA-based treatment;  

3) Must not permit restraint or seclusion during the course of service delivery; and 
4) Assure that direct service workers accused of abuse or neglect will not provide 

services to MassHealth enrollees receiving ABA-based treatment until the state’s 
investigation process is completed.  

 
k) Quality Strategy for ABA-Based Treatment Services.  The state must implement an 

overall Quality Assurance and Improvement (QAI) strategy that assures the health and 
welfare of children receiving the ABA-based services.  The strategy will be consistent 
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with the general quality requirements for Medicaid home and community-based services 
(HCBS) through other sections of the Act such as sections 1915(c) and 1915(i).   

 
Through an ongoing discovery, remediation and improvement process the state will 
monitor, at a minimum:  

1) IFSP determinations and service delivery;  
2) Provider qualifications;  
3) Enrollee health and welfare;  
4) Financial oversight between the State and Federal programs; and  
5) Administrative oversight.  

 
The state must also monitor such items as medical necessity determinations for ABA-
based treatment, timeliness of service delivery, improvement and sustainability of 
functional abilities of enrolled children, effectiveness of treatment type, and staff training.  
The state will submit its QAI strategy for ABA-based treatment by January 1, 2012.  
During the time the demonstration is effective, the state assures CMS it will implement 
the strategy and update it as needed in part based on findings listed in the annual report 
described below.  
 

l) Annual Report. The state shall provide the CMS with a draft annual HCBS report as part 
of the annual report requirement for the demonstration as stipulated in STC 59.  The first 
draft HCBS report will be due no later than October 1, 2012. The HCBS report will at a 
minimum include:  

1) An introduction; 
2) A description of each ABA-based treatment;  
3) An overarching QAI strategy that assures the health and welfare of enrollees 

receiving HCBS that addresses the: (a) enrollee’s person-centered individual 
service plan development and  monitoring, b) specific eligibility criteria for 
particular HCBS, c) provider qualifications and/or licensure, d) health and safety, 
d) financial oversight between State and Federal programs, and e) administrative 
oversight by the State Medicaid Agency; 

4) An update on services used by enrollees;  
5) The various treatment modalities employed by the state, including any emerging 

treatments, updated service models, opportunities for self-direction, etc.; 
6) Specific examples of how the services have been used to assist demonstration 

enrollees;  
7) A description of the intersection between demonstration ABA-based treatment and 

any other state programs or services aimed at assisting high-needs populations and 
rebalancing institutional expenditures; and 

8) Other topics of mutual interest between CMS and the state related to the ABA-
based treatment.  

 
The annual report may also address workforce development, certification activity, self-
direction, and capacity in the state to meet needs of the population receiving the services, 
and rebalancing goals related to HCBS.  Additionally, the annual report will summarize 
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the outcomes of the state’s Quality Strategy for HCBS as outlined above.  The state may 
also choose to provide the CMS with any other information it believes pertinent to the 
provision of the ABA-based treatment services/HCBS and their inclusion in the 
demonstration, including innovative practices, cost-effectiveness, and short and long-
term outcomes in the annual report.  

 
VI. DELIVERY SYSTEM  
 
The MassHealth section 1115 demonstration provides benefits through multiple delivery systems 
and programs.  A fundamental philosophy of MassHealth is that the Commonwealth will enable 
beneficiaries to take advantage of available and qualified employer-sponsored insurance (ESI) 
when cost effective.  These circumstances include the availability of ESI, the employer’s 
contribution level meeting a state-specified minimum, and its cost-effectiveness.  MassHealth 
pays for medical benefits directly (direct coverage) only when no other source of payment is 
available and cost-effective.  Beneficiaries are required, as a condition of eligibility under most 
coverage types, to obtain or maintain private health insurance when MassHealth determines it is 
cost effective to do so, with the premium assistance necessary to make it affordable for the 
beneficiary.  All demonstration programs except MassHealth Prenatal and MassHealth Limited 
have a premium assistance component.   

 
Under MassHealth premium assistance, the Commonwealth provides a contribution through 
reimbursement to the member or direct payment to the insurer, toward an employed individual’s 
share of the premium for an ESI plan of which the individual is a beneficiary or covered 
dependent, and which meets a basic benefit level (BBL).  The Commonwealth has identified the 
features of a qualified health insurance product, including covered benefits, deductibles and co-
payments, which constitute the BBL.  Each ESI plan is measured against the BBL, and a 
determination is then made regarding the cost-effectiveness of providing premium assistance 
rather than direct coverage.  Premium assistance is the provided benefit under the 
Commonwealth Care for the purchase of a commercial health insurance product.  
 
MassHealth benefits provided through direct coverage are delivered both on a fee for service 
(FFS) and capitated basis under the demonstration.  See Table D within STC 45 for details on the 
Delivery System and Coverage for MassHealth Administered Programs.  As described below in 
Table D, MassHealth may require members eligible for direct coverage under Standard, an ABP 
SPA, Family Assistance, CommonHealth, Basic and Essential to enroll in managed care.  Most 
members of Standard,  ABP 1 (subject to approval of the Commonwealth’s ABP SPA), and 
Family Assistance can elect to receive services either through the statewide Primary Care 
Clinician (PCC) Plan or from a MassHealth-contracted managed care organization (MCO).  
Subject to approval of the Commonwealth’s ABP SPA entitled “CarePlus,” CarePlus members 
will be required to enroll with a MassHealth-contracted CarePlus MCO, provided that there are 
at least two CarePlus MCOs available in the member’s service area; if there are fewer than two 
available CarePlus MCOs in a particular region, CarePlus members in that region must enroll in 
the PCC Plan or a CarePlus MCO.  Managed care enrollment is mandatory for CommonHealth 
members with no third party liability.  In addition, children who are clients of the Departments of 
Children and Families (DCF) or Youth Services (DYS) who do not choose a managed care plan 
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are required to enroll with the behavioral health contractor for behavioral health services and 
may choose to receive medical services on a fee-for-service basis.   
 
Children eligible under TEFRA section 134 (Kaileigh Mulligan) and children receiving title IV-
E adoption assistance may opt to enroll in managed care or receive health services via fee-for-
service.  Children who choose managed care may choose a managed care organization (MCO) or 
a PCC plan.  Children who choose an MCO will receive their behavioral health services through 
the MCO.  Children who choose the PCC Plan will receive their behavioral health services 
through the behavioral health contractor.  Children who choose fee-for-service will be passively 
enrolled with the behavioral health contractor for behavioral health services, but have the ability 
to opt-out and receive behavioral health services through the fee-for-service provider network.    
 
41. Managed Care Arrangements.  MassHealth may implement, maintain, or modify (without 

amendment to the Demonstration), and any managed care arrangements authorized under 
section 1932(a) of the Act or 42 CFR 438 et seq., including: 
 
a) PCC Plan.  The PCC Plan is a primary care case management program administered by 

MassHealth.  In the PCC Plan, members enroll with a PCC who provides most primary 
and preventive care and who is responsible for providing referrals for most specialty 
services. Members can access specialty services from any MassHealth provider, subject 
to PCC referral and other utilization management requirements.  Members enrolled in the 
PCC Plan receive mental health and substance abuse services through a single Behavioral 
Health Program (BHP) contractor, which is a Prepaid Inpatient Health Plan (PIHP).   The 
PCC Plan members are guaranteed freedom of choice of provider for family planning 
services and are able to obtain these services from any participating Medicaid provider 
without consulting their PCC or obtaining MassHealth’s prior approval. 

 
b) Enhanced Primary Care Clinician Payments.  In accordance with 42 C.F.R. section 

438.6(c)(5)(iv), MassHealth may establish enhanced fee-for-service rate payments or 
capitated rate payments to Primary Care Clinicians for coordination of the care delivered 
to their enrolled PCC plan members.  MassHealth may also establish pay-for-
performance incentives using capitated or other payment arrangements for achieving 
certain quality of care benchmarks, for demonstrating certain levels of improvement for 
selected Healthcare Effectiveness Data and Information Set (HEDIS) or other quality 
indicators, and for implementing practice infrastructure designed to support the delivery 
of high-quality health care services to enrolled members. 
 

c) Patient Centered Medical Home Initiative (PCMHI).  The PCMHI is a multi-payer 
initiative to transform selected primary care practice sites into PCMHs by 2015.  
MassHealth is a dominant public payer in the PCMHI and is assuming the same 
responsibilities as other participating payers both for enrollees in its PCC Plan and those 
in Medicaid contracted MCOs.  The PCMHI practices must meet reporting requirements 
on clinical and operational measures, in addition to certain benchmarks to indicated 
continued progress towards medical home transformation, such as obtaining National 
Committee for Quality Assurance (NCQA) Physician Practice Connections-Patient 
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Centered Medicaid Home (PPC®-PCMHTM) Level One recognition.  Any infrastructure 
support provided to Primary Care Clinicians who participate as PCMHI providers must 
be funded by the infrastructure and capacity-building component of the SNCP as 
referenced in STC 49(d). A formal evaluation of the PCMHI is also being conducted and 
should be included as relevant to the Demonstration in draft evaluation design as per STC 
84.   
 

d) MCO.  MassHealth contracts with MCOs that provide comprehensive health coverage 
including behavioral health services to enrollees.  MCO enrollees may receive family 
planning services from any provider without consulting their PCP or MCO and are not 
required to obtain prior approval from MassHealth.  For family planning services 
provided by MassHealth providers not participating in the MCO network, MassHealth 
reimburses the provider on a FFS basis and recoups the funds from the MCO.  
MassHealth Standard/ABP 1, CommonHealth and Family Assistance members who 
either choose or are assigned to a health plan may transfer to another available health 
plan in their geographic service area at any time for any reason.  Subject to approval of 
the Commonwealth’s ABP SPA entitled “CarePlus,” MassHealth CarePlus members may 
transfer to another available health plan in their geographic service area for any reason, 
effective on the first of the month following the request to transfer; provided, however, 
that transfers for cause are effective immediately. 

 
42. Exclusions from Managed Care Enrollment.  MassHealth may exclude the following 

individuals from enrollment in a MassHealth-contracted managed care plan: 
 

a) Individuals for whom MassHealth is a secondary payer (i.e., a member with other health 
insurance).  For purposes of exclusion from managed care, “other health insurance” is 
defined as any medical coverage plan available to the member, including, but not limited 
to Medicare, CHAMPUS, or a private health plan.  However, MassHealth requires 
children eligible for MassHealth Standard/ABP 1 and CommonHealth, for whom 
MassHealth is a secondary payer, to enroll with the behavioral health contractor for 
behavioral health services; 

 
b) Individuals who are receiving MassHealth Standard/ABP 1, CommonHealth, Family 

Assistance, or CarePlus (subject to approval of the Commonwealth’s ABP SPA(s)) 
benefits during the hospital-determined presumptive eligibility period or the time-limited 
period while MassHealth investigates and verifies access to qualified and cost-effective 
private health insurance or the time-limited period while the member is enrolling in such 
insurance; 

 
c) Individuals receiving Prenatal and Limited coverage; 

 
d) Individuals receiving Standard coverage who are receiving hospice care, or who are 

terminally ill as documented with a medical prognosis of a life expectancy of 6 months or 
less; and 
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e) Participants in a Home and Community-Based Services Waiver who are not eligible for 
SSI and for whom MassHealth is not a secondary payer.  MassHealth may permit such 
individuals to enroll in managed care, including the option to enroll with the behavioral 
health contractor for behavioral health services and receive their medical services on a 
fee-for-service basis. 
 

43. Contracts. 
 

a) Managed Care Contracts.  All contracts and modifications of existing contracts between 
the Commonwealth and MCOs must be prior approved by CMS.  The Commonwealth 
will provide CMS with a minimum of 30 days to review and approve changes.  

 
b) Public Contracts.  Contracts with public agencies, that are not competitively bid in a 

process involving multiple bidders, shall not exceed the documented costs incurred in 
furnishing covered services to eligible individuals (or a reasonable estimate with an 
adjustment factor no greater than the annual change in the consumer price index), unless 
the contract is set at the same rate for both public and private providers. This requirement 
does not apply to contracts under the SNCP as outlined in STC 49(c) and STC 49(e) 
except as implemented by STC 50(f). 

 
c) Selective Contracting.  Procurement and the subsequent final contracts developed to 

implement selective contracting by the Commonwealth with any provider group shall be 
subject to CMS approval prior to implementation, except for contracts authorized 
pursuant to 42 C.F.R. section 431.54(d). 
 

d) Patient Centered Medical Home Initiative (PCMHI).  Details regarding the PCHMI may 
be found in the Commonwealth’s PCC and MCO contracts. 

 
44. MassHealth Standard and CommonHealth Premium Assistance.  iIf available and cost 

effective, the Commonwealth will purchase private health insurance on behalf of individuals 
eligible for Standard or CommonHealth coverage.  The state will also provide coverage for 
additional services required to ensure that such individuals are receiving no less than the 
benefits they would receive through direct coverage under the state plan.  This coverage will 
be furnished, at the state option, on either a FFS basis or through managed care 
arrangements.  These individuals are not required to contribute more towards the cost of their 
private health insurance than they would otherwise pay for MassHealth Standard, or 
CommonHealth coverage.  Cooperation with the Commonwealth to obtain or maintain 
available health insurance will be treated as a condition of eligibility for all of those in the 
family group, except those who are under the age of 21, or pregnant.  Effective January 1, 
2014, these premium assistance provisions would also apply to individuals in the New Adult 
Group.  
 

45. Overview of Delivery System and Coverage for MassHealth Administered Programs.  
The following chart provides further detail on the delivery system utilized for the 
MassHealth administered programs and the related start date for coverage: 
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Table D. Delivery System and Coverage for MassHealth Demonstration Programs 
 

Coverage Type 
Delivery 
System Type M

an
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ry

 

V
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FF
S 

O
nl

y 

Start Date of 
Coverage**** 

Standard and Alternative Benefit Plan(s)* 
Individuals with no third party 
liability (TPL) 

MCO or  
PCC Plan** x   10 days prior to date of 

application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

  x 10 days prior to date of 
application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x  x 10 days prior to date of 
application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

  x 10 days prior to date of 
application 

Kaileigh Mulligan eligible 
children and children receiving 
title IV-E adoption assistance 

Behavioral 
health is 
typically 
provided via 
BHP PIHP, 
although a 
FFS 
alternative 
must be 
available; all 
other services 
are offered via 
MCO, PCCP 
Plan or FFS.   

 x  

Kaileigh Mulligan - may 
be retroactive to first day 
of third month before 
month of application, if 
covered medical services 
were received during such 
period, and the applicant 
would have been eligible at 
the time services were 
provided.”    
 
Title IV-E adoption 
assistance -start date of 
adoption 

Medically complex children in 
the care/custody of the DCF 

Special Kids 
Special Care 
MCO 

 x  Start date of state custody 

Children in the care/custody of 
the DCF or DYS, including 
medically complex children in 
the care/custody of the DCF 

All services 
are offered via 
MCO, PCC 
Plan or FFS, 

x x x Start date of state custody 
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Coverage Type 
Delivery 
System Type M
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S 
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Start Date of 
Coverage**** 

with the 
exception of 
behavioral 
health which 
is provided via 
mandatory 
enrollment in 
BHP PIHP 
unless a child 
is enrolled in 
an MCO (in 
which case, 
behavioral 
health is 
provided 
through the 
MCO).   

Presumptive children, for an up 
to 60-day period, before self-
declared family income is 
verified 

FFS   x 10 days prior to date of 
application 

Individuals in the Breast and 
Cervical Cancer Treatment 
Program 

MCO or PCC 
Plan x   10 days prior to date of 

application 

CommonHealth* 

Individuals with no TPL MCO or  
PCC Plan** x   10 days prior to date of 

application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

  x 10 days prior to date of 
application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x  x 10 days prior to date of 
application 

Individuals with qualifying ESI Premium 
assistance   x 10 days prior to date of 

application 
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Coverage Type 
Delivery 
System Type M
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Start Date of 
Coverage**** 

with wrap 
 

Family Assistance for HIV/AIDS* 

Individuals with no TPL MCO or  
PCC Plan** x   10 days prior to date of 

application 

Individuals with TPL 
Receive wrap 
benefits via 
FFS  

  x 10 days prior to date of 
application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

  x 10 days prior to date of 
application 

Family Assistance for Children*** 

Individuals with no TPL MCO or  
PCC Plan** x   10 days prior to date of 

application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

  x 10 days prior to date of 
application 

Insurance Partnership 

Individuals with qualifying ESI 

Premium 
assistance for 
employees and 
incentive 
payments for 
employers 

  N/A 
First month’s premium 
payment following 
determination of eligibility 

Small Business Employee Premium Assistance 

Individuals with qualifying ESI 
Premium 
assistance for 
employees 

  N/A 
First month’s premium 
payment following 
determination of eligibility 

Basic 

Individuals with no TPL MCO or  
PCC Plan x   

Coverage starts when 
managed care enrollment is 
effective, there is no 
retroactive coverage.  
Hospice benefits are 
provided FFS from date of 
authorization. 

Individuals with TPL 
Premium 
assistance 
only, no 

  N/A 
First month’s premium 
payment following 
determination of eligibility. 
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Coverage Type 
Delivery 
System Type M
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Start Date of 
Coverage**** 

benefit wrap 
through 
12/31/2013. 

Essential 

Individuals with no TPL MCO or  
PCC Plan x   

Coverage starts when 
managed care enrollment is 
effective, there is no 
retroactive coverage.  
Hospice benefits are 
provided FFS from date of 
authorization. 

Individuals with TPL 

Premium 
assistance 
only, no 
benefit wrap 
through 
12/31/2013. 

  N/A 
First month’s premium 
payment following 
determination of eligibility. 

Limited 
Individuals receiving emergency 
services only FFS   x 10 days prior to date of 

application 

 Prenatal FFS   x 10 days prior to date of 
application 

Home and Community-Based 
Waiver, under age 65 

Generally 
FFS, but also 
available 
through 
voluntary 
MCO or PCC 
Plan 

 x  

May be retroactive to first 
day of third month before 
month of application, if 
covered medical services 
were received during such 
period, and the applicant 
would have been eligible at 
the time services were 
provided.    

Medical Security Plan 

Direct Coverage MCO x   Start date of 
unemployment benefits 

Premium Assistance 
Premium 
assistance 
only 

  N/A 
Start date of 
unemployment benefits 

Commonwealth Care Premium 
Assistance MCO x   First day of month 

following enrollment 
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Coverage Type 
Delivery 
System Type M
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Start Date of 
Coverage**** 

 
Chart Notes 
*TPL wrap could include premium payments 
**FFS until member selects or is auto-assigned to MCO or PCC Plan; if fewer than two MCOs are 
available in a CarePlus member’s service area, the member must enroll in the PCC Plan or MCO, 
subject to approval of the Commonwealth’s ABP SPA entitled “CarePlus.” 
***Presumptive and time-limited during health insurance investigation 
****All retroactive eligibility is made on a FFS basis 

 
 
VII.  COST SHARING 
 
46. Overview.  Cost-sharing imposed upon individuals enrolled in the demonstration varies 

across demonstration programs and by FPL, except that no co-payments are charged for any 
benefits rendered to children under age 19, individuals ages 19 or 20, or pregnant women.  
Additionally, no premium payments are required for any individual enrolled in the 
Demonstration whose gross income is less than 150 percent FPL.  Please see Attachment B 
for a full description of cost-sharing under the demonstration for MassHealth-administered 
programs.  The Commonwealth has the authority to change cost-sharing for the 
Commonwealth Care,  Medical Security Plan, and the Small Business Employee Premium 
Assistance programs without amendment.  Updates to the cost-sharing will be provided upon 
request and in the annual reports.    

 
VIII. THE SAFETY NET CARE POOL (SNCP) 
 
47. Description.  The Safety Net Care Pool (SNCP) was established effective July 1, 2005 for 

the purpose of reducing the rate of uninsurance in the Commonwealth while providing 
residual provider funding for uncompensated care, and care for Medicaid FFS, Medicaid 
managed care, Commonwealth Care and low-income uninsured individuals, as well as 
infrastructure expenditures and access to certain state health programs related to vulnerable 
individuals, including low-income populations as described in Attachment E. 
 

48. SNCP Effective Date.  Notwithstanding the effective date specified in section I of the STCs 
or in any other demonstration documentation, all STCs, waivers and expenditure authorities 
relating to the SNCP are effective for dates of services beginning on the date of the approval 
letter through June 30, 2014.  For the period operating under temporary extension from July 
1, 2011, through the period prior to the date of the approval letter, all SNCP expenditures 
were authorized up to the amount of the DSH allotment for SFY 2012, with the exception of 
Commonwealth Care which was funded through budget neutrality savings.  The aggregate 
SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
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extension period to reflect this exception.   
 

Additional expenditures authorized through the approved September 2013 demonstration 
amendment are for dates of service from January 1, 2014, to June 30, 2014. 

 
49. Expenditures Authorized under the SNCP.  The Commonwealth is authorized to claim as 

allowable expenditures under the demonstration, to the extent permitted under the SNCP 
limits under STC 50, the following categories of payments and expenditures.  The 
Commonwealth must identify the provider and the source of non-federal share for each 
component of the SNCP.  Federally-approved payments and expenditures within these 
categories are specified in Attachment E. 

 
a)  Commonwealth Care.  For dates of services through December 31, 2013, the 
Commonwealth may claim as allowable expenditures under the demonstration to the 
extent permitted under the SNCP limits under STC 50 premium assistance under the 
Commonwealth Care health insurance program for individuals ages 21 and older without 
dependent children with income above 133 percent of the FPL through 300 percent of the 
FPL. 

b)   Designated State Health Programs (DSHP).  For dates of service through December 31, 
2013, the Commonwealth may claim as allowable expenditures under the demonstration 
to the extent permitted under the SNCP limits under STC 50 DSHP, which are otherwise 
state-funded programs that provide health services.  For dates of service January 1 
through March 31, 2014, the Commonwealth may claim as allowable expenditures under 
the demonstration costs of an orderly closeout of the Commonwealth Care premium 
assistance program, as described in Attachment E, chart A, line 7b.  For dates of service 
January 1 through June 30, 2014, the Commonwealth may claim as allowable 
expenditures under the demonstration Health Connector subsidies as described below. 
 
Beginning January 1, 2014, the state may claim as allowable expenditures under the 
demonstration the payments made through its state-funded program to provide subsidies 
for individuals with incomes above 133 percent of the FPL through 300 percent of the 
FPL who purchase health insurance through the Marketplace.  Subsidies will be provided 
on behalf of individuals who: (1) are not Medicaid eligible; (2) are eligible for the 
advance premium tax credit (APTC); and (3) whose income is above 133 percent of the 
FPL through 300 percent of the FPL.  Federal financial participation for the premium 
assistance portion of Health Connector subsidies for citizens and eligible qualified aliens 
will be provided through the Designated State Health Programs authority under the 
Safety Net Care Pool pursuant to this STC. 
 

c) Providers.  As described in Attachment E, the Commonwealth may claim as an allowable 
 expenditure under the demonstration to the extent permitted under the SNCP limits under 
 STC 50, payments to providers, including but not limited to, acute hospitals and health 
 systems, non-acute hospitals, and other providers of medical services to support 
 uncompensated care for Medicaid FFS, Medicaid managed care, Commonwealth Care,
 and low-income uninsured individuals.  The Commonwealth may also claim as an 



 

MassHealth                                                                                                                              Page 57 of 118 
Demonstration Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 
 

 allowable expenditure payments not otherwise eligible for FFP that are for 
 otherwise covered services furnished to individuals who are inpatients in an 
 Institution for Mental Disease (IMD). 

 
d)  Infrastructure and capacity-building. The Commonwealth may claim as allowable 

expenditures under the demonstration to the extent permitted under the SNCP limits under 
STC 50 expenditures that support capacity-building and infrastructure for the improvement 
or continuation of health care services that benefit the uninsured, underinsured, 
MassHealth, demonstration and SNCP populations. Infrastructure and capacity-building 
funding may also support the improvement of health care services that benefit the 
demonstration populations as outlined in STCs 39 and 41(c).  Activities related to Delivery 
System Transformation Initiatives are prohibited from also being claimed as infrastructure 
and capacity-building.  In the annual report as required by STC 59, the Commonwealth 
must provide the actual amount, purpose and the entity each associated payment was made 
to for this component of the SNCP.  

 
e) Delivery System Transformation Initiatives (DSTI).  The Commonwealth may claim as 

allowable expenditures under the demonstration, to the extent permitted under the SNCP 
limits under STC 50, incentive payments to providers for the development and 
implementation of a program that support hospitals’ efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models.   

 
1) Eligibility.  The program of activity funded by the DSTI shall be based in public 

and private acute hospitals, with a high, documented Medicaid patient volume, 
that are directly responsive to the needs and characteristics of the populations and 
communities.  Therefore, providers eligible for incentive payments are defined as 
public or private acute hospitals with a Medicaid payer mix more than one 
standard deviation above average and a commercial payer mix more than one 
standard deviation below average based on FY 2009 cost report data.  The 
hospitals eligible for incentive payments, over this demonstration period, based on 
this criterion, are listed in Attachment I.  
 

2) Master DSTI Plan. The Commonwealth must develop and submit to CMS for 
approval a “master” DSTI plan.  CMS shall render a decision on the master DSTI 
plan within 45 days of the Commonwealth’s submission of the plan to CMS. The 
master plan must:  

i. Outline the global context, goals and outcomes that the state seeks to 
achieve through the combined implementation of individual projects by 
hospitals; 

ii. Specify the DSTI categories consistent with subparagraph (4) below, and 
detail the associated projects, population-focused objectives and 
evaluation metrics from which each eligible hospital will select to create 
its own plan; 
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iii. Detail the requirements of the hospital-specific plans discussed in 
subparagraph (3) and STC 52; and 

iv. Specify all requirements for the DSTI plans and funding protocol pursuant 
to STC 52. 

 
3) Hospital-specific Plans. Upon CMS approval of the Commonwealth’s master 

DSTI plan, each participating hospital must submit an individual DSTI plan that 
identifies the projects, population-focused objectives, and specific metrics 
adopted from the master DSTI plan and meets all requirements pursuant to STC 
52.  CMS shall approve each hospital’s DSTI plan within 45 days of the 
Commonwealth’s submission of the hospital’s plan to CMS for final approval 
following the state review process pursuant to STC 52(a)(6), provided that the 
plan(s) meet all requirements of the approved master DSTI plan outlined in STC 
52(a)(2) and STC 52(a)(3) in addition the requirements outlined for the hospital 
specific DSTI plans pursuant to STC 52(b) and the approved DSTI payment and 
funding protocol pursuant to STC 52 (c). 
 
Participating hospitals must implement new, or significantly enhance existing 
health care initiatives.  The hospital-specific DSTI plans must address all four 
categories, as outlined in subparagraph (4) below, but each hospital is not required 
to select all projects within a given category.  Each individual hospital DSTI plan 
must include a minimum number of projects selected within each category as 
outlined in the master DSTI plan and report on progress to receive DSTI funding.  
Eligibility for DSTI payments will be based on successfully meeting metrics 
associated with approved projects as outlined in subparagraph (6) and the 
submission of required progress reports outlined in STC 53(c)(1). 
 

4) DSTI Categories and Projects.  Each participating hospital must select a minimum 
number of projects from each category as outlined in the master DSTI plan.  
Additionally, the projects must be consistent with the overarching approach of 
improving health care through the simultaneous pursuit of three aims: improving 
the experience of care, improving the health of populations, and reducing per 
capita costs of health care.  The selected projects will be detailed in the hospital-
specific plans described in subparagraph (3) and STC 52.  Each project, 
depending on the purpose and scope of the project, may include a mix of process-
oriented metrics to measure progress in the development and implementation of 
infrastructure and outcome metrics to measure the impact of the investment.  
Metrics are further discussed in subparagraph (5) and STC 52. 

 
There are four categories for which funding authority is available under the DSTI, 
each of which has explicit connection to the achievement of the Three Part Aim 
mentioned in the preceding paragraph:  
 
Category 1: Development of a fully integrated delivery system: This category 
includes investments in projects that are the foundation of delivery system change to 
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encompass the concepts of the patient-centered medical home (PCMH) model to 
increase delivery system efficiency and capacity.  Examples include:  

i. Investments in communication systems to improve data exchange with 
medical home sites  
ii. Integration of physical and behavioral health care 
iii. Development of integrated care networks across the continuum of care 
iv. Investment in patient care redesign efforts, such as patient navigators, 
alternative delivery sites, alternative office hours, etc. 
 

Category 2: Improved Health Outcomes and Quality:  This category includes 
development, implementation and expansion of innovative care models which have 
the potential to make significant demonstrated improvements in patient experience, 
cost and care management.  Examples include:  

i. Implementation of Enterprise-wide Care Management or Chronic Care 
Management initiatives, which may include implementation and use of 
disease management registries  
ii. Improvement of care transitions, and coordination of care across inpatient, 
outpatient, post-acute care, and home care settings  
iii. Adoption of Process Improvement Methodologies to improve safety, 
quality, and efficiency  

 
Category 3:  Ability to respond to statewide transformation to value-based 
purchasing and to accept alternatives to fee-for-service payments that promote 
system sustainability.  Examples include:  

i. Enhancement of Performance Improvement and Reporting Capabilities  
ii. Development of enhanced infrastructure and operating and systems 
capabilities that would support new integrated care networks and alternative 
payment models to manage within new delivery and payment models  
iii. Development of risk stratification capabilities/functionalities  

 
Category 4: Population-Focused Improvements.  This category involves 
evaluating the investments and system changes described in categories 1, 2 and 3 
through population-focused objectives.  Metrics must evaluate the impact of 
health care delivery system and access reform measures on the quality of care 
delivered by participating providers.  Metrics must also evaluate the impact of the 
payment redesign and infrastructure investments to improve areas such as cost 
efficiency, systems of care, and coordination of care in community settings.  
Metrics may vary across participating providers, but should be consistent within 
projects developed in the DSTI master plan to facilitate evaluation.   

 
5) DSTI Metrics and Evaluation.  Each eligible provider must develop process-

oriented and outcome metrics for each of the Categories 1, 2 and 3 that 
demonstrate clear project goals and objectives to achieve systematic progress.  
Examples of such project metrics may include: identification and purchase of 
system, programming of system, going live on a system, contracting with a payer 
using a bundled payment system, enrollment of a defined percentage of patients to 
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a Medical Home model, increase by a defined amount the number of primary care 
clinics using a Care Management model, improve by a defined percentage 
patients with self-management goals, increase by a defined amount the number of 
patients that have an assigned care manager team, etc.   
 
Metrics related to Category 4 shall recognize that the population-focused 
objectives/projects do not guarantee outcomes, but that the objectives/projects 
must result in learning, adaptation and progress toward the desired impact.  These 
metrics must quantitatively measure the impact of the projects in Categories 1, 2 
and 3 (e.g. disease measurements, ER admissions, cost management, etc.) on each 
participating provider’s patient population.  
 

6) DSTI Payments.    DSTI payments for each participating provider are contingent 
on that provider meeting project metrics as defined in the approved hospital-
specific plans.  As further discussed in subparagraph (7) below, the final master 
DSTI plan and payment and funding protocol as required by STC 52 must include 
an incentive payment formula.  Within this formula, approval of the hospital-
specific plans may be considered an appropriate metric for the first incentive 
payment of the initiative in DY 15, and may equal up to 50 percent of the DY 15 
total annual amount of DSTI funding a hospital may be eligible for based upon 
incentive payments. Payment cycles to providers will be described in final 
approved DSTI funding protocol but will be made at a minimum on a semi-annual 
basis contingent upon providers meeting the associated metrics.  The actual 
metrics for incentive payments and the amount of incentive payments dispersed in 
a given year will be outlined pursuant to the approved master DSTI plan, hospital-
specific plans and funding protocol requirements outlined in STC 52 and the 
reporting requirements outlined in STC 53. 
 
DSTI payments are not direct reimbursement for expenditures or payments for 
services.  DSTI payments are intended to support and reward hospital systems for 
improvements in their delivery systems and payment models that support the 
simultaneous pursuit of improving the experience of care, improving the health of 
populations, and reducing per capita costs of health care.  The payments are not 
direct reimbursement for expenditures incurred by hospitals in implementing 
reforms.  The DSTI payments are not reimbursement for health care services that 
are recognized under these STCs or under the state plan.  

 
DSTI payments should not be considered patient care revenue and will not be 
offset against other Medicaid reimbursements to hospital systems, including 
payments funded through approved intergovernmental transfers, or approved 
certified public expenditures incurred by government owned or operated hospital 
systems and their affiliated government entity providers for health care services, 
infrastructure and capacity-building, administrative activities, or other non-DSTI 
payment types authorized under these STCs and/or under the state plan. 
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7) Distribution of DSTI Funds among Hospitals: Attachment I specifies the hospitals 
eligible for DSTI over the Demonstration approval period and outlines the initial 
proportional allowance of available DSTI funds for participating providers to earn 
through DSTI incentive payments for SFY2012-2014.  This initial proportional 
allowance is based upon a foundational amount of funding of $4 million for each 
hospital over the demonstration approval period that is necessary for hospitals to 
undertake transformation initiatives, regardless of hospital size.  Beyond this 
foundational amount, the initial allotment of available funds is based on the 
relative size of each hospital’s Medicaid and low-income public payer patient 
population, as measured by each hospital’s patient services charges as indicated in 
the Medicaid and Low-Income Public Payer Gross Patient Services Revenue 
(GPSR), published in the SFY 2009 Massachusetts 403 acute hospital cost reports 
filed with the Division of Health Care Finance and Policy.  “Public payers” in this 
instance include Medicaid, Medicaid managed care, Commonwealth Care and the 
Health Safety Net.  The public payers and base year data are consistent with the 
eligibility criteria for participating providers.  
 
The final master DSTI plan, and payment and funding protocol, as outlined in 
STC 52, must specify the DSTI incentive payment formula and denote the total 
annual amount of DSTI incentive payments each participating hospital may be 
eligible for based upon the projects and metrics it selects.  The incentive payment 
formula must identify per metric the following: (1) the annual base amount of 
funding per metric associated with the each category pursuant to STC 49(e)(4); 
(2) increases to that base amount associated with a hospital’s proportional annual 
DSTI allowance; and (3) a rationale for  any percentage adjustments made to a 
hospitals calculated DSTI allowance to account for factors such as differences in 
quality infrastructure, differences in external supports for improvements, and 
differences in patient populations to be identified in the master DSTI plan.   

 
8) FFP.  FFP is not available for DSTI payments to a participating provider until the 

DSTI master plan, the individual provider’s plan and the funding protocol 
outlined in STC 52 are approved by CMS.  DSTI payments to a particular 
provider are contingent upon whether that participating provider meets project 
metrics as defined in its hospital-specific plan, and are subject to legislative 
appropriation and availability of funds.   

 
50. Expenditure Limits under the SNCP. 
 

a) Aggregate SNCP Cap. From the date of the approval letter through June 30, 2014 (SNCP 
extension period), the SNCP will be subject to an aggregate cap of $4.674 billion, as well 
as the overall budget neutrality limit established in section XI of the STCs.  Because the 
aggregate SNCP cap is based in part on an amount equal to the Commonwealth’s annual 
disproportionate share hospital (DSH) allotment, any change in the Commonwealth’s 
Federal DSH allotment that would have applied for the SNCP extension period absent the 
demonstration shall result in an equal change to the aggregate SNCP cap, and a 
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corresponding change to the provider cap as described in subparagraph (c).  Such a 
change shall be reflected in STCs 50(a) and 50(c), and shall not require a demonstration 
amendment.  The aggregate SNCP cap of $4.674 billion is based on an annual DSH 
allotment of $624,691,018 (Total Computable), the Commonwealth’s projected annual 
DSH allotment for FFY 2012 and budget neutrality savings.  For the period operating 
under temporary extension from July 1, 2011, through the period prior to the date of the 
approval letter, all SNCP expenditures were authorized up to the amount of the DSH 
allotment for SFY 2012, with the exception of Commonwealth Care which was funded 
through budget neutrality savings.  The aggregate SNCP cap was reduced by 
Commonwealth Care expenditures for the temporary extension period to reflect this 
exception.   

 
b)  Infrastructure Cap. The Commonwealth may expend an amount equal to no more than 

five percent of the aggregate SNCP cap over the SNCP extension period for 
infrastructure and capacity building, as described in STC 49(d). No FFP will be available 
to reimburse the Commonwealth for infrastructure and capacity-building until the 
Commonwealth notifies CMS and obtains subsequent CMS approval, of the specific 
activities that will be undertaken to improve the delivery of health care to the uninsured, 
underinsured or SNCP populations.  No demonstration amendment is required for CMS 
approval of the specific activities for infrastructure and capacity-building.  The 
Commonwealth must update Attachment E to reflect these activities; no demonstration 
amendment is required.  Progress reports on all such activities must be included in the 
quarterly and annual reports outlined in STCs 58 and 59, respectively.  Infrastructure 
projects for which FFP is claimed under this expenditure authority are not eligible for 
DSTI incentive payments. 
       

c) Provider Cap. The Commonwealth may expend an amount for purposes specified in STC 
49(c) equal to no more than the cumulative amount of the Commonwealth’s annual DSH 
allotments for the SNCP extension period.  Any change in the Commonwealth’s federal 
DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the provider cap.  Such change shall not 
require a demonstration amendment.  The provider cap is based on an annual DSH 
allotment of $624,691,018 (total computable), the Commonwealth’s projected annual 
DSH allotment for SFY 2012.   
 

d) DSHP Cap. Expenditure authority for DSHP is limited to $360 million in SFY 2012, 
$310 million in SFY 2013 and $130 million in SFY 2014 through December 31, 2013.  
For dates of service January 1 through June 30, 2014, expenditure authority for the 
Health Connector subsidies under DSHP, as described in STC 49(b), is limited by the 
overall SNCP cap described in STC 50(a).  For dates of service January 1 through March 
31, 2014, expenditure authority for the orderly closeout of the Commonwealth Care 
premium assistance program, as described in Attachment E, chart A, line 7b, is limited by 
the overall SNCP cap described in STC 50(a).  Total computable expenditures for DSHP 
through December 31, 2013, shall be reduced by a fixed amount of 5.3 percent annually 
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to determine allowable DSHP expenditures under the demonstration to account for the 
unknown immigration status of certain program recipients. 

 
e) Budget Neutrality Reconciliation.  The Commonwealth is bound by the budget neutrality 

agreement described in section XI of the STCs.  The Commonwealth agrees to reduce 
spending in the SNCP to comply with budget neutrality in the event that expenditures 
under the demonstration exceed the budget neutrality ceiling outlined in section XI, STC 
80.  In that event, the Commonwealth must reduce expenditures for items 1 through 7 and 
9 in chart A of Attachment E before reducing expenditures to item 8, Commonwealth 
Care.  
   

f) Transition to Cost for Uncompensated Care.  The SNCP payments pursuant to STC 49(c) 
support providers for furnishing uncompensated care.  Currently these payments are not 
limited to the documented cost of providing such care.  Over this extension period, CMS 
will work with the Commonwealth to develop a cost protocol, to be approved by CMS 
and included as future Attachment H.  This protocol will ensure that beginning on July 1, 
2014 all provider payments for uncompensated care pursuant to STC 49(c) will be 
limited on a provider-specific basis to the cost of providing Medicaid state plan services 
and any other additional allowable uncompensated costs of care provided to Medicaid 
eligible individuals and uninsured individuals, less payment received by or on behalf of 
such individuals for such services.  The DSH audit rule definition of allowable inpatient 
and outpatient services and allowable uninsured costs and revenues will serve at the 
initial framework for discussions on the cost protocol.  Any additional costs to be 
included as allowable as uncompensated care must be identified and included in the 
resulting approved cost protocol.   

 
Therefore, over this extension period, the following milestones outlined in subparagraph 
(a) must be completed to develop and receive CMS approval for a cost protocol.  If there 
is no approved protocol in place by October 1, 2013, then default cost limit 
methodologies pursuant to subparagraph (b) will be applied to all provider payments 
under STC 49(c) for uncompensated Medicaid or uninsured services beginning on July 1, 
2014 through any extension of the Demonstration. 

a. Protocol Development  
i. By January 1, 2012 CMS will provide sample cost report protocols to the 

Commonwealth for physician, clinic and hospital services as well as any 
other provider receiving payments for services under the SNCP provider 
payments for uncompensated care. 

ii. By March 30, 2012, the Commonwealth must provide CMS for CMS 
approval a cost protocol development tool that includes a description of all 
specific data including data sources it proposes to include in the cost-limit 
protocol, including the scope of services and costs for each provider type 
(e.g. inpatient, outpatient, physician services, clinic services, non-hospital 
services, etc.).  Massachusetts must use the same definition for inpatient 
and outpatient services as described in its approved Medicaid State plan 
for an initial framework and identify other uncompensated care costs that 
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are not included in the State plan definitions.  The Commonwealth must 
also identify any costs that would not be captured using Medicare cost 
principles but for which it will seek reimbursement under the SNCP (an 
example would be unreimbursed translation services associated with 
Medicaid or uninsured individuals). 

iii. By May 31, 2012, CMS will approve this cost protocol development tool. 
This approval will inform the scope of services and costs in subparagraph 
(iv) below and in the final protocol. 

iv. By July 1, 2012, the Commonwealth must develop an impact analysis of 
the cost limit protocol (will require hospitals to report necessary data on a 
preliminary basis).  This impact analysis must identify the sources of data 
used, the dates associated with the available data and any adjustments or 
modifications that have been made to the data along with the methodology 
and rationale.  

v. By August 30, 2012, CMS will provide comments on the cost-limit impact 
analysis.  

vi. By December 1, 2012, the Commonwealth must submit to CMS a draft 
cost protocol for each provider type receiving SNCP payments under STC 
49(c) that describes the methodology to calculate the annual cost of 
uncompensated care for Medicaid and uninsured populations for all 
services provided beginning on July 1, 2014 through any extension of the 
demonstration.  Payments to providers under STC 49(c) will be limited by 
this annual provider specific cost limit beginning July 1, 2014 through any 
extension of the demonstration. 

vii. CMS will review and submit initial comments and questions on the draft 
protocol by January 1, 2013. 

viii. The Commonwealth will work with CMS to finalize the cost protocol by 
October 1, 2013. 

ix. Hospitals will be required to certify and report necessary data to the 
Commonwealth by January 1, 2014. 

x. Hospital-specific cost limits for SNCP Provider Cap payments will be 
implemented for all services provided beginning on July 1, 2014 through 
any extension of the demonstration. 

 
b. Default Cost Limit Methodologies 

i. If there is no approved protocol pursuant to subparagraph (a) above by 
October 1, 2013, then the following default cost limit methodologies will 
apply based on provider type for all providers receiving payments for 
uncompensated Medicaid or uninsured services under STC 49(c) provided 
beginning July 1, 2014 through any extension of the demonstration: 

1. Hospitals will be limited to unreimbursed cost as determined using 
a cost-to-charge ratio utilizing the most recent Medicare cost report 
data by cost-center available through the CMS Medicare reporting 
system (HCRIS);  
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2. Physician uncompensated care payments will be limited to the 
amount Medicare would have paid for the services based on the 
Medicare fee schedule in effect when the services were rendered; 
and 

3. Clinics will be limited to the amount of uncompensated care 
demonstrated using the HRSA 330 grantees cost-reports. 

ii. The default methodologies pursuant to subparagraph (i) above do not 
include any additional costs not identified in the standard reports gathered 
by Medicare or HRSA.   

 
51. Priority Expenditures under the SNCP through December 31, 2013.  The 

Commonwealth must support expenditures for premium assistance under Commonwealth 
Care as its first priority.   
 

52. DSTI Plan and Funding Protocol.  The state must meet the following milestones before it 
can claim FFP for DSTI funding:  

 
a) Commonwealth Master DSTI Plan.  The Commonwealth must develop an 

overarching master DSTI plan to be submitted to CMS for approval.  The master plan 
will be future Attachment J and must at a minimum include: 
 
1) Identification of community needs, health care challenges, the delivery system, 

payment reform, and population-focused improvements that DSTI will address in 
addition to baseline data to justify assumptions; 
 

2) Identification of the projects and objectives that fall within the four categories, as 
outlined in STC 49(e)(4),from which each participating hospital will develop its 
hospital-specific DSTI plan, and identify the minimum level of projects and 
population-focused objectives that each hospital must select; 

 
3) In coordination with subparagraph (a)(2) above, identification of the metrics and 

data sources for specific projects and population-focused objectives that each 
participating hospital will utilize in developing a hospital-specific DSTI plan to 
ensure that all hospitals adhere to a uniform progress reporting requirement;  

 
4) With regard to Category 3, the state must also identify its actions and timelines 

for driving payment reform;  
 

5) Guidelines requiring hospitals to develop individual hospital DSTI plans as 
outlined in STC 49(e)(3) and STC 52(b);  

 
6) A state review process and criteria to evaluate each hospital’s individual DSTI 

plan and develop its recommendation for approval or disapproval prior to 
submission to CMS for final approval;  
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7) A reporting protocol outlining the requirements, process and timeline for a 
hospital to submit its interim progress on DSTI plan metrics and for the state to 
provide CMS with information documenting progress; 

 
8) A state review process and timeline to evaluate hospital progress on its DSTI plan 

metrics and assure a hospital has met its approved metrics prior to the release of 
associated DSTI funds;  

 
9) A process that allows for hospital plan modification and an identification of under 

what issues a modification plan may be considered including for carry-
forward/reclamation, pending state and CMS approval; and  

 
10) A state process of developing an evaluation of DSTI as a component of the draft 

evaluation design as required by STC 84.  When developing the master DSTI 
plan, the state should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data 
to support the Evaluation Design required in section XII of the STCs.  The state 
must select a preferred research plan for the applicable research question, and 
provide a rationale for its selection.  To the extent possible, participating hospitals 
should use similar metrics for similar projects to enhance evaluation and learning 
experience between hospitals.  To facilitate evaluation, DSTI master plan must 
identify a core set of Category 4 metrics that all participating hospitals must be 
required to report even if the participating provider chooses not to undertake that 
project.  The intent of this data set is to enable cross provider comparison even if 
the provider did not elect the intervention. 

 
b) Hospital DSTI Plans.  At a minimum, the individual hospital DSTI plans should 

include the following, in addition to the requirements pursuant to STCs 52(b) and 
53(c).   
 
1) A background section on the hospital system(s) covered by the DSTI plan that 

includes an overview of the patients served by the hospital; 
 

2) An executive summary for the DSTI plan that summarizes the high-level 
challenges the DSTI plan is intended to address and the target goals and 
objectives included in the plan for the demonstration approval period; 

 
3) Sections on each of the four categories as specified in the STC 47(e)(4), and 

include: 
i. For Categories 1, 2 and 3 –  

1. Each hospital must select a minimum number of projects, with 
associated metrics, milestones and data sources in accordance with 
the master DSTI plan. 

2. For each project selected, the hospital at a minimum must include: 
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a. A description of the goal(s) of the project, which describes 
the challenges of the hospital system and the major delivery 
or payment redesign system solution identified to address 
those challenges by implementing the particular project;  

b. A description of the target goal over the demonstration 
approval period and metrics associated with the project and 
the significance of that goal to the hospital system and its 
patients;   

c. A narrative on the hospital’s rationale for selecting the 
project, milestones, and metrics based on relevancy to the 
hospital system’s population and circumstances, 
community need, and hospital system priority and starting 
point with baseline data;  

d. A narrative describing how this project supports, 
reinforces, enables and is related to other projects and 
interventions within the hospital system plan; and  

e. Any other hospital reporting guidelines stipulated in the 
master DSTI Plan.   

ii. In addition to requirements addressed in the above subparagraph (i), 
Category 2 must also include: 

a. A description of how the selected project can refine innovations, 
test new ways of meeting the needs of target populations and 
disseminate findings in order to spread promising practices.   

iii. Category 4 – Population-Focused Improvements 
a. Projects within this category must focus on evaluation of the 

population-focused improvements associated with Categories 1, 2 
and 3 projects and associated incentive payments.  Each hospital 
must select a minimum number of projects in accordance with in 
the master DSTI plan.  The projects must be hospital-specific and 
need not be uniform across all the hospitals, but must be uniform 
across projects that are selected by multiple hospitals.  

 
c) DSTI Payment and Funding Protocol.  The state must develop and submit in 

conjunction or as part of the master DSTI plan, an incentive payment methodology 
for each of the four categories to determine an annual maximum budget for each 
participating provider.  The state also must identify an allowable non-federal share for 
the DSTI pool, which must approved by CMS.  The following principles must also be 
incorporated into the funding protocol that will be incorporated in future Attachment 
J: 
 
1) Each hospital will be individually responsible for progress towards and 

achievement of its metrics to receive its potential incentive funding related to any 
metric from DSTI. 
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2) In order to receive incentive funding related to any metric, the hospital must 
submit all required reporting as described in STC 51(c). 

 
3) Funding Allocation Guidelines. The master DSTI plan must specify a formula for 

determining incentive payment amounts.  Hospital-specific DSTI plan 
submissions must use this formula to specify the hospital-specific incentive 
payment amounts associated with the achievement of approved transformation 
metrics for approval by the Commonwealth and CMS pursuant to STC 50(a)(6).  
Category metrics will have a base value.  Each category may have a different base 
value but metrics within categories will be based on a starting dollar point.  Given 
the varied nature of the projects and hospital systems, the total incentive payment 
amounts available to an individual hospital for each category depend upon the 
size of the hospital, total projects and metrics selected in the hospital specific 
DSTI.  The submission must describe how the factors effect each hospitals 
maximum allowable payment.   

 
4) Carry-Forward/Reclamation.  The protocol must describe the ability of a hospital 

to earn payment for any missed metric within a defined time period.  Carry-
forward/reclamation of incentive payments is only available to the hospital 
associate with a given incentive payment and is not available for redistribution to 
other hospitals.  Carry-forward/reclamation is limited to this demonstration 
approval period ending June 30, 2014. 

i. If a participating hospital system does not fully achieve a metric that was 
specified in its plan for completion in a particular year, the payment 
associated with that metric may be rolled over for 12 months and be 
available if the hospital meets the missed metric in addition to the metric 
associated with the year in which the payment is made.   

ii. In the case of a participating hospital that is close to meeting a metric in a 
particular year, the hospital may be granted a grace period to the reporting 
deadline set for a particular payment cycle by which to meet a metric 
associated with the incentive payment if it has an approved plan 
modification pursuant to STC 50(a)(9) above.  The allowable time period 
for such a grace period may vary based on the type and scope of the 
project associated with such metric and may be up to 180 days.  The plan 
modification must be approved by the Commonwealth and CMS 30 days 
prior to the deadline of the incentive payment reporting pursuant to STCs 
50 and 51(c). The plan modification must outline how the hospital plans to 
meet the metric within the given grace period.   The process for hospital 
plan modification, including the modification requirements, deadline by 
which a hospital must submit a requested modification and the 
Commonwealth and CMS approval process will be outlined within the 
master DSTI plan pursuant to STC 52(a)(9). 

iii. Projects that focus primarily on infrastructure will have further limited 
rollover ability as defined in the master DSTI plan.  
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53. SNCP Additional Reporting Requirements.  All SNCP expenditures must be reported as 
specified in section X, STC 63.  In addition, the Commonwealth must submit updates to 
Attachment E as set forth below to CMS for approval.  
 
a) Charts A – B of Attachment E. The Commonwealth must submit to CMS for approval, 

updates to Charts A – B of Attachment E that reflect projected SNCP payments and 
expenditures for State Fiscal Year (SFY) 2012-2014 and identify the non-federal share 
for each line item, no later than 45 days after enactment of the State budget for each SFY.  
CMS shall approve the Commonwealth’s projected SNCP payments and expenditures 
within 30 days of the Commonwealth’s submission of the update, provided that all 
projections are within the applicable SNCP limits specified in STC 50.  

The Commonwealth must notify CMS and receive CMS approval, before it can claim 
FFP, for any SNCP payments and expenditures outlined in Charts A-B of Attachment E 
that are in excess of the approved projected SNCP payments and expenditures by a 
variance greater than 10 percent.  Any variance in SNCP payments and expenditures 
must adhere to the SNCP expenditure limits pursuant to STC 50.  The Commonwealth 
must submit to CMS for approval updates to Charts A – B that include these variations in 
projected SNCP payments and expenditures.  CMS shall approve the Commonwealth’s 
revised projected SNCP payments and expenditures within 30 days of the 
Commonwealth’s submission of the update, provided that all projections are within the 
applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval updates to Charts A – B of 
Attachment E that reflect actual payments and expenditures for each SFY, within 180 
days after the close of the SFY.  CMS shall approve the Commonwealth’s actual SNCP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all SNCP payments and expenditures are within the applicable SNCP limits specified 
in STC 50.  
 
The Commonwealth must submit to CMS for approval further updates to any or all of 
these charts as part of the quarterly operational report and at such other times as may be 
required to reflect projected or actual changes in SNCP payments and expenditures.  
CMS must approve the Commonwealth’s updated charts within 45 days of the 
Commonwealth’s submission of the update, provided that all SNCP payments and 
expenditures are within the applicable limits specified in STC 50. 
 
No demonstration amendment is required to update Charts A-B in Attachment E, with the 
exception of any new types of payments or expenditures in Charts A and B, or for any 
increase to Public Service Hospital Safety Net Care.  
 

b) DSHP.  The Commonwealth must submit to CMS for approval a table of projected DSHP 
spending by approved program, no later than 45 days after enactment of the state budget 
for each SFY.  CMS must approve the Commonwealth’s projected DSHP expenditures 
within 15 days of the Commonwealth’s submission of the update, provided that all DSHP 
projections are within the applicable SNCP limits specified in STC 50. 
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The Commonwealth must submit to CMS for approval an update to the table of projected 
DSHP spending that reflects actual DSHP expenditures for each SFY, within 180 days 
after the close of the SFY.  CMS must approve the Commonwealth’s actual DSHP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all DSHP expenditures are within applicable limits.  
 
The Commonwealth may submit to CMS for approval further updates to the table of 
projected DSHP spending by approved program at such other times as may be required to 
reflect projected or actual changes in DSHP expenditures.  CMS must approve the 
Commonwealth’s updated charts within 45 days of the Commonwealth’s submission of 
the update, provided that all DSHP expenditures are within applicable limits. 
 
No demonstration amendment is required to update the table of projected DSHP spending 
by approved program within the expenditure limits specified in STC 50(d).  The 
Commonwealth is required to amend the demonstration in order to add to the list of 
DSHP programs in Chart C of Attachment E. 
 

Additional DSHP Reporting for ConnectorCare.  The state must provide data regarding the 
operation of this subsidy program in the annual report required per STC 59.  This data must, at a 
minimum, include: 

i. The number of individuals served by the program; 
ii. The size of the subsidies; and 
iii. A comparison of projected costs with actual costs. 

 
 

c) DSTI Reporting.  The participating providers and the state must report the following: 

1) Hospital Reporting.  The reporting protocol within the master DSTI must outline 
the hospitals’ reporting requirements, process and timelines that must be 
consistent with the following principles: 

i. Hospital Reporting for Payment.  Participating providers seeking payment 
under DSTI must submit reports to the state demonstrating progress, 
measured by Category specific metrics.  The reports must include the 
incentive payment amount being requested for the progress achieved in 
accordance with the payment mechanisms outlined in the master DSTI 
plans.  The required hospital reporting requirements, process and timeline 
are pursuant to the reporting protocol, state review process and funding 
protocol as outlined in STC 52(a)(7) and STC 52(a)(8) and STC 52(c) and 
must be consistent with the following principles: 

1. The hospital reports must be submitted using a standardized 
reporting form approved by the state and CMS; 

2. The State must use this documentation in support of DSTI claims 
made on the MBES/CBES 64.9 Waiver form. 
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ii. Hospital System Annual Report.  Hospital systems must submit an annual 
report, based on the timeline approved in the reporting protocol 
component of the master DSTI plan.  The reports must at a minimum: 

1. Be submitted using a standardized reporting form approved by the 
state and CMS; 

2. Provide information included in the semi-annual reports, including 
data on the progress made for all milestones; and 

3. Provide a narrative description of the progress made, lessons 
learned, challenges faced and other pertinent findings. 

iii. Documentation.  The hospital system must have available for review by 
the state or CMS, upon request, all supporting data and back-up 
documentation. 

2) Commonwealth Reporting.  STC 58 and 59 require DSTI reporting as a 
component of the quarterly operational reports and annual reports.  The DSTI 
reporting must at a minimum include:  

i. All DSTI payments made to specific hospitals that occurred in the quarter; 
ii. Expenditure projections reflecting the expected pace of future 

disbursements for each participating hospital; 
iii. An assessment by summarizing each hospital’s DSTI activities during the 

given period; and  
iv. Evaluation activities and interim findings of the evaluation design 

pursuant to STC 84.  
 

IX. GENERAL REPORTING REQUIREMENTS 
 
54. General Financial Reporting Requirements.  The state must comply with all general 

financial requirements under title XIX of the Social Security Act in section X of the STCs. 
 

55. Compliance with Managed Care Reporting Requirements.  The state must comply with all 
managed care reporting regulations at 42 C.F.R section 438 et. seq. except as expressly 
waived or identified as not applicable in the expenditure authorities incorporated into these 
STCs. 
 

56. Reporting Requirements Relating to Budget Neutrality.  The state must comply with all 
reporting requirements for monitoring budget neutrality as set forth in section XI of the 
STCs, including the submission of corrected budget neutrality data upon request.  
 

57. Bi-Monthly Calls.   The state must participate in monitoring calls with CMS.  The purpose 
of these calls is to discuss any significant actual or anticipated developments affecting the 
demonstration.  Areas to be addressed include, but are not limited to, MCO operations (such 
as contract amendments and rate certifications), health care delivery, enrollment, cost 
sharing, quality of care, access, the benefit packages, activities related to the Safety Net Care 
Pool, audits, lawsuits, financial reporting and budget neutrality issues, proposed changes to 
payment rates, health plan financial performance that is relevant to the demonstration, 
progress on evaluations, state legislative developments, and any demonstration amendments, 
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concept papers or state plan amendments the State is considering submitting.  The state and 
CMS shall discuss quarterly expenditure reports submitted by the state for purposes of 
monitoring budget neutrality. CMS shall update the state on any amendments or concept 
papers under review as well as federal policies and issues that may affect any aspect of the 
demonstration.  The state and CMS shall jointly develop the agenda for the calls. 
 

58. Quarterly Operational Reports.  The Commonwealth must submit progress reports in the 
format specified in Attachment C no later than 60 days following the end of each quarter.  
The intent of these reports is to present the Commonwealth’s analysis and the status of the 
various operational areas under the demonstration.  These quarterly reports must include, but 
are not limited to: 

 
a) Updated budget neutrality monitoring spreadsheets;  

 
b) Events occurring during the quarter or anticipated to occur in the near future that effect 

health care delivery including approval and contracting with new plans, benefits, 
enrollment, grievances, quality of care, access, proposed changes to payment rates, health 
plan financial performance that is relevant to the demonstration, payment reform 
initiatives or delivery system reforms impacting demonstration population and/or 
undertaken in relation to the SNCP, updates on activities related to the pediatric bundled 
payment pilot program, pertinent legislative activity, and other operational issues; 
 

c) Action plans for addressing any policy and administrative issues identified;  
 

d) Quarterly enrollment reports that include the member months for each demonstration 
population; 
 

e) Updates on any state health care reform activities to coordinate the transition of coverage 
through the Affordable Care Act; 
 

f) Activities and planning related to payments made under the Safety Net Care Pool 
pursuant to reporting requirements outlined in section VIII of the STCs;  
 

g) Updates on data related to the provisional eligibility authority  
 Total number of Medicaid/CHIP applicants for the specified quarter 
 Total number Medicaid/CHIP applicants with identified income inconsistencies 

for the specified quarter 
 Average number of days to resolve inconsistency 
 Number of Medicaid CHIP applicants disenrolled due to income ineligibility 

identified 
 Basis for ineligibility 
 Quality of initial data 
 Expenditures for ineligible individuals  

 
h) Evaluation activities and interim findings. 
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59. Annual Report.  The Commonwealth must submit a draft annual report documenting 

accomplishments, project status, quantitative and case study findings, utilization data, and 
policy and administrative difficulties in the operation of the demonstration.  This report must 
also contain a discussion of the items that must be included in the quarterly operational 
reports required under STC 58 in addition to the annual HCBS report as stipulated in STC 
40(l).  The Commonwealth must submit the draft annual report no later than October 1st of 
each year.  Within 30 days of receipt of comments from CMS, a final annual report shall be 
submitted. 
 

60. Transition Plan. On or before July 1, 2012, the state is required to submit a draft and 
incrementally revise a transition plan consistent with the provisions of the Affordable Care 
Act for individuals enrolled in the demonstration, including how the state plans to coordinate 
the transition of these individuals to a coverage option available under the Affordable Care 
Act without interruption in coverage to the maximum extent possible.  The plan must contain 
the required elements and milestones described in subparagraphs (a)-(e) outlined below.  In 
addition, the Plan will include a schedule of implementation activities that the State will use 
to operationalize the Transition Plan. 
   

a) Required Authorities.  The state must conduct an assessment of which demonstration 
authorities outlined in the waivers and expenditure authorities should expire on 
December 31, 2013 consistent with the provisions of the Affordable Care Act and submit 
a plan outlining the process for submission of any necessary demonstration 
amendment(s).  For example, this may include authorities related to specific 
demonstration populations (e.g. Commonwealth Care, hypothetical populations, etc.) in 
addition to processes and activities such as eligibility procedures and standards, financial 
responsibility/deeming, retroactive eligibility, cost sharing, etc. 

 
b) Seamless Transitions.  Consistent with the provisions of the Affordable Care Act, the 

Transition Plan will include details on how the state plans to obtain and review any 
additional information needed from each individual to determine eligibility under all 
eligibility groups, and coordinate the transition of individuals enrolled in the 
demonstration (by FPL) (or newly applying for Medicaid) to a coverage option available 
under the Affordable Care Act without interruption in coverage to the maximum extent 
possible.  Specifically, the state must:  

i. Determine eligibility under all January 1, 2014, eligibility groups for which 
the state is required or has opted to provide medical assistance, including the 
group described in section 1902(a)(10)(A)(i)(VIII) for individuals under age 
65 and regardless of disability status with income at or below 133 percent of 
the FPL.   

ii. Identify demonstration populations not eligible for coverage under the 
Affordable Care Act and explain what coverage options and benefits these 
individuals will have effective January 1, 2014.   

iii. Implement a process for considering, reviewing, and making preliminarily 
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determinations under all January 1, 2014 eligibility groups for new applicants 
for Medicaid eligibility. 

iv. Conduct an analysis that identifies populations in the demonstration that may 
not be eligible for or affected by the Affordable Care Act and the authorities 
the state identifies that may be necessary to continue coverage for these 
individuals. 

v. Develop a modified adjusted gross income (MAGI) conversion for program 
eligibility. 

 
c) Access to Care and Provider Payments and System Development or Remediation. The 

state should assure adequate provider supply for the state plan and demonstration 
populations affected by the demonstration on December 31, 2013.  Additionally, the 
Transition Plan for the demonstration is expected to expedite the state’s readiness for 
compliance with the requirements of the Affordable Care Act and other federal 
legislation.  

 
d) Progress Updates.  After submitting the initial Transition Plan for CMS approval, the 

state must include progress updates in each quarterly and annual report.  The Transition 
Plan shall be revised as needed. 

 
e) Implementation.  

i. By October 1, 2013, the state must begin to implement a simplified, 
streamlined process for transitioning eligible enrollees in the demonstration to 
Medicaid, the Marketplace or other coverage options in 2014.  In transitioning 
these individuals from coverage under the waiver to coverage under the state 
plan, the state will not require these individuals to submit a new application. 

ii. On or before December 31, 2013, the state must provide notice to the 
individual of the eligibility determination using a process that minimizes 
demands on the enrollees.  

 
61. Final Report.  Within 120 days following the end of the demonstration, the Commonwealth 

must submit a draft final report to CMS for comments.  The Commonwealth must take into 
consideration CMS’ comments for incorporation into the final report.  The final report is due 
to CMS no later than 120 days after receipt of CMS’ comments.   
 

X. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX  
 
62. Quarterly Expenditure Reports. The state must provide quarterly expenditure reports using 

Form CMS-64 to report total expenditures for services provided through this demonstration 
under section 1115 authority that are subject to budget neutrality.  This project is approved 
for expenditures applicable to services rendered during the demonstration period.  CMS shall 
provide FFP for allowable demonstration expenditures only as long as they do not exceed the 
pre-defined limits on the expenditures as specified in section XI of the STCs.   
 

63. Reporting Expenditures Under the Demonstration.  The following describes the reporting 



 

MassHealth                                                                                                                              Page 75 of 118 
Demonstration Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 
 

of expenditures subject to the budget neutrality agreement: 
 
a) Tracking Expenditures. In order to track expenditures under this demonstration, the state 

must report demonstration expenditures through the Medicaid and Children’s Health 
Insurance Program Budget and Expenditure System (MBES/CBES), following routine 
CMS-64 reporting instructions outlined in section 2500 of the State Medicaid Manual.  
All demonstration expenditures claimed under the authority of title XIX of the Act and 
subject to the budget neutrality expenditure limit must be reported each quarter on 
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the demonstration 
project number (11-W-00030/1) assigned by CMS, including the project number 
extension which indicates the Demonstration Year (DY) in which services were rendered.   
 

b) Cost Settlements. For monitoring purposes, cost settlements attributable to the 
demonstration must be recorded on the appropriate prior period adjustment schedules 
(Form CMS-64.9P Waiver) for the Summary Sheet Line 10B, in lieu of Lines 9 or 10C.  
For any cost settlement not attributable to this demonstration, the adjustments should be 
reported as otherwise instructed in the State Medicaid Manual.  
 

c) Pharmacy Rebates. The Commonwealth may propose a methodology for assigning a 
portion of pharmacy rebates to the demonstration, in a way that reasonably reflects the 
actual rebate-eligible pharmacy utilization of the demonstration population, and which 
reasonably identifies pharmacy rebate amounts with DYs.  Use of the methodology is 
subject to the approval in advance by the CMS Regional Office, and changes to the 
methodology must also be approved in advance by the Regional Office. The portion of 
pharmacy rebates assigned to the demonstration using the approved methodology will be 
reported on the appropriate Forms CMS-64.9 Waiver for the demonstration, and not on 
any other CMS-64.9 form (to avoid double counting).  Each rebate amount must be 
distributed as state and federal revenue consistent with the federal matching rates under 
which the claim was paid. 
 

d) Premiums and other applicable cost sharing contributions from enrollees that are 
collected by the Commonwealth under the demonstration must be reported to CMS each 
quarter on Form CMS-64 Summary Sheet line 9.D, columns A and B.  Additionally, the 
total amounts that are attributable to the demonstration must be separately reported on the 
CMS-64Narr by dDemonstration year. 

 
e) Demonstration year reporting. Notwithstanding the two-year filing rule, the 

Commonwealth may report adjustments to particular demonstration years as described 
below: 

 
i. Beginning July 1, 2005 (SFY 2006/ DY, 9) all expenditures and adjustments for 

demonstration years 1-5 will be reported as demonstration year 5, and separate 
schedules will be completed for demonstration years 6, 7, 8, and 9. 
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ii. Beginning July 1, 2006 (SFY 2007/ DY 10), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-7 will be reported as demonstration 
year 7, and separate schedules will be completed for demonstration years 8, 9, and 
10.  

 
iii. Beginning July 1, 2007 (SFY 2008/ DY 11), all expenditures and adjustments for 

demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, and separate schedules will be completed for demonstration years 9, 10, 
and 11.  

 
iv. Beginning July 1, 2008 (SFY 2009/ DY 12), all expenditures and adjustments for 

demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-10 will be 
reported as demonstration year 10, and separate schedules will be completed for 
demonstration years 11 and 12.  Demonstration year 12 includes dates of service 
from July 1, 2008, through June 30, 2009. 

 
v. Beginning July 1, 2009 (SFY 2010/ DY 13), all expenditures and adjustments for 

demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14.  Demonstration year 13 includes dates of 
service from July 1, 2009, through June 30, 2010. 

 
vi. Beginning July 1, 2010 (SFY 2011/ DY 14), all expenditures and adjustments for 

demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14.  Demonstration year 14 includes dates of 
service from July 1, 2010, through June 30, 2011.   

 
vii. Beginning July 1, 2011 (SFY 2012/ DY 15), all expenditures and adjustments for 

demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration 11, all expenditures and adjustments for demonstration 
years 12-14 will be reported as demonstration year 14 and separate schedules will 
be completed for demonstration years 15 and 16 and 17.  All expenditures and 
adjustments for dates of service beginning July 1, 2011, will be reported on 
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separate schedules corresponding with the appropriate demonstration year.   
 

f) Use of Waiver Forms                                                                                                                                                                                                                                                                                                    
. For each Demonstration year as described in subparagraph (e) above, 29 separate Forms 
CMS-64.9 Waiver and/or 64.9P Waiver must be completed, using the waiver name noted 
below, to report expenditures for the following EGs and the Safety Net Care Pool.  
Expenditures should be allocated to these forms based on the guidance found below.     

 
i. Base Families: Eligible non-disabled individuals enrolled in 

MassHealth Standard, as well as eligible 
non-disabled individuals enrolled in 
MassHealth Limited (emergency services 
only) 
 

ii. Base Disabled: Eligible individuals with disabilities enrolled 
in Standard, individuals enrolled in 
CommonHealth who spend down to 
eligibility, as well as eligible disabled 
individuals enrolled in Limited (emergency 
services only)                                                                                                                                                                                                                                                                                                                                                           

 
iii. 1902(r)(2) Children: Medicaid expansion children and pregnant 

women who are enrolled in MassHealth 
Standard, as well as eligible children and 
pregnant women enrolled in MassHealth 
Limited (emergency services only) 

 
iv. 1902(r)(2) Disabled: Eligible individuals with disabilities enrolled 

in Standard with income between 114.1 
percent and 133 percent of the FPL, as well 
as eligible individuals with disabilities 
enrolled in MassHealth Limited (emergency 
services only) 

 
v. BCCTP: Individuals eligible under the Breast and 

Cervical Cancer Treatment Program who are 
enrolled in Standard 

 
vi. CommonHealth: Higher income working adults and children 

with disabilities enrolled in CommonHealth 
 

vii. e-Family Assistance: Eligible children receiving premium 
assistance or direct coverage through 200 
percent of the FPL enrolled in Family 
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Assistance  
 

viii. CommCare-19-20: 19 and 20 year olds receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance  
Connector Authority  

 
ix. Essential-19-20: Eligible 19 and 20 year olds who are long-

term unemployed and not receiving EAEDC 
or a client of DMH 

 
x. CommCareParents: Parents receiving premium assistance for 

commercial health insurance products 
coordinated through the Commonwealth 
Health Insurance Connector Authority 

 
 
 
 

xi. CommCare-133: Individuals 21 years old and over without 
dependent children with income at or below 
133 percent of the FPL receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance Connector 
Authority  

 
xii. Base Fam XXI RO: Title XXI-eligible AFDC children enrolled 

in Standard after allotment is exhausted 
 

xiii. 1902 (r)(2) XXI RO: Title XXI-eligible Medicaid Expansion 
children enrolled in Standard after allotment 
is exhausted 

 
xiv. CommonHealth XXI: Title XXI-eligible higher income children 

with disabilities enrolled in title XIX 
CommonHealth after allotment is exhausted 

 
xv. Fam Assist XXI:  Title XXI-eligible children through 200 

percent of the FPL eligible for Family 
Assistance under the demonstration after the 
allotment is exhausted 
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xvi. e-HIV/FA: Effective through December 31, 2013, 
eligible individuals with HIV/AIDS through 
200 percent of the FPL who are enrolled in 
Family Assistance.  

 
 Effective January 1, 2014 eligible 

individuals with HIV/AIDS with incomes 
from 133 through 200 percent of the FPL 
who are enrolled in Family Assistance. 

 
xvii. IRP: Effective through December 31, 2013 

Subsidies or reimbursement for ESI made to 
eligible individuals and/or eligible 
employers, not including subsidies for 
individuals in other eligible groups  
 

xviii. SBE: Subsidies or reimbursement for ESI made to 
eligible individuals 

 
xix. Basic: Effective through December 31, 2013  

 Eligible individuals who are long-term  
 unemployed receiving EAEDC and/or a  
 client of DMH 

xx. Essential: Effective through December 31, 2013 
Eligible individuals who are long-term 
unemployed and not receiving EAEDC or a 
client of DMH 

 
xxi. MSP: Effective through December 31, 2013 

Eligible individuals receiving 
unemployment benefits from the DUA  

 
xxii. SNCP-CommCare:   Effective through December 31, 2013 

Individuals ages 21 and over with income 
above 133 percent of the FPL receiving 
premium assistance for commercial health 
insurance products coordinated through the 
Commonwealth Health Insurance Connector 
Authority  

 
xxiii. SNCP-HSNTF:  Expenditures authorized under the 

demonstration for payments held to the 
provider sub-cap to support uncompensated 
care 
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xxiv. SNCP-DSHP: Expenditures authorized under the 

demonstration for the Designated State 
Health Programs (DSHP) 

 
xxv. SNCP-DSTI: Expenditures authorized under the 

demonstration for Delivery System 
Transformation Initiatives (DSTI) 

 
xxvi. SNCP-OTHER: All other expenditures authorized under the 

SNCP  
 
xxvii. Asthma: All expenditures authorized through the 

pediatric asthma bundled pilot program 
 
xxviii. Autism: All expenditures authorized for early 

intervention services for children with 
autism 

 
xxix. New Adult Group: Effective January 1, 2014, report for all 

expenditures for the Affordable Care Act 
new adult group, described in 
1902(a)(10)(A)(i)(VIII) and 42 CFR 
435.119 

 
xxx. Marketplace Subsidy:  Effective January 1, 2014, expenditures for  

   subsidies described in STC 49(b)  

xxxi. Provisional Eligibility: Effective January 1, 2014, expenditures for  
amounts spent on individuals found not 
eligible for Medicaid benefits under this 
authority 

 
64. Reporting Expenditures under the Demonstration for Groups that are Eligible First 

under the Separate Title XXI Program.  The Commonwealth is entitled to claim title XXI 
funds for expenditures for certain children that are also eligible under this title XIX 
demonstration included within the Base Families EG, the 1902(r)(2) Children EG,  the 
CommonHealth EG and the Family Assistance EG.  These groups are included in the 
Commonwealth’s title XXI state plan and therefore can be funded through the separate title 
XXI program up to the amount of its title XXI allotment (including any reallocations or 
redistributions).  Expenditures for these children under title XXI must be reported on separate 
Forms CMS-64.21U and/or 64.21UP in accordance with the instructions in section 2115 of 
the State Medicaid Manual.  If the title XXI allotment has been exhausted, including any 
reallocations or redistributions, these children are then eligible under this title XIX 
demonstration and the following reporting requirements for these EGs under the title XIX 
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demonstration apply: 
 

Base Families XXI RO, 1902(r)(2) RO, CommonHealth XXI, and Fam Assist XXI: 
 

a) Exhaustion of Title XXI Funds.  If the Commonwealth has exhausted title XXI funds, 
expenditures for these optional targeted low-income children may be claimed as title XIX 
expenditures as approved in the Medicaid state plan.  The Commonwealth shall report 
expenditures for these children as waiver expenditures on the Forms CMS 64.9 Waiver 
and/or CMS 64.9P Waiver in accordance with STC 63 (Reporting Expenditures Under 
the Demonstration). 
 

b) Exhaustion of Title XXI Funds Notification. The Commonwealth must notify CMS in 
writing of any anticipated title XXI shortfall at least 120 days prior to an expected change 
in claiming of expenditures.   
 

c) If the Commonwealth chooses to claim expenditures for Base Families XXI RO, 
1902(r)(2) RO, and CommonHealth XXI groups under title XIX, the expenditures and 
caseload attributable to these EGs will:  

 
i. Count toward the budget neutrality expenditure limit calculated under                                     

section XI, STC 80 ( Budget Neutrality Annual Expenditure Limit); and 
 
ii.   Be considered expenditures subject to the budget neutrality agreement as defined in 

STC 80, so that the Commonwealth is not at risk for caseload while claiming title 
XIX federal matching funds when title XXI funds are exhausted. 

 
d) If the Commonwealth chooses to claim expenditures for Fam Assist XXI under title 

XIX, the expenditures and caseload attributable to this EG will be considered 
expenditures subject to the budget neutrality agreement as defined in STC 80.  The 
Commonwealth is at risk for both caseload and expenditures while claiming Title XIX 
federal matching funds for this population when title XXI funds are exhausted. 

 
65. Expenditures Subject to the Budget Neutrality Agreement.  For purposes of this section, 

the term “expenditures subject to the budget neutrality agreement” means expenditures for 
the EGs outlined in section IV of the STCs, except where specifically exempted.  All 
expenditures that are subject to the budget neutrality agreement are considered demonstration 
expenditures and must be reported on Forms CMS-64.9 Waiver and /or 64.9P Waiver. 

 
66. Premium Collection Adjustment.  The Commonwealth must include demonstration 

premium collections as a manual adjustment (decrease) to the demonstration’s actual 
expenditures on a quarterly basis on the CMS-64 Summary Sheet and on the budget 
neutrality monitoring workbook submitted on a quarterly basis.   
 

67. Title XIX Administrative Costs.  Administrative costs will not be included in the budget 
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neutrality agreement, but the Commonwealth must separately track and report additional 
administrative costs that are directly attributable to the demonstration.  All administrative 
costs must be identified on the Forms CMS-64.10 Waiver and/or 64.10P Waiver. 
 

68. Claiming Period.  All claims for expenditures subject to the budget neutrality agreement  
(including any cost settlements) must be made within 2 years after the calendar quarter in 
which the Commonwealth made the expenditures.  Furthermore, all claims for services 
during the demonstration period (including any cost settlements) must be made within 2 
years after the conclusion or termination of the demonstration.  During the latter 2-year 
period, the state must continue to identify separately net expenditures related to dates of 
service during the operation of the demonstration on the CMS-64 waiver forms, in order to 
properly account for these expenditures in determining budget neutrality. 

 
69. Reporting Member Months.  The following describes the reporting of member months for 

demonstration populations:   
 
a) For the purpose of calculating the budget neutrality agreement and for other purposes, the 

Commonwealth must provide to CMS, as part of the quarterly report required under STC 
58, the actual number of eligible member months for the EGs i-xxi and EGs xxvi and 
xxvii defined in STC 63(f).  The Commonwealth must submit a statement accompanying 
the quarterly report, which certifies the accuracy of this information. 
 
To permit full recognition of “in-process” eligibility, reported counts of member months 
may be subject to revisions after the end of each quarter.  Member month counts may be 
revised retrospectively as needed.  
    

b) The term “eligible member months” refers to the number of months in which persons are 
eligible to receive services.  For example, a person who is eligible for 3 months 
contributes 3 eligible member months to the total.  Two individuals who are eligible for 2 
months each contribute 2 eligible member months to the total, for a total of 4 eligible 
member months. 

 
70. Standard Medicaid Funding Process. The standard Medicaid funding process must be used 

during the demonstration. Massachusetts must estimate matchable demonstration 
expenditures (total computable and federal share) subject to the budget neutrality expenditure 
limit and separately report these expenditures by quarter for each FFY on the Form CMS-37 
(narrative section) for both the Medical Assistance Payments (MAP) and State and Local 
Administrative Costs (ADM).  CMS shall make federal funds available based upon the 
state’s estimate, as approved by CMS.  Within 30 days after the end of each quarter, the state 
must submit the Form CMS-64 quarterly Medicaid expenditure report, showing Medicaid 
expenditures made in the quarter just ended.  CMS shall reconcile expenditures reported on 
the Form CMS-64 with federal funding previously made available to the state, and include 
the reconciling adjustment in the finalization of the grant award to the state.  

 
71. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS 
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approval of the source(s) of the non-federal share of funding, CMS shall provide FFP at the 
applicable federal matching rates for the demonstration as a whole for the following, subject 
to the limits described in section XI of the STCs: 
 
a) Administrative costs, including those associated with the administration of the 

demonstration;  
 

b) Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid state plan; and 
 

c) Net medical assistance expenditures and prior period adjustments made under section 
1115 demonstration authority with dates of service during the demonstration extension 
period, including expenditures under the Safety Net Care Pool. 

 
72. Sources of Non-Federal Share.  The Commonwealth provides assurance that the matching 

non-federal share of funds for the demonstration is state/local monies.  The Commonwealth 
further assures that such funds shall not be used as the match for any other federal grant or 
contract, except as permitted by law.  All sources of non-federal funding must be compliant 
with section 1903(w) of the Act and applicable regulations.  In addition, all sources of the 
non-federal share of funding are subject to CMS approval.  

 
a) The CMS may review at any time the sources of the non-federal share of funding for the 

demonstration.  The Commonwealth agrees that all funding sources deemed unacceptable 
by CMS shall be addressed within the time frames set by CMS. 

 
b) Any amendments that impact the financial status of the program shall require the state to 

provide information to CMS regarding all sources of the non-federal share of funding. 
 

c) The Commonwealth assures that all health care-related taxes comport with section 
1903(w) of the Act and all other applicable federal statutory and regulatory provisions, as 
well as the approved Medicaid state plan.  

 
73. State Certification of Funding Conditions.  The Commonwealth must certify that the  

following conditions for non-federal share of Demonstration expenditures are met: 
 
a) Units of government, including governmentally operated health care providers, may 

certify that state or local monies have been expended as the non-federal share of funds 
under the demonstration. 

 
b) To the extent the Commonwealth utilizes certified public expenditures (CPEs) as the 

funding mechanism for title XIX (or under section 1115 authority) payments, CMS must 
approve a cost reimbursement methodology.  This methodology must include a detailed 
explanation of the process by which the Commonwealth would identify those costs 
eligible under title XIX (or under section 1115 authority) for purposes of certifying 
public expenditures.  
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c) To the extent the Commonwealth utilizes CPEs as the funding mechanism to claim 

federal match for expenditures under the demonstration, governmental entities to which 
general revenue funds are appropriated must certify to the state the amount of such state 
or local monies as allowable under 42 C.F.R. § 433.51 used to satisfy demonstration 
expenditures.  The entities that incurred the cost must also provide cost documentation to 
support the state’s claim for federal match;   
 

d) The Commonwealth may use intergovernmental transfers to the extent that such funds are 
derived from state or local monies and are transferred by units of government within the 
Commonwealth.  Any transfers from governmentally operated health care providers must 
be made in an amount not to exceed the non-federal share of title XIX payments.   
 

e) Under all circumstances, health care providers must retain 100 percent of the claimed 
expenditure.  Moreover, no pre-arranged agreements (contractual or otherwise) exist 
between health care providers and state and/or local government to return and/or redirect 
to the Commonwealth any portion of the Medicaid payments.  This confirmation of 
Medicaid payment retention is made with the understanding that payments that are the 
normal operating expenses of conducting business, such as payments related to taxes, 
including health care provider-related taxes, fees, business relationships with 
governments that are unrelated to Medicaid and in which there is no connection to 
Medicaid payments, are not considered returning and/or redirecting a Medicaid payment. 

 
74. Monitoring the Demonstration.  The Commonwealth will provide CMS with information to 

effectively monitor the demonstration, upon request, in a reasonable time frame.  
 

75. Program Integrity. The state must have processes in place to ensure that there is no 
duplication of federal funding for any aspect of the demonstration. 
 

XI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 
 
76. Budget Neutrality Effective Date.  Notwithstanding the effective date specified in section I 

of the STCs or in any other demonstration documentation, all STCs, waivers, and 
expenditure authorities relating to budget neutrality shall be effective beginning July 1, 2011.  
 

77. Limit on Title XIX Funding.  Massachusetts will be subject to a limit on the amount of 
federal title XIX funding that the Commonwealth may receive on selected Medicaid 
expenditures during the period of approval of the demonstration.  The limit will consist of 
two parts, and is determined by using a per capita cost method combined with an aggregate 
amount based on the aggregate annual DSH allotment that would have applied to the 
Commonwealth absent the demonstration (DSH allotment).  Budget neutrality expenditure 
targets are calculated on an annual basis with a cumulative budget neutrality expenditure 
limit for the length of the entire demonstration.  Actual expenditures subject to the budget 
neutrality expenditure limit must be reported by the Commonwealth using the procedures 
described in section X, STC 63.  The data supplied by the Commonwealth to CMS to 
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calculate the annual limits is subject to review and audit, and if found to be inaccurate, will 
result in a modified budget neutrality expenditure limit.  CMS’ assessment of the 
Commonwealth’s compliance with these annual limits will be done using the Schedule C 
report from the Form CMS-64. 
 

78. Risk.  Massachusetts shall be at risk for the per capita cost for demonstration enrollees under 
this budget neutrality agreement, but not for the number of demonstration enrollees in each 
of the groups.  By providing FFP for all demonstration enrollees, Massachusetts will not be 
at risk for changing economic conditions which impact enrollment levels.  However, by 
placing Massachusetts at risk for the per capita costs for demonstration enrollees, CMS 
assures that the federal demonstration expenditures do not exceed the level of expenditures 
that would have occurred had there been no demonstration.   
 

79. Expenditures Excluded From Budget Neutrality Test. Regular FMAP will continue for 
costs not subject to budget neutrality limit tests. Those exclusions include: 

 
a) Expenditures made on behalf of enrollees aged 65 years and above and expenditures 

made on behalf of enrollees under age 65 who are institutionalized in a nursing facility, 
chronic disease or rehabilitation hospital, intermediate care facility for the mentally 
retarded, or a state psychiatric hospital for other than a short-term rehabilitative stay; 

 
b) All long-term care expenditures, including nursing facility, personal care attendant, home 

health, private duty nursing, adult foster care, day habilitation, hospice, chronic disease 
and rehabilitation hospital inpatient and outpatient, and home and community-based 
waiver services, except pursuant to STC 40; 
 

i. Exception.  Hospice services provided to individuals in the MassHealth Basic and 
Essential programs are subject to the budget neutrality test. 

 
c) Expenditures for covered services currently provided to Medicaid recipients by other 

state agencies or cities and towns, whether or not these services are currently claimed for 
federal reimbursement; and  

 
d) Allowable administrative expenditures. 

 
80. Budget Neutrality Annual Expenditure Limit.  For each DY, two annual limits are 

calculated. 
 
a) Limit A.  For each year of the budget neutrality agreement an annual budget neutrality 

expenditure limit is calculated for each EG described as follows:   
 
i. An annual EG estimate must be calculated as a product of the number of eligible 

member months reported by the Commonwealth under section X, STC 69 for each 
EG, including the hypothetical populations, times the appropriate estimated per 
member/per month (PMPM) costs from the table in subparagraph (v) below;   
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ii. Starting in SFY 2006, actual expenditures for the CommonHealth EG will be 

included in the expenditure limit for the Commonwealth.  The amount of actual 
expenditures to be included will be the lower of the trended baseline CommonHealth 
costs, or actual CommonHealth per member per most cost experience for SFYs 2012-
2014; 

 
iii. Starting in SFY 2009, actual expenditures for the CommCare-19-20, Essential-19-20 

and CommCare Parents EGs will be included in the expenditure limit for the 
Commonwealth for dates of service through December 31, 2013.  Starting April 1, 
2010, actual expenditures for the CommCare-133 EG will be included in the 
expenditure limit for the Commonwealth for dates of service through December 31, 
2013.  The amount of actual expenditures to be included will be the lower of the 
trended baseline costs, or actual per member per most cost experience for these 
groups in SFYs 2012-2014; 

 
iv. Historical PMPM costs used to calculate the budget neutrality expenditure limit in 

prior demonstration periods are provided in Attachment D; and 
 

v. The PMPMs for each EG used to calculate the annual budget neutrality expenditure 
limit for this demonstration are specified below.   

 
 
 
 
 
 

Eligibility Group 
(EG) 

Trend Rate DY 15 
PMPM 

DY 16 
PMPM 

DY 17 
PMPM 

Mandatory and Optional State Plan Groups 
Base Families 5.3 percent $562.02 $591.81 $623.17 
Base Disabled 6.0 percent $1,224.88 $1,298.38 $1,376.28 
BCCTP 5.3 percent $3,674.67 $3,869.43 $4,074.51 
1902(r)2 Children 4.9 percent $457.59 $480.02 $503.54 
1902(r)2 Disabled 6.0 percent $959.04 $1,016.59 $1,077.58 
Essential** 5.3 percent $351.85 $370.50 $390.14 

Hypothetical Populations* 
CommonHealth 6.0 percent $563.46 $597.27 $633.11 
CommCare-19 and 20 
year olds** 

5.3 percent $447.13 $470.83 $495.78 

CommCare Parents** 5.3 percent $498.35 $524.77 $552.58 
Essential-19 and 20 year 
olds** 

5.3 percent $378.31 $398.36 $419.47 

CommCare-133** 5.3 percent $498.36 $524.77 $552.58 
* “These PMPMs are the trended baseline costs used for purposes of calculating the impact of the hypothetical 
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populations on the overall expenditure limit, according to the process listed in STC 80(a) (ii) and (iii).” 
** Expenditures for these EGs will only be reported for dates of service through December 31, 2013, after 
which time these EGs will be discontinued. 
 
 
Supplemental Budget Neutrality Test: New Adult Group Group.  Adults eligible for 
Medicaid as the group defined in section 1902(a)(10)(A)(i)(VIII) of the Act are included in 
this demonstration, and in the budget neutrality.  The state will not be allowed to obtain 
budget neutrality “savings” from this population.  Therefore, a separate expenditure cap is 
established for this group, to be known as Supplemental Budget Neutrality Test.   

 
a. The EG listed in the table below is included in Supplemental Budget Neutrality Test.   

 
Eligibility Group 

(EG) 
Trend Rate DY 15 

PMPM 
DY 16 
PMPM 

DY 17 
PMPM 

New Adult Group  5.1 percent  N/A N/A $461.23  
 

b. If the state’s experience of the take up rate for the New Adult Group and other factors 
that affect the costs of this population indicates that the PMPM limit described above in 
paragraph (a) may underestimate the actual costs of medical assistance for the New Adult 
Group, the state may submit an adjustment to paragraph (a) for CMS review without 
submitting an amendment.  Adjustments to the PMPM limit for a demonstration year 
must be submitted to CMS by no later than April 30 of the demonstration year of the 
demonstration year for which the adjustment would take effect.  
 

c. The Supplemental Budget Neutrality Test  is calculated by taking the PMPM cost 
projection for the above group in each DY, times the number of eligible member months 
for that group and DY, and adding the products together across groups and DYs.  The 
federal share of the Supplemental Cap is obtained by multiplying total computable 
Supplemental Cap by the Composite Federal Share..   

 
d. The Supplemental Budget Neutrality Test is a comparison between the federal share of 

the Supplemental Cap  and total FFP reported by the State for New Adult Group.   
 

e. If total FFP for the New Adult Group should exceed the federal share of the 
Supplemental Budget Neutrality Test after any adjustments made to the budget neutrality 
limit as described in paragraph b, the difference must be reported as a cost against the 
budget neutrality limit described in STC 80. 

 
 

b) Limit B.  The Commonwealth’s annual DSH allotment. 
 

c) The annual budget neutrality expenditure limit for the demonstration as a whole is the 
sum of limit A and limit B.  The overall budget neutrality expenditure limit for the 
demonstration is the sum of the annual budget neutrality expenditure limits.  The federal 
share of the overall budget neutrality expenditure limit represents the maximum amount 
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of FFP that the Commonwealth may receive for expenditures on behalf of demonstration 
populations as well as demonstration services described in Table B in STC 37 during the 
demonstration period. 

 
d) Early Periodic Screening, Diagnosis, and Treatment (EPSDT) adjustment:  

  
i. The Commonwealth must present to CMS for approval a draft evaluation plan    

outlining the methodology to track the following: 
 
1. Baseline measurement of EPSDT service utilization prior to the EPSDT  

court-ordered remedial plan in Rosie D. v Romney (the Order) final 
judgment and final remedial plan established on July 16, 2007; 

 
2. Increase, following entry of the Order, in utilization of : 

a) EPSDT screenings; 
b) Standardized behavioral health assessments utilizing the Child and 
Adolescent Needs and Strengths (CANS),or other standardized assessment 
tool in accordance with the Order; and 
c) State plan services available prior to the entry of the Court Order. 
 

3.  Cost and utilization of services contained in State Plan amendments 
submitted by the Commonwealth in accordance with the Order and 
approved by CMS; and 
 

        4. Methodology for tracking and identifying new EPSDT services for  
                                  purposes of budget monitoring.  

 
ii. The draft evaluation plan with an appropriate methodology to track new EPSDT 
expenditures must be approved by CMS through the amendment process described in 
STC 7.  Once an appropriate methodology to track new EPSDT expenditures is approved 
by CMS, these projected expenditures will be included in the expenditure limit for the 
Commonwealth, with an effective date beginning with the start of the new EPSDT 
expenditures, and reconciled to actual expenditure experience. 

 
81. Composite Federal Share Ratio. The federal share of the budget neutrality expenditure 

limit is calculated by multiplying the limit times the Composite Federal Share.  The 
Composite Federal Share is the ratio calculated by dividing the sum total of FFP received by 
the Commonwealth on actual demonstration expenditures during the approval period, as 
reported through MBES/CBES and summarized on Schedule C with consideration of 
additional allowable demonstration offsets such as, but not limited to premium collections 
and pharmacy rebates, by total computable demonstration expenditures for the same period 
as reported on the same forms.  FFP and expenditures for extended family planning program 
must be subtracted from numerator and denominator, respectively, prior to calculation of this 
ratio.  For the purpose of interim monitoring of budget neutrality, a reasonable estimate of 
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Composite Federal Share may be developed and used through the same process or through an 
alternative mutually agreed to method. 

 
 
82. Enforcement of Budget Neutrality.  CMS shall enforce the budget neutrality agreement 

over the life of the demonstration as adjusted July 1, 2008, rather than on an annual basis.  
However, if the Commonwealth exceeds the calculated cumulative budget neutrality 
expenditure limit by the percentage identified below for any of the demonstration years, the 
Commonwealth must submit a corrective action plan to CMS for approval. 

 
Demonstration Year Cumulative Target Definition Percentage 
DY 15 Cumulative budget neutrality limit plus: 1 percent 
DY 15 through DY 16 Cumulative budget neutrality limit plus:  0.5 percent 
DY 15 through DY 17 Cumulative budget neutrality limit plus: 0 percent 

 
In addition, the Commonwealth may be required to submit a corrective action plan if an 
analysis of the expenditure data in relationship to the budget neutrality expenditure cap 
indicates a possibility that the demonstration will exceed the cap during this extension. 

 
83. Exceeding Budget Neutrality.  If the budget neutrality expenditure limit has been exceeded 

at the end of the demonstration period, the excess federal funds must be returned to CMS 
using the methodology outlined in STC 82, composite federal share ratio.  If the 
demonstration is terminated prior to the end of the budget neutrality agreement, the budget 
neutrality test shall be based on the time elapsed through the termination date. 
 
 

XII. EVALUATION OF THE DEMONSTRATION   
 
84. Submission of a Draft Evaluation Design.  The Commonwealth must submit to CMS for 

approval a draft evaluation design no later than 120 days after CMS’ approval of the 
demonstration.  

 
At a minimum, the draft evaluation design must include a discussion of the goals, objectives, 
and evaluation questions specific to the entire health care reform demonstration set forth in 
section II of these STCs.  The draft design must discuss the outcome measures that will be 
used in evaluating the impact of the demonstration during the period of approval, particularly 
among the target population.  It must discuss the data sources, including the use of Medicaid 
encounter data, and sampling methodology for assessing these outcomes.  The draft 
evaluation design must include a detailed analysis plan that describes how the effects of the 
demonstration shall be isolated from other initiatives occurring in the Commonwealth.  The 
draft design must identify whether the Commonwealth will conduct the evaluation, or select 
an outside contractor for the evaluation.   
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a. Domains of Focus.  The Evaluation Design must, at a minimum, address the research 
questions listed below.  For questions that cover broad subject areas, the state may 
propose a more narrow focus for the evaluation.   

• The number of uninsured in the Commonwealth; 
• The number of demonstration eligibles accessing ESI; 
• Growth in the Commonwealth Care Program; 
• Decrease in uncompensated care and supplemental payments to hospitals; 
• The number of individuals accessing the Health Safety Net Trust Fund;  
• The impact of DSTI payments to participating providers on the Commonwealth’s 

goals and objectives outlined in its master plan including: 
o Were the participating hospitals able to show statistically significant 

improvements on measures within Categories 1-3 related to the goals of 
the three-part aim as discussed in STC 49(e)(4) and pursuant to STC 52?   

o Were the participating hospitals able to show improvements on measures 
within Category 4 related to the goals of the three-part aim as discussed in 
STC 49(e)(4) and pursuant to STC 52?   

o What is the impact of health care delivery system and access reform 
measures on the quality of care delivered by participating providers? 

o What is the impact of the payment redesign and infrastructure investments 
to improve cost efficiency? 

o What is the impact of DSTI on managing short and long term per-capita 
costs of health care? 

o How did the amount paid in incentives compare with the amount of 
improvement achieved? 

• The benefits, savings, and design viability of the Pediatric Asthma Pilot Program;  
• The benefits, cost and savings of providing early intervention services for 

demonstration eligible children with autism; 
• The impact of utilization of Express Lane Eligibility procedures for parents and 

caretakers; and  
• Availability of access to primary care providers. 

 
b. Evaluation Design Process: Addressing the research questions listed above will require a 

mix of quantitative and qualitative research methodologies.  When developing the master 
DSTI plan, the state should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data to 
support the Evaluation Design required in section X of the STCs.  From these, the state 
must select a preferred research plan for the applicable research question, and provide a 
rationale for its selection. 
 
To the extent applicable, the following items must be specified for each design option 
considered:   

 
i. Quantitative or qualitative outcome measures;  
ii. Proposed baseline and/or control comparisons; 
iii. Proposed process and improvement outcome measures and specifications; 
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iv. Data sources and collection frequency; 
v. Robust sampling designs (e.g., controlled before-and-after studies, interrupted 

time series design, and comparison group analyses); 
vi. Cost estimates;  
vii. Timelines for deliverables. 

 
c. Levels of Analysis: The evaluation designs proposed for each question may include 

analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 
include population stratifications to the extent feasible, for further depth and to glean 
potential non-equivalent effects on different sub-groups.  In its review of the draft 
evaluation plan, CMS reserves the right to request additional levels of analysis.   

 
85. Interim Evaluation Reports.  In the event the Commonwealth requests to extend the 

demonstration beyond the current approval period under the authority of section 1115(a), (e), 
or (f) of the Act, the Commonwealth must submit an interim evaluation report as part of its 
request for each subsequent renewal. 
 

86. Final Evaluation Design and Implementation.  CMS must provide comments on the draft 
evaluation design described in STC 84 within 60 days of receipt, and the Commonwealth 
shall submit a final design within 60 days after receipt of CMS comments.  The 
Commonwealth must implement the evaluation design and submit its progress in each of the 
quarterly and annual progress reports.  The Commonwealth must submit to CMS a draft of 
the evaluation report within 120 days after expiration of the demonstration.  CMS must 
provide comments within 60 days after receipt of the report.  The Commonwealth must 
submit the final evaluation report within 60 days after receipt of CMS comments. 
 

87. Cooperation with Federal Evaluators.  Should CMS undertake an evaluation of the 
demonstration, the Commonwealth must fully cooperate with federal evaluators and their 
contractors’ efforts to conduct an independent federally funded evaluation of the 
demonstration. 
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XIII. SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION EXTENSION 
PERIOD 
 
The state is held to all reporting requirements as outlined in the STCs; this schedule of 
deliverables should serve only as a tool for informational purposes only. 

 
Date - Specific Deliverable STC Reference 

Within 120 days from the award 
of the demonstration 

Draft Evaluation Design Section XII, STC 84  

Within 60 days of receipt of 
CMS comments 

Final Evaluation Design and 
Implementation 

Section XII, STC 86 

January 1, 2012 Sample Cost Report Protocols Section VIII, STC 50(f) 
March 30, 2012 Cost Protocol Development Tool Section VIII, STC 50(f) 

July 1, 2012 Impact Analysis of the Cost Limit 
Protocol 

Section VIII, STC 50(f) 

December 1, 2012 Draft Cost Protocol Section VIII, STC 50(f) 
July 1, 2012 Draft Transition Plan Section IX, STC 60 
October 1, 2013 Final Cost Limit Protocol Section VIII, STC 50(f) 
Within 180 days after the 
expiration of the demonstration 

Final Report Section IX, STC 61 

Annually 

October 1st Draft Annual Report, including 
HCBS report beginning in 2012 

Section IX, STC 59 
Section V, STC 41 

30 days of the receipt of CMS 
comments  

Final Annual Report, including DSTI 
reporting, and HCBS report 
beginning in 2012 

Section IX, STC 59 
Section VIII, STC 53(c) 
Section V, STC 41 

No later than 45 days after 
enactment of the state budget for 
each SFY 

Updates to Charts A-B of Attachment 
E that reflect projected annual SNCP 
expenditures and identify the non-
Federal share for each line item 

Section VIII, STC 53(a) 

No later than 45 days after 
enactment of the state budget for 
each SFY 

Projected annual DSHP expenditures Section VIII, STC 53(b) 

180 days after the close of the 
SFY (December 31st) 

Updates to Charts A-B of Attachment 
E that reflect actual SNCP payments 
and expenditures 

Section VIII, STC 53(a) 

At Least Semi-Annually 
 DSTI Hospital Reporting Section VIII, STC 53(c) 

Quarterly 

60 days following the end of the 
quarter 

Quarterly Operational Reports, 
including DSTI reporting and eligible 
member months 

Section IX, STC 58 
Section VIII, STC 53(c) 
Section X, STC 69 

 Quarterly Expenditure Reports  Section X, STC 62 
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Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 
 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstratio
n Program Comments 

Unborn Targeted 
Low Income Child 0 through 200% Uninsured 

No (through 
December 31, 

2013) 
 

Yes (effective 
January 1, 2014) 

Separate XXI  

Healthy Start 
(through 

December 31, 
2013 

 
Standard 
(effective 
January 1, 

2014) 

 

Newborn Children 
Under age 1 

AFDC-Poverty 
Level Infants 

 
0 through 185% 

Any Yes 
XIX via 

Medicaid state 
plan 

Base Families 
 

Without Waiver 
Standard  

185.1 through 
200% 

Insured Yes 
XIX via 

Medicaid state 
plan 

1902(r)(2) 
Children 

 
Without Waiver 

Standard  

Uninsured at 
the time of 
application 

Yes 
(if XXI is 
exhausted) 

 
 

XXI Medicaid 
Expansion (via 
Medicaid state 
plan and XXI 

state plan) 
 

Funded 
through title 

XIX if XXI is 
exhausted 

 
1902(r)(2) XXI RO 

 
Without Waiver 

 
(member months 

and expenditures for 
these children are 

only reported if XXI 
funds are exhausted) 

Standard  

200.1 through 
300% 

Insured or in 
crowd-out 

status* 

 
Yes 

XIX via 
demonstration 
authority only 

E-Family Assistance 

Family 
Assistance 
Premium 

Assistance 

No 
additional 

wraparound 
benefit is 
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Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 
 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstratio
n Program Comments 

provided 
Uninsured at 
the time of 
application 

 

No Separate XXI  Family 
Assistance  

This chart is provided for informational purposes only.   
*Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI. 
 

Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
 

200.1-300% 

Insured  Yes 
XIX via 

demonstration 
authority only 

CommonHealth 
 

Hypothetical 

CommonHealth/ 
Premium 

Assistance with 
wraparound to 
direct coverage 
CommonHealth 

 

Uninsured 
at the time 

of 
application 

Yes 
 (if XXI is 
exhausted) 

Separate XXI 
 

Funded 
through XIX if 

XXI is 
exhausted via 
demonstration 

authority 

CommonHealth 
XXI  

 
Hypothetical 

 
(member months 

and expenditures for 
these children are 

only reported if XXI 
funds are exhausted) 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the separate title XXI 



ATTACHMENT A 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth                                                                                                                                                                                                          Page 95 of 118 
Demonstration Approval Period:  December 20, 2011 through June 30, 2014 
Amended October 1, 2013 
 

state plan and as 
authorized under this 
demonstration.  Certain 
children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate title 
XXI program but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
 

Population 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
(continued) 

 

Above 300% Any Yes 
XIX via 

demonstration 
authority only 

CommonHealth 
 

Hypothetical 

CommonHealth 
or 

CommonHealth 
Premium 

Assistance 
With 

wraparound to 
direct coverage 
CommonHealth 

 

Children Ages 1 
through 18 

 
Non-disabled 

AFDC-Poverty 
Level Children 

 
Age 1-5: 0 through 

133% FPL 
Age 6 through 17: 
0 through 114%  

Independent Foster 

Any Yes XIX 
Base Families 

 
Without waiver 

Standard  
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Care Adolescents 
aged out of DCF 

until the age of 21 
without regard to 
income or assets 

AFDC-Poverty 
Level Children 

 
Age 6 through 17: 
114.1% through 

133%  
Age 18: 0 through 

133%  

Insured Yes XIX 
Base Families 

 
Without waiver 

Standard  
 

Uninsured 
Yes  

(if XXI is 
exhausted) 

XXI 
 

XIX if XXI is 
exhausted 

Base Fam XXI  
 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard  

 
Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 
1 through 18 

 
Non-disabled 
(continued) 

Medicaid 
Expansion 
Children 

Ages 1 through 
18: 133.1 through 

150%  

Insured Yes XIX 

1902(r)(2) 
Children 

 
Without waiver 

Standard  

Uninsured at the 
time of 

application 

Yes 
(if  XXI is 
exhausted) 

XXI 
XIX if XXI is 

exhausted 

1902(r)(2) 
Children RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Standard  

All children Age 1 
through 18:  150.1 

through 200%  
Insured Yes 

XIX via 
demonstration 
authority only 

E-Family 
Assistance 

 
 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional 
wraparound is provided 

to ESI 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

 
Non-disabled 
(continued) 

All children Age 1 
through 18:  150.1 

through 200% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 
 

Funded through 
XIX if XXI is 

exhausted 

Fam Assist XXI 
RO 

 
(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional wrap is 
provided to ESI 
Children ages 1 through 
18 from 150-200% FPL 
were made eligible 
under the authority 
provided by the 1115 
demonstration prior to 
the establishment of the 
separate title XXI 
Children’s Health 
Insurance Program and 
were not affected by the 
maintenance of effort 
date.  With the 
establishment of the title 
XXI program, children 
who are uninsured at the 
time of application 
derive eligibility from 
both the authority 
granted under the 1115 
demonstration and as 
authorized under the 
separate title XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

 
Non-disabled 
(continued) 

All children Age 1 
through 18:  200.1 
through 300%  

Insured  Yes 
XIX via 

demonstration 
authority only 

E-Family 
Assistance 

Family Assistance 
Premium 

Assistance 

No additional 
wraparound provided 

Uninsured at 
the time of 
application 
 
 

No Separate XXI 
    

Children Aged 1 
through 18 and 

Disabled 

0 through 150% Any Yes 
XIX via 

Medicaid state 
plan 

Base Disabled 
Without Waiver Standard  

150.1 through 300% Insured  Yes 
XIX via 

demonstration 
authority only 

CommonHealth 
 
Hypothetical 

CommonHealth/ 
Premium 
Assistance  
 
With wrap to 
direct coverage 
CommonHealth 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Aged 1 
through 18 and 

Disabled 
(continued) 

150.1 through 300% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 
 

Funded through 
XIX if XXI is 

exhausted 

CommonHealth 
XXI  
 
Hypothetical  
 
(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 
exhausted) 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the separate XXI state 
plan and as authorized 
under this 
demonstration.  Certain 
children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 

Children Aged 1 
through 18 and 

Disabled 
Above 300%  Any Yes 

XXI via 
demonstration 
authority only 

CommonHealth 
 
Hypothetical 

CommonHealth/ 
Premium   
Assistance  
With wraparound 
to direct coverage 
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CommonHealth 

Children Aged 
19 and 20 

 
Non-disabled 

0 through 133% Any Yes 
XIX via 

Medicaid state 
plan 

Base Childless 
Adults 

Benchmark 1 
  

Medicaid 
Expansion Children 
Ages 19 and 20: 
133.1 through 150%  

Any Yes 
XIX via 

Medicaid state 
plan 

1902(r)(2) 
Children 

Without waiver 
Standard  

 

Children Aged 
19 and 20 and 

Disabled 
0 through 150%  Any Yes 

XIX via 
Medicaid state 

plan 

Base Disabled 
Without Waiver Standard  
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Cost-sharing imposed upon individuals enrolled in the demonstration varies across coverage 
types and by FPL.  However, in general, no co-payments are charged for any benefits rendered to 
individuals under age 21 or pregnant women.  Additionally, no premiums are charged to any 
individual enrolled in the demonstration whose gross income is less than 150 percent of the FPL.  
In the event a family group contains at least two members who are eligible for different coverage 
types and who would otherwise be assessed two different premiums, the family shall be assessed 
only the highest applicable premium.  Family group will be determined using MassHealth rules 
for the purposes of assessing premiums as described in STC 19. 
  

Demonstration 
Program 

Premiums  
(only for persons with 
family income above 

150 percent of the FPL) 

Co-payments 

 
MassHealth 
Standard/ABP  
 

 
 

$0 

All co-payments and co-payment caps are 
specified in the Medicaid state plan. 

MassHealth Breast 
and Cervical Cancer 
Treatment Program 

$15-$72 depending on 
income 

MassHealth Standard co-payments apply. 
 
 

MassHealth 
CommonHealth 

$15 and above depending 
on income and family 

group size 
MassHealth Standard co-payments apply. 

CommonHealth 
Children through 
300% FPL 
 
Children with income 
above 300% FPL 
adhere to the regular 
CommonHealth 
schedule 

$12-$84 depending on 
income and family group 

size 

MassHealth Standard co-payments apply.   
 
 

MassHealth Family 
Assistance: 
HIV/AIDS 

$15-$35 depending on 
income 

MassHealth Standard co-payments apply. 
 

MassHealth Family 
Assistance:  Premium 
Assistance 

$12 per child, $36 max 
per family group 

Member is responsible for all co-payments 
required under private insurance with a cost 
sharing limit of 5 percent of family income 

MassHealth Family 
Assistance: Direct 
Coverage 

$12 per child, $36 max 
per family group Children only-no copayments. 

MassHealth Basic 
and Essential $0 MassHealth Standard co-payments apply 
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Breast and Cervical Cancer Treatment 
Program Premium Schedule 

Percent of FPL Premium Cost 
Above 150 to 160 $15 
Above 160 to 170 $20 
Above 170 to 180 $25 
Above 180 to 190 $30 
Above 190 to 200 $35 
Above 200 to 210 $40 
Above 210 to 220 $48 
Above 220 to 230 $56 
Above 230 to 240 $64 
Above 240 to 250 $72 

 
CommonHealth Full Premium Schedule 

Base Premium Additional Premium Cost Range of 
Premium Cost 

Above 150% FPL—start at $15 Add $5 for each additional 10% FPL 
until 200% FPL $15  $35 

Above 200% FPL—start at $40 Add $8 for each additional 10% FPL 
until 400% FPL $40  $192 

Above 400% FPL—start at $202 Add $10 for each additional 10% FPL 
until 600% FPL $202  $392 

Above 600% FPL—start at $404 Add $12 for each additional 10% FPL 
until 800% FPL $404  $632 

Above 800% FPL—start at $646 Add $14 for each additional 10% FPL 
until 1000% FPL $646  $912 

Above 1000% FPL—start at $928 Add $16 for each additional 10% FPL $928 + greater 
 
*A lower premium is required of CommonHealth members who have access to other health 
insurance per the schedule below.   
 

CommonHealth Supplemental Premium Schedule 
% of FPL Premium requirement 

Above 150% to 200% 60% of full premium per listed premium costs above 
Above 200% to 400% 65% per above 
Above 400% to 600% 70% per above 
Above 600% to 800% 75% per above 
Above 800% to 1000% 80% per above 
Above 1000% 85% per above 
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Insurance Partnership: 

Employer Subsidy Tier of Coverage Monthly 
Employer Subsidy 

The insurance partnership 
also provides a monthly 
subsidy to qualified small 
employers 

Individual $33.33 
Couple $66.66 
One adult, one child $66.66 
Family $86.33 

 

Insurance Partnership:  
Employee Contribution % of FPL 

Premium 
Requirement 
for Individual 

Premium 
Requirement 
for Couples 

Family Assistance via the 
Insurance Partnership 
 
The Insurance Partnership 
provides premium assistance 
(via the Family Assistance 
program) to certain employees 
who work for a small employer 

Above 150% to 200% 
 

$27.00 
 

$54.00 
 

Above 200% to 250% 
 

$53.00 
 

$106.00 
 

Above 250% to 300% $80.00 $160.00 

 
Small Business Employee 

Premium Assistance* 
(effective January 1, 2014) 

% of FPL 
Premium 

Requirement 
for Individual 

Premium 
Requirement 
for Couples 

Small Business Employee 
Premium Assistance* 
provides premium assistance to 
certain employees who work 
for a small employer 

Above 150% to 200% 
 

$40.00 
 

$80.00 
 

Above 200% to 250% 
 

$78.00 
 

$156.00 
 

Above 250% to 300% $118.00 $236.00 
* Premium requirements for individuals participating in the Small Business Employee Premium Assistance program 
are tied to the state affordability schedule, as reflected in the minimum premium requirement for individuals 
enrolled in QHP Wrap coverage through the Health Connector.  The premium amounts listed in this table reflect the 
2013 state affordability schedule and are subject to change without any amendment to the demonstration.
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Under section IX, STC 58, the Commonwealth is required to submit quarterly progress reports to 
CMS.  The purpose of the quarterly report is to inform CMS of significant demonstration activity 
from the time of approval through completion of the demonstration.   
 
The reports are due to CMS 60 days after the end of each quarter. 
 
The following report guidelines are intended as a framework and can be modified when agreed 
upon by CMS and the Commonwealth.  A complete quarterly progress report must include an 
updated budget neutrality monitoring workbook as well as updated Attachment E, Charts A-C. 

 
NARRATIVE REPORT FORMAT: 
 
 Title Line One – MassHealth 

Title Line Two – Section 1115 Quarterly Report 
 

Demonstration/Quarter Reporting Period:  
Example:   
Demonstration Year:  16 (7/1/2012 – 6/30/2013) 
Quarter 1:  (7/12 – 09/12)  
 

Introduction   
 
Information describing the goal of the demonstration, what it does, and key dates of approval/ 
operation.  (This should be the same for each report.)  
 
Enrollment Information 
 
Please complete the following table that outlines all enrollment activity under the demonstration.  
The Commonwealth should indicate “N/A” where appropriate.  If there was no activity under a 
particular enrollment category, the Commonwealth should indicate that by “0”.    

 
Note: Enrollment counts should be person counts, not member months. 
 

Eligibility Group Current Enrollees (to date) 
Base Families  
Base Disabled  
1902(r)(2) Children  
1902(r)(2) Disabled  
Base Childless Adults (19-
20)  

Base Childless Adults 
(ABP1)  

Base Childless Adults  
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Eligibility Group Current Enrollees (to date) 
(CarePlus) 
BCCTP  
CommonHealth  
Essential 19-20  
CommCare 19-20  
CommCareParents  
CommCare-133  
e-Family Assistance  
e-HIV/FA  
SBE/IRP  
Basic  
Essential  
MSP  
SNCP-CommCare  
Base Fam XXI RO  
1902(r)(2) XXI RO  
CommonHealth XXI  
Fam Assist XXI   
Asthma  
Autism  
Total Demonstration   

 
Enrollment in Managed Care Organizations and Primary Care Clinician Plan 
 
Comparative managed care enrollments for the previous quarter and reporting quarter are as 
follows: 
 
Delivery System for MassHealth-Administered Demonstration Populations 

 
Plan Type June 30, 2008 September 30, 2008 Difference 
MCO    
PCC    
MBHP    
FFS    
PA    
 
Enrollment in Premium Assistance, Insurance Partnership Program, and Small Business 
Employee Premium Assistance 
 
Outreach/Innovative Activities 
 
Summarize outreach activities and/or promising practices for the current quarter. 
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Safety Net Care Pool 
Provide updates on any activities or planning related to payment reform initiatives or delivery 
system reforms impacting demonstration population and/or undertaken in relation to the SNCP.   
As per STC 58, include projected or actual changes in SNCP payments and expenditures within 
the quarterly report.  Please note that the annual report must also include SNCP reporting as 
required by STCs 50 and 53. 
 
Operational/Issues 
Identify all significant program developments that have occurred in the current quarter or near 
future, including but not limited to, approval and contracting with new plans, the operation of 
MassHealth and operation of the Commonwealth Health Insurance Connector Authority.  Any 
changes to the benefits, enrollment, grievances, quality of care, access, proposed changes to 
payment rates, health plan financial performance that is relevant to the demonstration, cost-
sharing or delivery system for demonstration populations receiving premium assistance to 
purchase health insurance via the Commonwealth Health Insurance Connector Authority must be 
reported here.     
 
Policy Developments/Issues 
 
Identify all significant policy and legislative developments/issues/problems that have occurred in 
the current quarter.  Include updates on any state health care reform activities to coordinate the 
transition of coverage through the Affordable Care Act. 
 
Financial/Budget Neutrality Development/Issues 
 
Identify all significant developments/issues/problems with financial accounting, budget 
neutrality, and CMS 64 reporting for the current quarter.  Identify the Commonwealth’s actions 
to address these issues.   
 
Member Month Reporting 
Enter the member months for each of the EGs for the quarter. 
 
A. For Use in Budget Neutrality Calculations 
 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX  

Base Families     
Base Disabled     
1902(r)(2) Children     
1902(r)(2) Disabled     
New Adult Group      
BCCTP     
CommonHealth     
Essential 19-20     
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CommCare 19-20     
CommCareParents     
CommCare133     
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B.  For Informational Purposes Only 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX  

e-HIV/FA     
IRP      
Small Business Employee 
Premium Assistance 

    

Basic     
Essential     
MSP     
SNCP-CommCare     
Base Fam XXI RO     
1902(r)(2) RO     
CommonHealth XXI      
Fam Assist XXI      

 
Consumer Issues 
 
A summary of the types of complaints or problems consumers identified about the program in 
the current quarter.  Include any trends discovered, the resolution of complaints, and any actions 
taken or to be taken to prevent other occurrences.  Also discuss feedback received from other 
consumer groups.  
 
Quality Assurance/Monitoring Activity 
 
Identify any quality assurance/monitoring activity in the current quarter. 
 
Demonstration Evaluation 
 
Discuss progress of evaluation design and planning. 
 
Enclosures/Attachments 
 
Identify by title any attachments along with a brief description of what information the document 
contains. 
 
State Contact(s) 
 
Identify individuals by name, title, phone, fax, and address that CMS may contact should any 
questions arise. 
 
Date Submitted to CMS  
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The table below lists the calculated per-member per-month (PMPM) figures by eligibility group (EG) used to develop 
the demonstration budget neutrality expenditure limits for the first 14 years of the MassHealth demonstration.  All 
demonstration years are consistent with the Commonwealth’s fiscal year (July 1 – June 30). 
 
After DY 5, the following changes were made to the per member/per month limits: 

1. MCB EG was subsumed into the Disabled EG; 
2. A new EG, BCCTP, was added; and 
3. the 1902(r )(2) EG was split between children and the disabled 

 

DY Time 
Period 

Families Disabled MCB 1902(r)(2) Children 1902(r )(2) Disabled 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate 
PMPM Trend 

Rate 
1 SFY 

1998 $199.06 7.71% $491.04 5.83% $438.39 5.83% $177.02 5.33% $471.87 4.40% 

2 SFY 
1999 $214.41 7.71% $519.67 5.83% $463.95 5.83% $186.49 5.35% $497.12 4.80% 

3 SFY 
2000 $230.94 7.71% $549.97 5.83% $491.00 5.83% $196.93 5.60% $524.96 5.50% 

4 SFY 
2001 $248.74 7.71% $582.03 5.83% $519.62 5.83% $208.16 5.70% $554.88 5.30% 

5 SFY 
2002 $267.92 7.71% $615.96 5.83% $549.91 5.83% $220.02 5.70% $586.51 5.70% 

 

 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

12 SFY 2009 $466.84 6.95% $1,011.95 6.86% $382.45 6.95% $791.46 6.86% $3,052.78 6.86% 

13 SFY 2010 $499.05 6.95% $1,081.37 6.86% $407.87 6.95% $846.68 6.86% $3,265.69 6.86% 

14 SFY 2011 $533.73 6.95% $1,1155.55 6.86% $436.22 6.95% $904.76 6.86% $3,489.72 6.86% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

6 SFY 2003 $288.58 7.71% $677.56 10.0% $236.98 7.71% $645.16 10.0% $1,891.62 10.0% 

7 SFY 2004 $310.83 7.71% $745.32 10.0% $255.26 7.71% $709.67 10.0% $2,080.78 10.0% 

8 SFY 2005 $334.79 7.71% $819.85 10.0% $274.94 7.71% $780.64 10.0% $2,288.86 10.0% 

9 SFY 2006 $359.23 7.30% $824.79 7.00% $295.01 7.30% $718.13 7.00% $2,449.08 7.00% 

10 SFY 2007 $385.46 7.30% $834.71 7.00% $316.54 7.30% $660.60 7.00% $2,620.52 7.00% 

11 SFY 2008 $413.60 7.30% $901.39 7.00% $339.65 7.30% $724.31 7.00% $2,803.95 7.00% 
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Safety Net Care Pool. The following charts reflect approved payments under Safety Net Care Pool (SNCP) for the date of the approval letter 
through June 30, 2014, unless otherwise specified in STCs 48 and 49, consistent with and pursuant to section VIII of the STCs, and subject to the 
overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits described in section VIII of the STCs.  This chart shall be updated 
pursuant to the process described in STC 53(a). 
 
Chart A: Approved SNCP Payments for the period from the date of the approval letter through June 30, 2014, unless otherwise specified in 
STCs 48 and 49(projected and rounded) 
# Type Applicable 

caps 
State law or 
regulation 

Eligible providers 
 

Total SNCP Payments per SFY Total Applicable 
footnotes SFY 2012 SFY 2013 SFY 2014 

1 Public Service Hospital Safety 
Net Care Payment 

Provider  Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 $996.0 (1) 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

Provider 114.6 CMR 
13.00, 14.00 

All acute hospitals $77.74 $159.4 $156.3 $393.4 (2) 

3 Institutions for Mental Disease 
(IMD) 

Provider 130 CMR 
425.408,  
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $9.9 $22.0 $24.0 $55.8 (3) 

4 Special Population State-
Owned Non-Acute Hospitals 
Operated by the Department 
of Public Health 

Provider  Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 $128.0 (4) 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Provider  Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 $221.0  

6 Delivery System 
Transformation Initiatives 

n/a  Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 $627.9 (5) 

7 Designated State Health 
Programs 

DSHP  n/a $360.0 $310.0 $130.0 $800.0  

7a DSHP Health Connector 
subsidies 

Overall 
SNCP cap 

 n/a n/a n/a $55.0 $55.0 (6) 

7b DSHP Commonwealth Care 
Transition 

Overall 
SNCP cap 

 n/a n/a n/a $8 $8  

8 Commonwealth Care n/a C. 58 (2006) n/a $305.1 $303.1 $152.5. $760.7 (7) 
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9 Infrastructure and Capacity-
Building  

Infrastructure  Hospitals and CHCs $3.0 $14.5 $26.0 $43.5 (8) 

 Total       $4,089.4  
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The following notes are incorporated by reference into chart A 
 
(1) The provider-specific Public Service Hospital Safety Net Care payments approved by CMS are as follows:  
For dates of service in SFY 2012: BMC, $52,000,000; CHA, $154,500,000.  An additional $125,500,000 for CHA was authorized through a 
demonstration amendment approved on August 17, 2011. 
For dates of service in SFY 2013: BMC, $52,000,000; CHA, $280,000,000.  
For dates of service in SFY 2014: BMC, $52,000,000; CHA, $280,000,000  
The Commonwealth may decrease these payment amounts based on available funding without a demonstration amendment; any increase will require a 
demonstration amendment.  
 
(2) Health Safety Net Trust Fund (HSNTF) Safety Net Care Payments are made based on adjudicated claims, and approved by CMS on an aggregate 
basis.  Consequently, actual total and provider-specific payment amounts may vary depending on volume, service mix, rates, and available funding.  
 
(3) IMD claiming is based on adjudicated claims, and approved by CMS on an aggregate basis.  Consequently, actual total and provider-specific payment 
amounts may vary depending on volume, service mix, rates, and available funding. Three payment types make up the IMD category; inpatient services at 
psychiatric inpatient hospitals, administrative days, and inpatient services at community-based detoxification centers.  
 
(4) Expenditures for items #4-5 in chart A are based on unreimbursed Medicaid and uninsured costs, and are approved by CMS on an aggregate basis. 
Consequently, the total and provider-specific amounts expended may vary depending on volume, service mix, and cost growth.  
 
(5) Delivery System Transformation Initiative funds will be distributed to participating hospitals pursuant to STCs 49(e) and 52.   
 
(6) Expenditures for DSHP Health Connector Subsidies are based on actual enrollment and premium assistance costs.  Consequently, the amount of total 
expenditures for SFY14 may vary.   
 
(7) Expenditures for Commonwealth Care Premium Assistance are based on actual enrollment, capitation rates, and expected enrollee contributions, and 
are approved by CMS on an aggregate basis. Consequently, the amount for each year may vary.  Expenditures for Commonwealth Care Premium 
Assistance for Hypothetical populations (CommCare-19-20, CommCareParents, and CommCare-133 EGs) are excluded from the SNCP.  For the period 
operating under temporary extension from July 1, 2011, Commonwealth Care expenditures were funded through budget neutrality savings rather than 
through the SNCP expenditure authority.  Therefore, the aggregate SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
extension period to reflect this exception.   
 
(8) Infrastructure and Capacity-Building (ICB) funds support Commonwealth-defined health systems improvement projects, and are approved by CMS 
pursuant to STCs 49(d) and 50(b). Participating providers (including hospitals, community health centers, primary care practices and physicians) and 
provider-specific amounts are determined based on a formal request for responses (RFR) process. Spending for ICB is subject to the limit described in 
STC 50(b). 
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Chart B: Sources of Funding for Approved SNCP payments for the period from the date of the approval letter through June 30, 2014, 
unless otherwise specified in STCs 48 and 49 (projected and rounded) 

# Type State law or 
regulation 

Eligible providers 
 

Total SNCP payments per SFY 
SFY 2012 Source 

of Non-
federal 
share 

SFY 2013 Source of 
Non-

federal 
share 

SFY 2014 Source of 
Non-federal 

share 

1 Public Service Hospital Safety 
Net Care Payment 

 Boston Medical Center 
Cambridge Health Alliance $332.0  $332.0  $332.0  

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

114.6 CMR 
13.00, 14.00 

All acute hospitals $77.7  $159.4  $156.3  

3 Institutions for Mental Disease 
(IMD) 

130 CMR 
425.408,  
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $9.9  $22.0  $24.0 

 

4 Special Population State-Owned 
Non-Acute Hospitals Operated 
by the Department of Public 
Health 

 Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0  $43.0  $45.0 

 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

 Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0  $74.0  $77.0 

 

6 Delivery System Transformation 
Initiatives 

 Eligible hospitals outlined in 
Attachment I $209.3  $209.3  $209.3  

7 Designated State Health 
Programs 

 n/a $360.0  $310.0  $130.0  

7a DSHP – Health Connector 
susbsidies 

 n/a n/a  n/a  $55.0  

7b DSHP – Commonwealth Care 
Transition 

 n/a n/a  n/a  $8  

8 Commonwealth Care C. 58 (2006) n/a $305.1.9  $303.1  $152.5  
9 Infrastructure and Capacity-

Building for Hospitals and 
 Hospitals, community health 

centers, primary care practices $30.0  $30.0  $30.0  
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Community Health Centers and physicians 
 Total         
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Designated State Health Programs (DSHP). The following programs are authorized for claiming as 
DSHP, subject to the overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits 
described in section VIII of the STCs. Any changes to the list of programs will require an amendment 
pursuant to the process outlined in STC 7.  This chart shall be updated pursuant to the process 
described in STC 53(b). 
 

Chart C: Approved Designated State Health Programs (DSHP)  
 

Dates of service July 1, 2012, through December 31, 2013 
 

Agency Program Name 
DMH Recreational therapy services 
DMH Occupational therapy services 
DMH Individual support 
DMH Community Mental Health Center (CMHC) continuing care (non-inpatient) 
DMH Homeless support services 
DMH Individual and family flexible support 
DMH Comprehensive psychiatric services 
DMH Day services 
DMH Child/adolescent respite care services 
DMH Day Rehabilitation 
DMH Community rehabilitative support 
DMH Adult respite care services 
DOC Department of Corrections - DPH/Shattuck Hospital Services 
DPH Community Health Centers 
DPH CenterCare 
DPH Renal Disease 
DPH SANE program 
DPH Growth and nutrition programs 
DPH Prostate Cancer Prevention - Screening component 
DPH Hepatitis C 
DPH Multiple Sclerosis 
DPH Stroke Education and Public Awareness 
DPH Ovarian Cancer Screening, Education, and Prevention 
DPH Diabetes Screening and Outreach 
DPH Breast Cancer Prevention 
DPH Universal Immunization Program 
DPH Pediatric Palliative Care 
EHS Children's Medical Security Plan 
ELD Prescription Advantage 
ELD Enhanced Community Options (ECOP) 
ELD Home Care Services 
ELD Home Care Case Mgmt and Admin 
ELD Grants to Councils on Aging 
HCF Fisherman's Partnership 
HCF Community Health Center Uncompensated Care Payments 
MCB Turning 22 Program - personal vocational adjustment 
MCB Turning 22 Program – respite 
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Agency Program Name 
MCB Turning 22 Program – training 
MCB Turning 22 Program - co-op funding 
MCB Turning 22 Program – mobility 
MCB Turning 22 Program – homemaker 
MCB Turning 22 Program - client supplies 
MCB Turning 22 Program - vision aids 
MCB Turning 22 Program - medical evaluations 
MRC Turning 22 Services 
MRC Head Injured Programs 
VET Veterans' Benefits 
 
Dates of service January 1, 2014 through March 31, 2014  
This DSHP is subject to the overall SNCP cap. 
 
Agency Program Name 
HealthConnector Commonwealth Care Transition 
 
Dates of service January 1, 2014 through June 30, 2013 
This DSHP is subject to the overall SNCP cap. 
 
Agency Program Name 
HealthConnector Health Connector Subsidies   
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Attachment H 
Massachusetts MassHealth Section 1115 Demonstration 

Safety Net Care Pool Uncompensated Care Cost Protocol Development Tool  
  

 
Introduction 
 
Under the Safety Net Care Pool (SNCP), the current MassHealth section 1115 Medicaid 
demonstration [state fiscal year (SFY) 12-SFY 14)] authorizes the Commonwealth to make 
certain payments to providers “including but not limited to, acute hospitals and health systems, 
non-acute hospitals, and other providers of medical services to support uncompensated care for 
Medicaid fee-for-service (FFS), Medicaid managed care, Commonwealth Care, and low-income 
uninsured individuals.  The Commonwealth may also claim as an allowable expenditure 
payments not otherwise eligible for federal financial participation (FFP) that are for otherwise 
covered services furnished to individuals who are inpatients in an Institution for Mental Diseases 
(IMD).”1 These payments currently include: 

1) Public Service Hospital Safety Net Care Payments; 
2) Health Safety Net Trust Fund Safety Net Care Payments (HSN Payments); 
3) Payments to Institutions for Mental Disease; 
4) Payments to Special Population State-Owned Non-Acute Hospitals Operated by the 

Department of Public Health; 
5) Payments to State-Owned Non-Acute Hospitals operated by the Department of 

Mental Health. 
 

These Safety Net Care Pool (SNCP) payments authorized under STC 49(c) are currently limited 
on an aggregate basis by a Provider Cap pursuant to STC 50(c).2  If this demonstration is 
renewed, effective July 1, 2014, SNCP payment limits defined by STC 50(c) will be further 
limited on a provider-specific basis to the documented costs of uncompensated care for 
Medicaid-eligible and uninsured individuals. To accomplish this, Massachusetts must establish a 
CMS-approved method for measuring the costs of care provided to such patients by providers 
that receive SNCP payments that are subject to the Provider Cap.    
 
According to STC 50(f), the Commonwealth will develop a protocol, subject to CMS approval, 
that reflects the costs of providing uncompensated care.  Consistent with STC 50(f), MassHealth 
includes Medicaid eligible and uninsured individuals as the applicable populations when 
counting the allowable uncompensated costs of care. The Medicaid eligible population includes 
those who are eligible for Medicaid but have private insurance, Medicaid FFS, and Medicaid 
managed care, including individuals dually eligible for Medicaid and Medicare.  
 
Lastly MassHealth proposes that “uninsured individuals” for whom uncompensated care costs 

                     
1 STC 49(c) 
2 Other SNCP expenditures, including Commonwealth Care, Delivery System Transformation Initiatives (DSTI), Infrastructure 
and Capacity Building Grants, and Designated State Health Programs (DSHP) are not subject to the provider cap and are 
therefore not subject to the cost limit requirement.  
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are allowable includes the population for which HSN payments are made.  HSN Primary is 
available to low-income Massachusetts residents who have no other source of insurance.  HSN 
Secondary differs from HSN primary in that HSN Secondary pays for certain services not 
covered by the primary payer provided to residents who are enrolled in private health insurance, 
Medicare, MassHealth, or Commonwealth Care. 
 
This protocol will meet the required protocol specifications pursuant to STC 50(f).  According to 
this protocol: 

1) The cost limit must be calculated on a provider-specific basis. 
2) Only the providers receiving SNCP payments for uncompensated care pursuant to 

STC 49(c) will be subject to the protocol.    
3) All Medicaid fee-for-service payments for services and managed care payments, 

including any supplemental or enhanced Medicaid payments made under the State 
plan 3, SNCP payments subject to the Provider Cap pursuant to STC 50(c), and any 
other revenue received by the providers by or on behalf of Medicaid eligible 
individuals or uninsured patients are offset against the eligible cost.  Payments that 
are not service payments for the provision of medical care are not offset against the 
eligible cost.  To the extent that the following payments are not payments for the 
provision of medical care, they are not offset against the eligible cost: SNCP grants 
and performance-based, incentive, and shared savings payments. These may include 
performance- and incentive-based payments and grants and awards both currently in 
existence or those that may be implemented during future demonstration renewal 
periods, such as those listed below. 

 
a. Performance- and incentive-based payments, including but not limited to: 

i. Pay-for-performance payments made under the Medicaid state plan; 
ii. Quality incentive payments associated with an alternative payment 

arrangement authorized under the Medicaid state plan or the section 
1115 demonstration; 

iii. Delivery System Transformation Initiative payments made under the 
1115 demonstration; 

iv. Patient Centered Medical Home Initiative payments, including care 
management and coordination payments, made under the 1115 
demonstration; 

v. Shared savings and other risk-based payments under an alternative 
payment arrangement (e.g., Primary Care Payment Reform, subject to 
CMS approval), authorized under the Medicaid state plan or the 
section 1115 demonstration; 

vi. Medicaid EHR incentive payments, including eligible provider and 
hospital Electronic Health Record (Her) incentive payments, made in 

                     
3 State Plan supplemental payments include, but may not be limited to, Essential MassHealth Hospital Payments, Freestanding 
Pediatric Acute Hospital Payments, Acute Hospitals with High Medicaid Discharges Payments, and Infant and Pediatric Outlier 
Payment Adjustments. Safety Net Care Pool supplemental payments under the 1115 demonstration include Public Service 
Hospital Payments. 



 
MassHealth STCs Appendices H-J                                                                                      Page 3 of 214                                                                                                                                                                                               
Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 
 

accordance with the CMS-approved state Medicaid Plan and CMS 
regulations. 
 
 

b. Grants and awards: 
i. Infrastructure and Capacity Building grants and any other grants or 

awards awarded by the Commonwealth of Massachusetts or any of its 
agencies; 

ii. Any grants or awards through the CMS Innovation Center or other 
federal programs; 

iii. Any grants or awards by a private foundation or other entity. 
 
Allowable Costs by Provider Type.   
 
I.1. Determination of Allowable Medicaid Costs: Acute Inpatient and Outpatient 

Hospitals  
a. Disproportionate Share Hospital (DSH) Allowable Costs 

i. Per STC 50(f), the Commonwealth will use the Medicaid DSH statutory, 
regulatory, and policy definitions of allowable inpatient hospital and 
outpatient hospital services and allowable Medicaid and uninsured costs  in 
determining hospital-specific cost limits in its cost protocols.  To the extent 
that the determination of uncompensated care costs under the protocol varies 
from the Medicaid DSH requirements, the process must be approved in this 
document, including the Appendix, and the final protocols. 

ii. Allowable pharmacy costs include the cost of drugs and pharmacy supplies 
requested by patient care departments and drugs charged to patients.  
Pharmacy service costs that are not part of an inpatient or outpatient service, 
such as retail pharmacy costs, are not considered eligible for inclusion in the 
hospital-specific uncompensated cost limit allowable under DSH.  

iii. Costs included must be for services that meet the federal definition and the 
approved Massachusetts State plan definition of “hospital services” for 
medical assistance.  “Medical assistance” is defined as the cost of care and 
services “for individuals, and, with respect to physicians’ or dentists’ services, 
at the option of the State, to individuals [who are eligible]” per Section 1905 
of the Act. 

b. Medicaid State Plan Allowable Costs 
i. Massachusetts must use the same definition for all inpatient hospital, 

outpatient hospital, and physician services, clinic services, non-hospital 
services, etc. as described in its approved Medicaid State plan, and in 
accordance with Section 1905 of the Social Security Act and the regulations 
promulgated thereunder, to define allowable service costs provided by acute 
inpatient and outpatient hospitals. Massachusetts identifies other service costs, 
subject to CMS approval, that are not included in the Medicaid state plan 
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definitions to be included as allowable uncompensated care costs in the cost 
protocol (see Section I. subsections c., d., and e. below).   

1. Inpatient acute hospital services: Medical services provided to a 
member admitted to an acute inpatient hospital. Such services are as 
described in Section 1905 of the Social Security Act and the 
regulations promulgated thereunder.   

2. Outpatient acute hospital services: Outpatient Hospital Services 
include medical services provided to a member in a hospital outpatient 
department. Such services include, but are not limited to, emergency 
services, primary-care services, observation services, ancillary 
services, and day-surgery services. Outpatient Services include 
medical services provided to a member in an outpatient setting 
including but not limited to hospital outpatient departments, hospital-
licensed health centers or other hospital satellite clinics, hospital-based 
physicians’ offices, hospital-based nurse practitioners’ offices, 
freestanding ambulatory surgery centers, day treatment centers, or the 
member’s home. Such services are as described in Section 1905 of the 
Social Security Act and the regulations promulgated thereunder.   

c. 1115 Demonstration Allowable Costs 
i. 1115 Demonstration Expenditures: Costs incurred by acute hospitals for 

providing Medicaid state plan services to members eligible for Medicaid 
through the 1115 demonstration (i.e., expansion populations) will be counted 
as allowable costs.  In addition, allowable costs of services that are not 
authorized under the Medicaid state plan and are provided by acute hospitals 
under the 1115 demonstration include expenditures related to services 
provided in the programs below and described in the Appendix. All services 
authorized under the section 1115 demonstration are subject to the 
requirements and limitations specified in the STCs. 

1. The Commonwealth must not claim costs for the Pediatric Asthma 
Pilot Program until receiving CMS approval of the Pediatric Asthma 
Program payment protocol as described in Special Term and Condition 
40(h).  

2. Intensive Early Intervention Services for Children with Autism 
Spectrum Disorder. The Commonwealth must not claim costs for the 
Intensive Early Intervention Services for Children with Autism 
Spectrum disorder until CMS approves the Intensive Early 
Intervention Services for Children with Autism Spectrum Disorder the 
Pediatric Asthma Pilot Program payment protocol as specified in STC 
40(h).   

3. Diversionary Behavioral Health Services. 
d. Medicaid Managed Care Costs: Costs incurred by acute hospitals for providing 

services to members enrolled in Medicaid managed care organizations including 
Senior Care Organizations (SCOs) and Integrated Care Organization (ICOs), prepaid 
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inpatient health plans, and any prepaid ambulatory health plans. Eligible costs are 
determined using the same methodology under this section. 

e. Other Allowable Costs, Approved 1915(c) Waivers – Allowable costs are defined 
in Appendix A.   

f. Additional Allowable Costs – Allowable costs are defined in Appendix A. 
 
 
 
 

I.2. Determination of Allowable Medicaid Acute Hospital Revenue 
a. All revenue received by the provider by or on behalf of the patient for the 

specific service/eligible cost included in the uncompensated care cost (UCC) 
calculation must be offset against a hospital’s cost limit.  Revenues include, 
but are not limited to, the following: 

i. MassHealth and HSN payments for services provided to Medicaid 
eligible individuals and the uninsured, including the HSN population; 

ii. Cost-sharing from Medicaid-eligible patients, regardless of insurance 
type; 

iii. Any third party liability (TPL) payments for services; 
b. Revenues that are not associated with the eligible costs are not required to be 

offset against an acute hospital’s cost limit.    
 

I.3. Data Sources 
a. Medicare 2552 cost report 

i. For hospitals that file the Medicare 2552 cost report, the basis of the model 
will be the cost methodology prescribed by the DSH final rule (CMS 2198-F) 
and associated guidance.  The cost methodology will rely on the Medicare 
2552 and the cost center-specific apportionment method to compute Medicaid 
and uninsured cost.   

b. Uniform Medicaid and Low-Income Uncompensated Care Cost & Charge 
Report (UCCR) 

i. The Commonwealth will only use the UCCR to determine costs when the 
provider does not file the CMS-2552 or when costs approved in the protocol 
are not included in the CMS-2552. To supplement the Medicare 2552 cost 
report, hospitals subject to the cost protocol may file the Uniform Medicaid 
and Low-Income Uncompensated Care Cost & Charge Report (UCCR).  The 
UCCR report includes cost-center specific data and captures “uncompensated 
costs” that safety net providers incur from supporting a large proportion of 
MassHealth members.  The UCCR also captures costs that are specifically 
allocated toward “funding required for the operation of the Safety Net Health 
Care System” on Schedule E, which was designed to reflect costs that are 
incurred disproportionately on behalf of Medicaid and low-income patients 
(e.g., social, financial, and interpreter costs; unreimbursed costs for Dual 
Eligibles, etc.)  The UCCR report is filed on a provisional, interim, and final 
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basis.   
1. Schedule A. Schedule A calculates the MassHealth FFS costs for 

inpatient and outpatient services.   
2. Schedule B. Schedule B calculates the payer-specific routine costs.  

Payer-specific routine costs are calculated by multiplying the routine 
per diem by the number of payer-specific days by cost center. 

3. Schedule C. Schedule C calculates the Medicaid MCO,  and Low-
income uncompensated care costs for inpatient and outpatient services. 

4. Schedule D.  Schedule D calculates allowable hospital-based physician 
costs for MassHealth FFS, Medicaid MCO, and Low-income 
Uninsured patients. 

5. Schedule E.  Schedule E itemizes safety net-related expenses incurred 
by providers and health care systems. Items included in this Schedule 
shall be deemed allowable at the discretion of EOHHS and consistent 
with the CMS-approved protocol, and shall not be duplicative of costs 
reported elsewhere on the UCCR. See Section I.e. for the list of Safety 
Net allowable costs that will be reported on Schedule E. 

 
II.1. Determination of Allowable Medicaid Costs:  Chronic Disease and 

Rehabilitation Inpatient and Outpatient Hospitals   
a. DSH Allowable Costs 

i. Per STC 50(f), the Commonwealth will use the Medicaid DSH statutory, 
regulatory, and policy definitions of allowable chronic disease and 
rehabilitation hospital services and allowable Medicaid and uninsured 
costs in determining hospital-specific cost limits in its cost protocols. To 
the extent that the determination of uncompensated care cost under the 
protocol varies from the Medicaid DSH requirements, the process must be 
approved in this document, including the Appendix, and the final protocol. 

ii. Allowable pharmacy costs include the cost of drugs and pharmacy 
supplies requested by patient care departments and drugs charged to 
patients. Pharmacy service costs that are not part of an inpatient or 
outpatient service, such as retail pharmacy costs, are not considered 
eligible for inclusion in the hospital-specific uncompensated cost limit 
allowable under DSH.  

iii. Costs included must be for services that meet the federal definition and the 
approved Massachusetts State plan definition of “hospital services” for 
medical assistance. “Medical assistance” is defined as the cost of care and 
services “for individuals, and, with respect to physicians’ or dentists’ 
services, at the option of the State, to individuals [who are eligible]…”  
Section 1905 of the Act. 

b. Medicaid State Plan Allowable Costs 
i. Massachusetts must use the same definition for all chronic disease and 

rehabilitation inpatient hospital, outpatient hospital, and physician 
services, clinic services, non-hospital services, etc. as described in its 
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approved Medicaid state plan, and in accordance with Section 1905 of the 
Social Security Act and the regulations promulgated thereunder, to define 
allowable service costs provided by chronic disease and rehabilitation 
inpatient and outpatient hospitals. Massachusetts identifies other service 
costs, subject to CMS approval, that are not included in the State plan 
definitions to be included as allowable uncompensated care costs in the 
cost protocol (see Section I. subsections c., d., and e. below).   

1. Inpatient chronic disease and rehabilitation hospital services: 
Inpatient services are routine and ancillary services that are 
provided to recipients admitted as patients to a chronic disease or 
rehabilitation hospital. Such services are as described in Section 
1905 of the Social Security Act and the regulations promulgated 
thereunder.   

2. Outpatient chronic disease and rehabilitation hospital services: 
Rehabilitative and medical services provided to a member in a 
chronic disease or rehabilitation outpatient setting including but 
not limited to chronic disease or rehabilitation hospital outpatient 
departments, hospital-licensed health centers or other hospital 
satellite clinics, physicians’ offices, nurse practitioners’ offices, 
freestanding ambulatory surgery centers, day treatment centers, or 
the member’s home. Such services include, but are not limited to, 
radiology, laboratory, diagnostic testing, therapy services (i.e., 
physical, speech, occupational and respiratory) and Day surgery 
services. Such services are as described in Section 1905 of the 
Social Security Act and the regulations promulgated thereunder.   

c. 1115 Demonstration Allowable Costs 
i. 1115 Demonstration Expenditures: Costs incurred by chronic disease 

and rehabilitation hospitals for providing services to members eligible for 
Medicaid through the section 1115 demonstration (i.e., expansion 
populations) will be counted as allowable costs. In addition, allowable 
costs of services that are not authorized under the Medicaid state plan and 
are provided by chronic disease and rehabilitation hospitals under the 
section 1115 demonstration include the following service-related 
expenditures (please note that all services authorized under the section 
1115 demonstration are subject to the requirements and limitations 
specified in the STCs).  Allowable costs are defined in Appendix A. 

d. Medicaid Managed Care Costs: Costs incurred by chronic disease and 
rehabilitation hospitals for providing services to members enrolled in Medicaid 
managed care organizations including SCOs and ICOs, prepaid inpatient health 
plans, and any prepaid ambulatory health plans.  Eligible costs are determined 
using the same methodology under this section. 

e. Other Allowable Costs, Approved 1915(c) Waivers – The list of additional 
services is contained in Attachment A. 
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f. Additional Allowable Costs - The list of additional services is contained in 
Attachment A. 

 
II.2. Determination of Allowable Medicaid Chronic Disease and Rehabilitation 

Hospital Revenue 
a. All revenue received by the provider by or on behalf of the patient for the 

specific service/eligible cost included in the UCC calculation must be offset 
against a chronic disease and rehabilitation hospital’s cost limit.  Revenues 
include, but are not limited to, the following: 

i. MassHealth and HSN payments for services provided to Medicaid 
eligible individuals and the uninsured, including the HSN population; 

ii. Cost-sharing from Medicaid-eligible patients, regardless of insurance 
type; 

iii. Any third party liability (TPL) payments for services; 
b. Revenues that are not associated with the eligible costs are not required to be 

offset against a chronic disease and rehabilitation hospital’s cost limit.    
 

II.3. Data Sources 
a. Medicare 2552 cost report 

i. For hospitals that file the Medicare 2552 cost report, the basis of the 
model will be the cost methodology prescribed by the DSH final rule 
(CMS 2198-F) and associated guidance.  The cost methodology will rely 
on the Medicare 2552 and the cost center-specific apportionment method 
to compute Medicaid and uninsured cost.  

ii. Uniform Medicaid and Low-Income Uncompensated Care Cost & Charge 
Report (UCCR) 

iii. The Commonwealth will only use the UCCR to determine costs when the 
provider does not file the CMS-2552 or when costs approved in the 
protocol are not included in the CMS-2552. To supplement the Medicare 
2552 cost report, hospitals subject to the cost protocol may file the 
Uniform Medicaid and Low-Income Uncompensated Care Cost & Charge 
Report (UCCR).  The UCCR report includes cost-center specific data and 
captures “uncompensated costs” that safety net providers incur from 
supporting a large proportion of MassHealth members.  The UCCR also 
captures costs that are specifically allocated toward “funding required for 
the operation of the Safety Net Health Care System” on Schedule E, which 
was designed to reflect costs that are incurred disproportionately on behalf 
of Medicaid and low-income patients (e.g., social, financial, and 
interpreter costs; unreimbursed costs for Dual Eligibles, etc.). The UCCR 
report is filed on a provisional, interim, and final basis.   

1. Schedule A. Schedule A calculates the MassHealth FFS costs for 
inpatient and outpatient services.   

2. Schedule B. Schedule B calculates the payer-specific routine costs.  
Payer-specific routine costs are calculated by multiplying the 
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routine per diem by the number of payer-specific days by cost 
center. 

3. Schedule C. Schedule C calculates the Medicaid MCO, , and Low-
income uncompensated care costs for inpatient and outpatient 
services. 

4. Schedule D.  Schedule D calculates allowable hospital-based 
physician costs for MassHealth FFS, Medicaid MCO, , and Low-
income Uninsured patients. 

5.  Schedule E.  Schedule E itemizes safety net-related expenses 
incurred by providers and health care systems. Items included in 
this Schedule shall be deemed allowable at the discretion of 
EOHHS and consistent with the CMS-approved protocol, and shall 
not be duplicative of costs reported elsewhere on the UCCR. See 
Section I.e. for the list of Safety Net allowable costs that will be 
reported on Schedule E. 
 
 

III.1. Determination of Allowable Medicaid Costs:  Institutions for Mental Diseases - 
Psychiatric Hospitals and Community Based Detoxification Centers (CBDC) 
a. DSH Allowable Costs 

i. Per STC 50(f), the Commonwealth will use the Medicaid DSH statutory, 
regulatory, and policy definitions of allowable psychiatric hospital 
services and allowable Medicaid and uninsured costs in determining 
hospital-specific cost limits in its cost protocols. To the extent that the 
determination of uncompensated care cost under the protocol varies from 
the Medicaid DSH requirements, the process must be approved in this 
document, including the Appendix, and the final protocol. 
 

ii. Pharmacy service costs are separately identified on the Medicare 2552–96 
cost report and are not recognized as an inpatient or outpatient hospital 
service. Pharmacy service costs that are not part of an inpatient or 
outpatient rate and are billed as pharmacy service and reimbursed as such 
are not considered eligible for inclusion in the hospital-specific 
uncompensated cost limit allowable under DSH.  
 

iii. Costs included must be for services that meet the federal definition and the 
approved Massachusetts State plan definition of “hospital services” for 
medical assistance. “Medical assistance” is defined as the cost of care and 
services “for individuals, and, with respect to physicians’ or dentists’ 
services, at the option of the State, to individuals [who are eligible]…”  
Section 1905 of the Act. 

b. Medicaid State Plan Allowable Costs 
i. Massachusetts must use the same definition for all inpatient hospital, 

outpatient hospital, and physician services, clinic services, non-hospital 
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services, etc. as described in its approved Medicaid State plan, and in 
accordance with Section 1905 of the Social Security Act and the 
regulations promulgated thereunder, to define allowable service costs 
provided by institutions for mental disease. Massachusetts identifies other 
service costs, subject to CMS approval, that are not included in the State 
plan definitions to be included as allowable uncompensated care costs in 
the cost protocol (see Section I. subsections c., d., and e. below).   

1. Inpatient psychiatric hospital services: psychiatric treatment 
provided under the direction of a psychiatrist in a psychiatric 
inpatient hospital. Such services are as described in Section 1905 
of the Social Security Act and the regulations promulgated 
thereunder.   

2. Outpatient psychiatric hospital services: services provided to 
members on an outpatient basis in a psychiatric hospital. Such 
services are as described in Section 1905 of the Social Security Act 
and the regulations promulgated thereunder.   

3. Community Based Detoxification Center (CBDC): CBDCs are 
eligible to receive Safety Net Care Pool payments as Institutions 
for Mental Diseases (IMDs) under the section 1115 demonstration. 
Such services are as described in Section 1905 of the Social 
Security Act and the regulations promulgated thereunder.   

a. Acute Inpatient Substance Abuse Treatment Services: 
short-term medical treatment for substance withdrawal, 
individual medical assessment, evaluation, intervention, 
substance abuse counseling, and post detoxification 
referrals provided by an inpatient unit, either freestanding 
or hospital-based, licensed as an acute inpatient substance 
abuse treatment service by the Massachusetts Department 
of Public Health under its regulations at 105 CMR 160.000 
and 161.000.  These services are delivered in a three-tiered 
system consisting of Levels III-A through III-C that must 
conform with the standards and patient placement criteria 
issued and enforced by the Massachusetts Department of 
Public Health's Bureau of Substance Abuse Services. 

b. Substance Abuse Outpatient Counseling Service: an 
outpatient counseling service that is a rehabilitative 
treatment service for individuals and their families 
experiencing the dysfunctional effects of the use of 
substances. 

ii. 1115 Demonstration Population Expenditures: Costs incurred by 
inpatient psychiatric hospitals and CBDCs for providing IMD services to 
members eligible for Medicaid through the State plan and section 1115 
demonstration will be counted as allowable costs.  Allowable costs for 
psychiatric inpatient hospital services and CBDC services provided under 
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the 1115 demonstration include service-related expenditures (please note 
that all services authorized under the section 1115 demonstration are 
subject to the requirements and limitations specified in the STCs).  The list 
of allowable services is contained in Attachment A. 

c. Medicaid Managed Care Costs: Costs incurred by Institutions for Mental 
Disease for providing services to members enrolled in Medicaid managed care 
organizations including SCOs and ICOs, prepaid inpatient health plans, and any 
prepaid ambulatory health plans. Eligible costs are determined using the same 
methodology under this section.   

d. Other Allowable Costs, Approved 1915(c) Waivers.  The list of allowable 
services in contained in Appendix A. 

e. Additional Allowable Costs – The list of allowable services is contained in 
Appendix A. 

 
III.2. Determination of Allowable Medicaid Psychiatric Inpatient Hospital and CBDC 

Revenue 
a. All revenue received by the provider by or on behalf of the patient for the specific 

service/eligible cost included in the UCC calculation must be offset against a 
hospital’s cost limit.  Revenues include, but are not limited to, the following: 

i. MassHealth and HSN payments for services provided to Medicaid 
eligible individuals and the uninsured, including the HSN population; 

ii. Cost-sharing from patients, regardless of insurance type; 
iii. Any third party liability (TPL) payments for services; 

b. Revenues that are not associated with the eligible costs are not required to be 
offset against a psychiatric inpatient hospital’s or CBDC’s cost limit.    
 

III.3. Data Sources 
a. Medicare 2552 cost report 

i. For psychiatric hospitals that file the Medicare 2552 cost report, the 
basis of the model will be the cost methodology prescribed by the DSH 
final rule (CMS 2198-F) and associated guidance.  The cost methodology 
will rely on the Medicare 2552 and the cost center-specific apportionment 
method to compute Medicaid and uninsured cost.   

b. Community Based Detoxification Centers ONLY: Uniform Financial Report 
(UFR) 

i. CBDCs are human and social services contractors that do not file a 2552 
cost report and, therefore, if subject to the cost protocol may submit the 
Massachusetts Uniform Financial Statements and Independent 
Auditor’s Report (UFR) to supplement the Medicare 2552 cost report.  
The UFR is the set of financial statements and schedules required of 
human and social service contracting with state departments.  The reports 
are filed with the Massachusetts Operational Services Division on an 
annual basis.  

ii. The UFR reports the following data elements: 
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1. Net Assets 
2. Total Current Assets 
3. Total Assets 
4. Total Current Liabilities 
5. Total Liabilities 
6. Total Liabilities and Net Assets 
7. Total Revenue, Gains, and Other Support 
8. Total Expenses and Losses 
9. Indirect / Direct Method 
10. Cash from Operating Activities 
11. Cash from Investing Activities 
12. Cash from Financing Activities 
13. Total Expenses – Programs 
14. Total Expenses – Supporting Services 
15. Surplus Percentage 
16. Surplus Retention Liability 

iii. The UFR allows for revenue to be reported from Medicaid Direct 
Payments, Medicaid MBHP Subcontracts, Department of Mental Health, 
Department of Public Health, and other human and social service 
agencies.  

iv. The contracting entity’s program expense is broken down by provider type 
for Psychiatric Day Treatment and Substance Abuse Class Rate Services, 
including: 

1. Psychiatrist 
2. N.P., Psych N., N.A., R.N.-Masters 
3. R.N.-Non Masters 
4. L.P.N. 
5. Occupational Therapist 
6. Psychologist – Doctorate 
7. Clinician (formerly Psych. Masters) 
8. Social Worker – L.I.C.S.W. 
9. Social Worker – L.C.S.W., L.S.W. 
10. Licensed Counselor 
11. Cert. Voc. Rehab. Counselor 
12. Counselor 
13. Case Worker/Manager – Masters 
14. Case Worker/Manager 
15. Direct Care/Program Staff Supervisor 
16. Direct Care/Program Staff 

c. Uniform Medicaid and Low-Income Uncompensated Care Cost & Charge 
Report (UCCR) 

i. The Commonwealth will only use the UCCR to determine costs when the 
provider does not file the CMS-2552 or when costs approved in the 
protocol are not included in the CMS-2552. To supplement the Medicare 
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2552 cost report, hospitals and CBDCs subject to the cost protocol may 
file the Uniform Medicaid and Low-Income Uncompensated Care 
Cost & Charge Report (UCCR).  The UCCR report includes cost-center 
specific data and captures “uncompensated costs” that safety net providers 
incur from supporting a large proportion of MassHealth members.  The 
UCCR also captures costs that are specifically allocated toward “funding 
required for the operation of the Safety Net Health Care System” on 
Schedule E, which was designed to reflect costs that are incurred 
disproportionately on behalf of Medicaid and low-income patients (e.g., 
social, financial, and interpreter costs; unreimbursed costs for Dual 
Eligibles, etc.)  The UCCR report is filed on a provisional, interim, and 
final basis.   

1. Schedule A. Schedule A calculates the MassHealth FFS costs for 
inpatient and outpatient services.   

2. Schedule B. Schedule B calculates the payer-specific routine costs.  
Payer-specific routine costs are calculated by multiplying the 
routine per diem by the number of payer-specific days by cost 
center. 

3. Schedule C. Schedule C calculates the Medicaid MCO, , and Low-
income uncompensated care costs for inpatient and outpatient 
services. 

4. Schedule D.  Schedule D calculates allowable hospital-based 
physician costs for MassHealth FFS, Medicaid MCO, , and Low-
income Uninsured patients. 

5.  Schedule E.  Schedule E itemizes safety net-related expenses 
incurred by providers and health care systems. Items included in 
this Schedule shall be deemed allowable at the discretion of 
EOHHS and consistent with the CMS-approved protocol, and shall 
not be duplicative of costs reported elsewhere on the UCCR. See 
Section I.e. for the list of Safety Net allowable costs that will be 
reported on Schedule E. 
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MassHealth Cost Protocol Development Tool Appendix A 
Table 1. Crosswalk of Additional Allowable Services by Provider Type 

 

Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease and 

Rehab – 
Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment 
– 

 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Professional 
component of 
provider-based 
physician 
costs, 
including 
contracted 
physician 
costs, which 
are not part of 
the inpatient 
hospital billing 

X X X X X X   

Provider 
component of 
provider-based 
physician costs 
reduced by 
Medicare 
reasonable 
compensation 
equivalency 
(RCE) limits, 
subject to 
applicable 
Medicare cost 
principles 

X X X X X X   

Administrative 
costs of the 
hospital’s 
billing 
activities 
associated 
with physician 
services who 
are employees 
of the hospital 
billed and 
received by the 
hospital 

X X X X X X   

Patient and 
community 
education 
programs, 
excluding cost 
of marketing 
activities 

X X X X X X X X 
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease and 

Rehab – 
Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment 
– 

 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Telemedicine 
services X X X X X X X X 

Addiction 
Services  X  X  X  X 

Community 
Psychiatric 
Support and 
Treatment 

 X    X   

Medication 
Administration  X    X   

Vision Care  X       
Health care for 
the house 
bound and the 
homeless, 
family 
planning, and 
pre-natal, 
labor, and 
post-natal 
support for at 
risk 
pregnancies. 
CMS 255-10, 
Line 193 

 X       

Social, 
Financial, 
Interpreter, 
Coordinated 
Care and other 
services for 
Medicaid 
eligible and 
uninsured 
patients 

X X X X X X X X 

340b and other 
pharmacy 
costs  

 X       

Graduate 
Medical 
Education 

 X       
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease and 

Rehab – 
Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment 
– 

 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Outlier Day: 
Each day 
beyond 20 
acute days, 
during a single 
admission, for 
which a 
member 
remains 
hospitalized at 
acute status   

X        

Psychiatric 
Day Treatment 
Program 
Services 

 X    X   

Dental 
Services  X       

Intensive Early 
Intervention 
Services for 
Children with 
Autism 
Spectrum 
Disorder 

X X       
 

Diversionary 
Behavioral 
Health 
Services  

X X X X X X   

Public 
Hospital 
Pensions and 
Retiree 
Benefits 

X X       

 
Additional detail regarding some of these services is below for reference. 

• Professional component of provider-based physician costs, including contracted 
physician costs, which are not part of the inpatient hospital billing. 
 
Acute Hospitals incur unreimbursed costs for services provided by employed and 
contracted physicians for Medicaid and uninsured patients. These uncompensated care 
physician costs are currently included in the UCCR cost finding through Schedule D of 
the UCCR. The Massachusetts cost protocol provider definition includes acute hospital-
employed physician services and contracted physician services.   
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• Provider component of provider-based physician costs reduced by Medicare 
reasonable compensation equivalency (RCE) limits, subject to applicable OMB 
Circular A-87 requirements 

 
These costs are related to physicians that are employed by the hospital and who provide 
services in various settings and clinics.. 
 

• Patient and community education programs, excluding cost of marketing activities.  
 

These programs are part of public health and prevention activities relevant to the medical 
care of the Medicaid-eligible and uninsured populations. Some examples include: chronic 
disease prevention including smoking cessation and heart health services, community 
education for healthy eating, and suicide prevention and mental health promotion. These 
services are provided by hospitals with an orientation on Medicaid-eligible uninsured 
populations. 
 

• Health care for the house bound and the homeless, family planning, and pre-natal, 
labor, and post-natal support for at risk pregnancies. CMS 255-10, Line 193. 

 
These health care services are stepped down from the CMS Medicare 2552 Cost Report 
because they are not generally related to Medicare populations. These services should be 
included as additional allowable costs specifically because they are health care services 
primarily provided to Medicaid-eligible and uninsured patients, especially at safety net 
institutions. These unreimbursed costs are reflected in the current UCCR cost finding.  
CMS approved this as a Schedule E, UCCR element because it was essential to adapt the 
Medicare 2552 which is for the Medicare population to the Medicaid-eligible and 
uninsured population.   

 
• Social, Financial, Interpreter, Coordinated Care and other services for Medicaid 

eligible and uninsured patients 
 
These health care services are stepped down from the CMS Medicare 2552 Cost Report 
because they are not generally related to Medicare populations. These services should be 
included as additional allowable costs specifically because they are health care services 
primarily provided to Medicaid-eligible and uninsured patients, especially at safety net 
institutions. These unreimbursed costs are reflected in the current UCCR cost finding.  
CMS approved this as a Schedule E, UCCR element because it was essential to adapt the 
Medicare 2552 which is for the Medicare population to the Medicaid-eligible and 
uninsured population.   
 

• Public Hospital Pensions and Retiree Benefits 
 
Public hospital pensions and retiree health benefits are an operating cost for personnel 
who provide medical and other health care services to Medicaid-eligible and uninsured 
patients at government hospitals.  These are annual expenditures for pension obligations 
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and the financial requirements for retiree health benefits for the subset of retirees covered 
under the public pension plan for public and governmental hospitals. 

 
• 340b and other pharmacy costs  

 
340b and pharmacy costs are for medically necessary and prescribed pharmaceuticals 
provided by some qualifying acute hospitals to Medicaid-eligible and uninsured patients. 
These costs are reflected in the current UCCR cost finding. 

 
• Outlier Day: Each day beyond 20 acute days, during a single admission, for which a 

Member remains hospitalized at acute status   
 

This cost item includes inpatient hospital costs for medically necessary days beyond 20 
acute days for Medicaid-eligible and uninsured patients are currently reimbursed by the 
Health Safety Net. These medical services are reflected in the current UCCR cost finding. 
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Table 2. Crosswalk between Provider and Safety Net Care Pool Payments 
 

Payment Provider Development Tool 
Designation 

Public Safety Net Hospital 
Safety Net Care Payment 

Boston Medical Center 
Cambridge Health Alliance 

Acute Inpatient  and 
Outpatient Hospitals 

Health Safety Net Trust Fund 
Safety Net Care Payment 

All acute hospitals Acute Inpatient  and 
Outpatient Hospitals 

Institutions for Mental 
Disease 

Psychiatric inpatient hospitals 
Community-based 
detoxification centers 

Institutions for Mental 
Disease  
 

Special Population State-
Owned Non-Acute Hospitals 
Operated by the Department 
of Public Health 

Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital 
School 
Western Massachusetts 
Hospital 

Chronic Disease and 
Rehabilitation Inpatient 
and Outpatient 
Hospitals 

State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental health 

Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health 
Center 
Lindemann Mental Health 
Center 
Quincy Mental Health Center 
SC Fuller Mental Health 
Center 
Taunton State Hospital 
Worcester State Hospital 

Chronic Disease and 
Rehabilitation Inpatient 
and Outpatient 
Hospitals 
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Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed below are the providers 
who are eligible to participate in DSTI for the term of this Demonstration approval period, and may be 
eligible to earn incentive payments based on an initial proportional allotment indicated below as 
outlined in STC 49(e)(7).  This is not a guarantee of funding for DSTI providers, but an initial estimate 
of potential allocation and actual funding will be based upon incentive payments as outlined in an 
approved DSTI master plan, approved hospital specific DSTI plan and approved DSTI payment and 
funding protocol pursuant to STC 52. 
 

Participating Hospital 

Initial Proportional Allotment 
Participating Hospitals Maybe 

Eligible to Earn through Incentive 
Payments 

Foundational 
Amount of 

Funding 

Relative Share of 
Medicaid and Low-
Income Public Payer 

GPSR 
Public Acute Hospital:   
Cambridge Health Alliance $4 million $130.6 million 
   
Private Acute Hospitals:   
Boston Medical Center $4 million $306.7 million 
Holyoke Medical Center $4 million $20.5 million 
Lawrence General Hospital $4 million $39.3 million 
Mercy Medical Center $4 million $41.6 million 
Signature Healthcare Brockton Hospital $4 million $46.1 million 
Steward Carney Hospital $4 million $15.2 million 
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Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed below are the providers 
who are eligible to participate in DSTI for the term of this Demonstration approval period, and may be 
eligible to earn incentive payments based on an initial proportional allotment indicated below as 
outlined in STC 49(e)(7).  This is not a guarantee of funding for DSTI providers, but an initial estimate 
of potential allocation and actual funding will be based upon incentive payments as outlined in an 
approved DSTI master plan, approved hospital specific DSTI plan and approved DSTI payment and 
funding protocol pursuant to STC 52. 
 

Participating Hospital 

Initial Proportional Allotment 
Participating Hospitals Maybe 

Eligible to Earn through Incentive 
Payments 

Foundational 
Amount of 

Funding 

Relative Share of 
Medicaid and Low-
Income Public Payer 

GPSR 
Public Acute Hospital:   
Cambridge Health Alliance $4 million $130.6 million 
   
Private Acute Hospitals:   
Boston Medical Center $4 million $306.7 million 
Holyoke Medical Center $4 million $20.5 million 
Lawrence General Hospital $4 million $39.3 million 
Mercy Medical Center $4 million $41.6 million 
Signature Healthcare Brockton Hospital $4 million $46.1 million 
Steward Carney Hospital $4 million $15.2 million 
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I. PREFACE 

 
1. MassHealth Medicaid Section 1115 Demonstration Waiver  

On December 20, 2011, the Centers for Medicare & Medicaid Services (CMS) approved the 
Commonwealth of Massachusetts’ request to extend the term of the section 1115 
Demonstration waiver, entitled MassHealth (11-W-00030/1) (Demonstration) in accordance 
with section 1115(a) of the Social Security Act. The new extension period was approved 
through June 30, 2014.  
 

2. Delivery System Transformation Initiatives (DSTI) 

STC 49 of the Demonstration authorizes the Commonwealth to create Delivery System 
Transformation Initiatives (DSTI) funded through the Safety Net Care Pool (SNCP). These 
initiatives are designed to provide incentive payments to support investments in eligible 
safety net health care delivery systems for projects that will advance the triple aims of 
improving the quality of care, improving the health of populations and enhancing access to 
health care, and reducing the per-capita costs of health care. In addition, DSTI payments will 
support initiatives that promote payment reform and the movement away from fee-for-
service payments toward alternative payment arrangements that reward high-quality, 
efficient, and integrated systems of care.  
 
Eligible safety net hospitals (also referred to as “hospital(s)” herein) will be required to 
develop and implement these initiatives and activities in order to receive the incentive 
payments. Pursuant to STC 49(e)(3), participating hospitals must implement new health care 
initiatives within their respective health systems, or significantly enhance existing initiatives, 
in order to qualify for DSTI incentive payments. In addition, these initiatives may 
complement or enhance other federal initiatives in which a hospital may be participating, but 
they may not duplicate the exact same activities undertaken by a hospital for which that 
hospital receives specific funding by the U.S. Department of Health and Human Services. 
Pursuant to STC 49(e)(6), these incentive payments are intended to support and reward 
hospitals for improvements in their delivery systems; they are not direct reimbursement or 
payment for services, should not be considered patient care revenue, and will not be offset 
against other Medicaid reimbursements to a hospital system.  

 
3. Master DSTI Plan  

In accordance with STCs 49(e), 52(a), 52(c), and 53(c), the master DSTI plan defines the 
specific initiatives that will align with the following four categories: (1) developing a fully-
integrated delivery system, (2) improving health outcomes and quality, (3) developing 
capabilities to respond to statewide transformation to value-based purchasing and to accept 
alternatives to fee-for-service payments that promote system sustainability, and (4) 
population-focused improvements. Furthermore, the master DSTI plan describes the global 
context for DSTI in the Commonwealth, describes guidelines for individual hospital DSTI 
plans, and stipulates the structure and processes governing the DSTI program, pursuant to 
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STC 52(a). The master DSTI plan also incorporates the required elements of the DSTI 
payment and funding protocol as described in STC 52(c)(4).  
 
Following approval of the master DSTI plan by CMS and throughout the Demonstration 
renewal period, EOHHS may propose revisions to the master DSTI plan, in collaboration 
with the respective DSTI hospitals, to reflect modifications to any component of a hospital’s 
final approved plan, including but not limited to projects, measures, metrics, and data 
sources; or to account for other unforeseen circumstances in the implementation of the DSTI 
program. CMS shall render a decision on proposed master DSTI plan revisions within 30 
days of submission by EOHHS. Such revisions shall not require a waiver amendment, 
provided that they comport with all applicable STC requirements. 

  
4. Hospital Specific DSTI Plans  

Upon CMS approval of the Commonwealth’s master DSTI plan, each eligible safety net 
hospital must submit an individual DSTI plan that identifies the projects, population-focused 
objectives, and specific metrics adopted from the master DSTI plan and meets all 
requirements pursuant to the STCs. The requirements for hospital-specific DSTI plans are 
described in STC 52(b) and further detailed in Section IV (“Key Elements of Proposed 
Hospital Specific Plans”) herein. 

 
5. Organization of “Attachment J: Master DSTI Plan” 

This document serves as Attachment J to the STCs and contains all required elements that 
must be included in the Commonwealth’s master DSTI plan and DSTI payment and funding 
protocol, pursuant to STC 52(a) and 52(c). Attachment J is organized into the following 
sections: 

I. Preface 
II. Commonwealth’s Payment & Delivery System Progress and Goals 
III. Community Needs & DSTI Eligibility Criteria 
IV. Key Elements of Proposed Hospital Specific Plans 
V. State & Federal Review Process of Hospital Specific Plans 
VI. Non-Federal Share of DSTI Payments 
VII. Reporting & Payments in DY 15, DY 16, and DY 17 
VIII. Disbursement of DSTI Funds 
IX. Plan Modification, Grace Periods, and Carry-Forward & Reclamation  
X. Master DSTI Projects and Metrics 
XI. DSTI Evaluation 
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II. COMMONWEALTH’S PAYMENT & DELIVERY SYSTEM PROGRESS 
AND GOALS 

 
6. Global Context 

In April 2006, Massachusetts signed into law a landmark health care reform bill with the aim 
of providing access to affordable health insurance to all Massachusetts residents. The 
legislation, Chapter 58 of the Acts of 2006 (Chapter 58), titled An Act Providing Access to 
Affordable, Quality, Accountable Health Care, was the result of a bipartisan effort among 
state leaders from government, business, the health care industry, community-based groups 
and consumer advocacy organizations. Chapter 58 consisted of a series of bold 
interdependent activities and programs, each necessary for the other to be successful and to 
achieve the overall goal of drastically reducing the rate of uninsurance in Massachusetts. 
Chapter 58 later served as an inspiration for federal health care reform legislation, the Patient 
Protection and Affordable Care Act of 2010 (ACA). As in Massachusetts, the ACA includes 
the creation of state health insurance exchanges, subsidies for low- and moderate-income 
individuals to purchase health insurance, an individual mandate to purchase insurance, shared 
responsibility requirements for employers, and expansions of public health insurance 
programs. 
 
Health care reform in Massachusetts, with the support and partnership of CMS, has been an 
unrivaled success. More than 98% of the population is insured, and only 0.2% of children 
lacked coverage in 2010.4 According to a recent report by the Blue Cross Blue Shield 
Foundation of Massachusetts, health reform not only has led to sustained increases in 
insurance coverage, but reform has also increased access to health care and improved health 
status among Massachusetts residents. Among the report’s key findings are:5 

 
• Massachusetts made sustained gains in access to and use of health care between 2006 

and 2010. Nonelderly adults were significantly more likely to have a usual source of 
health care, more likely to have had a preventive care visit, more likely to have had 
multiple doctor visits, more likely to have had a specialist visit, and more likely to 
have had a dental care visit. 
 

• Emergency departments (ED) visits, a key indicator of gaps in access to regular care, 
were down nearly four percentage points since 2006. ED use for non-emergency 
conditions similarly decreased almost four percentage points, and frequent ED use 
dropped by 2 percentage points.6 

                     
4 Massachusetts Division of Health Care Finance and Policy. Key Indicators: Quarterly Enrollment Update 
June 2011 Edition (Released in February 2012). <http://www.mass.gov/eohhs/docs/dhcfp/r/pubs/12/2011-june-key-
indicators.pdf> 
5 Sharon K. Long, Karen Stockley, and Heather Dahlen. Health Reform in Massachusetts as of Fall 2010: Getting 
Ready for the Affordable Care Act & Addressing Affordability. Blue Cross Blue Shield Foundation of 
Massachusetts, January 2012. 
6 The reduction in overall ED use was statistically significant at the .05 level, two tailed test, and the reduction in 
non-emergent ED use was statistically significant at the .01 level, two tailed test. The reduction in frequent ED use 
was not statistically significant. 
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• The share of nonelderly adults in Massachusetts reporting their health status as very 
good or excellent increased between 2006 and 2010 (from 46.7 percent to 53.2 
percent). 
 

• Many of these gains were concentrated among low-income adults, a population that 
was particularly targeted by health reform initiatives to improve access to and 
affordability of care.  

 
The Blue Cross Blue Shield Foundation report affirms that, despite the challenges posed by 
the nationwide recession that began in 2009, Massachusetts has sustained the progress made 
under state health reform. The Commonwealth has remained steadfast in its commitment to 
universal access in spite of the fact that the worst economic downturn in more than 70 years 
has resulted in more Massachusetts residents relying on safety net programs. 
 
The Commonwealth’s success in insuring nearly all Massachusetts residents has highlighted 
a new set of challenges. Massachusetts, like states around the country, the federal 
government, the private sector, and individuals, is burdened by health care cost inflation and 
in many cases utilizes a fee-for-service payment system that can reward the delivery of 
services rather than improvements in the health outcomes of the population. Massachusetts 
health care costs are currently projected to rise by an average of 6% annually during the next 
decade, while GDP is projected to grow at less than 4%.7  
 
Rising health care costs threaten the sustainability of the reforms that have borne such 
success. The challenge of ensuring that improvements in access to care for low-income 
populations endure is particularly critical as a shrinking state budget places additional fiscal 
pressure on the Commonwealth’s Medicaid program. More than four-fifths of insurance 
coverage expansion since 2006 came through the Medicaid program. Moreover, the 
residually uninsured population is highly concentrated in low-income, urban communities. 
These realities, compounded by the economic downturn, have put serious financial pressure 
on safety net providers who face increasing Medicaid caseloads. 

 
To address these challenges, Massachusetts must now turn its focus to reducing the actual 
costs of medical care and the rate of growth over time, even as we redouble our efforts to 
improve quality and the patient experience while ensuring the sustainability of safety net 
providers.  
 

7. Commonwealth’s Goals & Outcomes 

The Commonwealth has and will be undertaking a number of efforts with a single theme: 
transforming the delivery system to provide integrated care across the continuum, while 
adopting sustainable alternative payment systems that more directly reward systems for high 
quality, efficient care. Restructuring health care payment and delivery systems is 

                     
7 Massachusetts Division of Health Care Finance and Policy, “Massachusetts Health Care Spending Baseline Trends 
and Projections,” February 4, 2009. Massachusetts Health Care Quality and Cost Council, “Roadmap to Cost 
Containment,” page 1, October 2009. 
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fundamental to better ensuring consistent quality of care, reducing errors, decreasing health 
care disparities, and reining in overall health care costs. 
 
A critical component of improving health care quality and curtailing costs will be integrating 
care to ensure that providers work collaboratively to meet patient care needs and do so in the 
most appropriate setting. Increased focus on using the right care at the right time in the right 
place will mean a significant behavioral change both for providers and for health care 
consumers, but it is also a pivotal building block in the long-term systemic transformation 
Massachusetts envisions. In addition, the Commonwealth views delivery system 
transformation and payment reform as integrally related. In order to align incentives toward 
more integrated, accountable models of care delivery, the Commonwealth is committed to 
reforming the way we pay for care, moving from volume based fee-for-service payments to 
payments based on maintaining access and quality.   
 
For MassHealth, supporting safety net populations and the safety net providers that provide 
the majority of their care is the natural place to start to advance delivery system and payment 
reform. The goal of Delivery System Transformation Initiatives (DSTI) is to leverage 
incentive payments to advance the transformation of safety net hospitals and their networks 
into integrated delivery systems characterized by the Triple Aim shared by CMS and 
EOHHS: improving care for individuals, improving the health of populations, and reducing 
per-capita costs to make health care affordable for all.  
 
Through DSTI, incentive payments will be offered to eligible safety net hospitals that serve a 
high proportion of low-income Medicaid and uninsured patients to support projects that will 
help them develop more fully integrated delivery systems, improve health outcomes and 
quality, and advance their capacity to respond to statewide transformation to alternative 
payment methods.  Payments will be tied to achieving specific transformation milestones.  
The vision is to provide critical support that will position the eligible hospitals for payment 
reform and toward success in alternative payment arrangements that reward cost effective 
and high quality care.  
 

8. Payment & Delivery System Reform Efforts  

Massachusetts has been a model for the nation in expanding access to health care services, 
and now it is taking the lead in controlling costs and improving quality through payment and 
delivery system reform initiatives. 
 
In order to advance statewide reform, the Administration and the Legislature are currently 
pursuing legislation that would improve quality and control costs by reforming health 
systems and payments. Governor Patrick introduced a bill in February 2011 that would begin 
moving providers and payers – including state purchasers of health care such as MassHealth, 
the Group Insurance Commission and the Health Connector – away from fee-for-service 
methods of payment and toward the use of alternatives to fee-for-service such as global 
payments, bundled payments, and other alternatives. The successful adoption of the reform 
currently contemplated will promote the transformation of the Massachusetts delivery system 
into an innovative care delivery and health care financing model. 
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The Executive Office of Health and Human Services (EOHHS) already has made significant 
progress in advancing the goals of payment and delivery system reform under existing 
initiatives and planning efforts. Ongoing initiatives include: 

 
ACO Development 

In June 2011, EOHHS issued a Request for Information to gather input, information 
and advice on how best to implement payment reform for state health programs, 
including MassHealth, Commonwealth Care, state employees’ health insurance, and 
other programs. EOHHS received 42 responses, which came from every sector of the 
health care community: patient advocates, physicians, hospitals, employers, 
specialists, medical device companies, other providers and other industry advocates. 
The responses will help shape a MassHealth procurement of ACOs, currently in 
development, to promote coordinated care and value based purchasing. The ACO 
initiative is projected to launch in 2013. EOHHS aims to align the ACO initiative 
with DSTI and other delivery system reform efforts to promote synergies across 
initiatives, in order to advance the goal of integrated delivery systems built on Patient 
Centered Medical Home principles. 

Electronic Health Record Initiative 
The MassHealth Electronic Health Record (EHR) initiative, part of the CMS 
Medicaid EHR Incentive Program, offers Medicaid health care providers incentive 
payments to encourage them to adopt, implement, upgrade, or meaningfully use 
certified EHR technology. Wide adoption and meaningful use of interoperable EHRs 
will be a critical building block for payment reform, enabling providers to manage 
their patients’ care and costs effectively. Meaningful use of EHRs can improve 
patient care by simplifying administrative procedures, enhancing health care quality 
by making patient health information available at all points of care, reducing costs 
through earlier diagnosis and characterization of disease, and increasing coordination 
of information for patients, caregivers, and clinical staff. MassHealth plans to 
distribute up to $500 million over the life of the program (through 2021) to eligible 
health care providers to support transitions to electronic health record systems. 
 

Patient-Centered Medical Home Initiative (PCMHI)  
The Patient-Centered Medical Home Initiative (PCMHI) is a statewide, multi-payer 
demonstration project that supports 46 primary care practices in becoming patient-
centered medical homes. The practices include community health centers, hospital-
affiliated primary care offices, and group and solo primary care physician practices. 
PCMHI establishes a foundation for transforming the primary care landscape in 
Massachusetts through these pilot sites. This initiative aims to eliminate fragmented 
and uncoordinated care, which can lead to emergency department and hospital over-
utilization. Instead, the patient-centered medical home model emphasizes enhanced 
chronic disease management through team-based care. Patient-centered practices 
place increased focus on recognizing the patient as an individual, respecting the 
patient’s values, language and culture, and promoting the exchange of information 
about care options between patients and providers. Pending CMS approval, selected 
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PCMHI practices will participate in shared savings arrangements with PCMHI 
payers. With this demonstration as a foundation, the Commonwealth has set the goal 
for all primary care practices in Massachusetts to become patient-centered medical 
homes by the year 2015.  
 

Pediatric Asthma Pilot Program 
The Pediatric Asthma Bundled Payment Demonstration Program is an initiative to 
pilot bundled payments for high-risk pediatric asthma patients enrolled in selected 
MassHealth Primary Care Clinician Plan practices. This pilot program will aim to 
improve health outcomes, reduce asthma-related emergency department utilization 
and asthma-related hospitalizations, and reduce associated Medicaid costs for 
children with high-risk asthma. The pilot will be conducted in two phases.  The first 
phase will provide a bundled per member per month payment for services not 
traditionally covered by MassHealth, such as home visits by community health 
workers and supplies for mitigating environmental asthma triggers in the home.  
Following initial implementation and evaluation of outcomes from the first phase of 
the pilot, the Commonwealth may request CMS approval to implement a bundled 
payment for all ambulatory services required for the most effective treatment and 
management of pediatric asthma for high-risk patients. The Commonwealth’s goal in 
establishing the program is to evaluate the degree to which a bundled payment and 
flexible use of funds enhances the effects of delivery system transformation, as 
demonstrated by improved health outcomes at the same or lower cost.  
 

Non-Elderly Duals Integration Demonstration Project 
Massachusetts is one of 15 states that received a $1 million planning contract from 
the CMS Center for Medicare and Medicaid Innovation to support the development of 
a design proposal for a State Demonstration to Integrate Care for Dual Eligible 
Individuals. The Commonwealth’s proposal, recently submitted to CMS, promotes 
person-centered models that integrate the full range of acute care, behavioral health 
services and care, and long term supports and services for approximately 115,000 
members between the ages of 21-64 who are eligible for Medicaid and Medicare. 
These dual eligible adults have disproportionately experienced the shortcomings of 
fragmented, uncoordinated care and payment streams. The Duals Demonstration will 
provide a strong foundation for payment and delivery system reform in the 
Commonwealth by providing dually eligible MassHealth members with access to an 
integrated, accountable model of care and support services financed jointly with 
Medicare through global payments. 
 

MassHealth Pay for Performance 
The MassHealth Acute Hospital P4P Program, implemented in 2008, seeks to reward 
hospitals for excelling in or improving quality for MassHealth members as evidenced 
by positive outcomes and cost-effective care. Quality performance goals and 
measures are selected based on strategic importance, relevance to Medicaid 
population health outcomes and status, and consistency with nationally-recognized 
standards for quality measurement. Current measurement approaches cover 
maternity/newborn, chronic conditions, surgical infection prevention, pediatric 
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asthma, community acquired pneumonia, and clinical health disparities.     
MassHealth is currently exploring the possibility of expanding measurement to cover 
a wider range of quality domains, such as care transitions, outcomes, and patient 
experience of care, to support alignment with Medicaid delivery system and payment 
reform activities. EOHHS will continue to coordinate across initiatives to ensure that 
P4P measures do not duplicate quality measures tied to hospital payments in existing 
initiatives in a way that would result in duplication of state or federal funds. 
 

All Payer Claims Database 
Massachusetts is developing an All Payers Claims Database (APCD) that will provide 
timely, valid, and reliable health care claims data that will allow a broad 
understanding of cost and utilization across institutions and populations. This dataset 
will be a critical tool in informing the development of health care policies in the 
Commonwealth, as policymakers, payers and providers evaluate different payment 
methodologies and work to develop performance measures to support integrated 
health care delivery models. The APCD is anticipated to be available for use by 
interested parties as of July 1, 2012. Potential users will apply for data release through 
an application and governance process. 
 

DSTI will build upon and complement these existing initiatives by incenting safety net 
providers to make critical investments in developing integrated care models based on PCMH 
principles, implementing innovative programs to improve health care quality and outcomes, 
and preparing to participate in alternative payment arrangements. As the Commonwealth 
increasingly moves beyond pilots and demonstration programs to statewide delivery system 
and payment reform, DSTI will help to ensure that safety net providers are sustainable and 
successful in the new health care context. 

 
III. COMMUNITY NEEDS & DSTI ELIGIBILITY CRITERIA 

 
9. Community Needs 

Massachusetts as a state is more affluent, better-educated, and healthier than the nation as a 
whole. Massachusetts has an overall poverty rate of 15%, below the national rate of 21%, and 
a median income of $61,000, above the national median of $50,000. Of the Commonwealth’s 
approximately 6.6 million residents, 39% hold a bachelor’s or graduate degree, compared to 
28% for the nation as a whole.8 In addition, Massachusetts has expanded health care 
coverage while maintaining above-average performance in key health indicators. Life 
expectancy in Massachusetts is 80.1 years, compared to a national figure of 78.6. The infant 
mortality rate is 5.6 per thousand, compared to a national rate of 6.8. Obesity and diabetes 
rates for both children and adults are lower than national rates.9 
 
However, the communities that DSTI-eligible safety net providers serve are characterized by 
lower incomes, more severe socioeconomic challenges, and more adverse health status 

                     
8 2010 American Communities Survey. 
9 Kaiser Family Foundation. State Health Facts: Massachusetts State Profile. < http://www.statehealthfacts.org> 
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indicators than the state as a whole. For example, DSTI-eligible hospitals serve the state’s 
largest urban population (the Boston metropolitan area) as well as a rural county with the 
lowest per-capita income and worst health outcomes in the state (Hampden County).10 
Populations in these communities have higher risk factors for asthma and diabetes and often 
face complex medical and behavioral health conditions. Linguistic, cultural, and socio-
economic barriers require specialized resources and services to effectively coordinate care 
and promote health. Prevalence of chronic health care conditions such as diabetes, 
cardiovascular disease, COPD, and obesity, are higher than in other Massachusetts 
communities.11 These factors create specific challenges in designing effective interventions 
to coordinate and manage care for safety net populations and simultaneously make the need 
for delivery system transformation more urgent for safety net providers. 
 

10. Safety Net Health Care Challenges 
Safety net hospitals have been crucial participants in Massachusetts' health reform efforts. 
The newly insured have continued to rely on safety net hospitals for care, as well as outreach 
and enrollment, in large numbers. These organizations had long been the site of care for the 
uninsured; naturally, the newly insured continue to seek health services where they already 
have a connection. As a result, these hospitals experienced a 30% increase in Medicaid 
patient care volume during health care reform from 2006 to 2010.12 DSTI eligible safety net 
hospitals have a Medicaid and Commonwealth Care payer mix that is, on average, nearly 2.5 
times the statewide acute hospital average (as illustrated in the chart below). In addition, 
despite the expansion in health coverage under Chapter 58 reforms, safety net hospitals 
continue to provide concentrated care to the residual uninsured population. Safety net 
hospitals currently have a weighted-average uninsured payer mix of 8% (with one provider 
having an uninsured rate of 13%). This disproportionately high Medicaid and low-income 
public payer mix, combined with historically low rates of commercial payer reimbursement 
and the effects of the recent economic downturn, has contributed to significant financial 
pressure on these safety net hospitals. 

 

                     
10 Massachusetts Community Health Information Profile (MassCHIP), available at 
<http://www.mass.gov/eohhs/researcher/community-health/masschip/welcome-to-masschip.html> 
11 Ibid. 
12 Aggregate increase in the annual number of Medicaid and Medicaid Managed Care patient care encounters 2006-
2010 for seven safety net hospitals participating in DSTI, derived from Massachusetts Division of Health Care 
Finance and Policy FY2010 403 Cost Reports. 
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These factors have limited the capacity of the eligible safety net providers to make 
investments that position them well for payment reforms.  The transformation to new models 
of care delivery require hospitals and providers to make significant up-front investments in 
such areas as network development and management; care coordination, quality 
improvement and utilization management; clinical information systems; and data analytics to 
enhance performance measurement.13 Many of the eligible safety net hospitals have deferred 
capital investments (including IT) and operating investments (such as care coordination and 
management systems enabled by new clinical and financial reporting capabilities) in an effort 
to manage conservatively and live within their budgets.  Choices like these, while necessary 
in the short term, threaten to undermine the ability of the Commonwealth’s safety net 
providers to transform their delivery systems to meet the Triple Aim goals that the hospitals 
share with CMS and EOHHS.   
 
DSTI presents a unique opportunity for the eligible safety net hospitals to begin to overcome 
these challenges and make significant progress toward delivery system transformation. The 
Commonwealth and eligible safety net hospitals seek to leverage DSTI funds to advance new 
models of care delivery that emphasize greater clinical integration and care management, as 
well as to advance payment models that align incentives more effectively at the provider 
level.  Each of the DSTI hospitals, within the context of its unique starting place and 
community setting, aims to develop a set of core capabilities to transform health care 
delivery in the context of new payment reform models. With oversight by both EOHHS and 
CMS, participating hospitals will utilize the opportunity for DSTI incentive payments to 
make strategic investments in delivery system transformation initiatives with the ultimate 
goal of achieving the Triple Aim – better care, better health and lower costs.    

 
 
                     
13 Accountable Care Organization Learning Network Toolkit.  Engelberg Center for Health Care Reform | The 
Dartmouth Institute and The Brookings Institution, January 2011. 
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11. DSTI Eligibility Criteria 
STC 49(e)(1) describes the eligibility criteria for the DSTI program. Providers eligible for 
incentive payments are defined as public or private acute hospitals with a Medicaid payer 
mix more than one standard deviation above the statewide average and a commercial payer 
mix more than one standard deviation below the statewide average, based on FY 2009 cost 
report data.  Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed 
below are the providers who are eligible to participate in DSTI for the term of this 
Demonstration approval period, and shall be eligible to earn incentive payments based on an 
initial proportional allotment indicated in STC 49(e)(7) and Attachment I: 
 

• Cambridge Health Alliance    
• Boston Medical Center     
• Holyoke Medical Center     
• Lawrence General Hospital    
• Mercy Medical Center     
• Signature Healthcare Brockton Hospital 
• Steward Carney Hospital.   
 

IV. KEY ELEMENTS OF PROPOSED HOSPITAL SPECIFIC PLANS 

 
12. Hospital Specific DSTI Plans  

Each eligible safety net hospital must submit an individual DSTI plan that identifies the 
projects, population-focused objectives, and specific metrics adopted from Section X 
(“Master DSTI Projects and Metrics”) and meets all requirements pursuant to STC 49(e)(4), 
STC 49(e)(3), STC 52(a)(2), STC 52(b), and all requirements set forth in Section IV (“Key 
Elements of Proposed Hospital Specific Plans”). 
 

13. Minimum Number of Projects 
Hospitals shall select a minimum of five projects across Categories 1, 2 and 3 from Section X 
(“Master DSTI Projects and Metrics”). The distribution of each hospital’s projects across 
Categories 1, 2 and 3 shall be such that each hospital has at least one project in each of the 
three categories and at least two projects in two of the three categories. Hospitals may submit 
more than five projects in total for Categories 1, 2 and 3.  
 
In Category 4, hospitals shall report on a specified number of population-focused health 
improvement metrics in the core set of common measures (11 in DY 16 and 12 in DY 17) as 
described in Section X (“Master DSTI Projects and Metrics”), pursuant to STC 52(a)(10). 
Hospitals also must report a minimum of 6 hospital-specific metrics selected from among the 
measures described in Section X (“Master DSTI Projects and Metrics”). Hospitals may also 
report additional hospital-specific measures up to a total maximum of 15 as described in 
Section X (“Master DSTI Projects and Metrics”). Pursuant to STC 49(e)(4), Category 4 
metrics may vary across participating providers, but should be consistent within projects 
described in the DSTI master plan to facilitate evaluation. Due to the time required for 
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hospitals to develop new data reporting systems, eligible safety net hospitals are required to 
report Category 4 measures in DY 16 and DY 17 only. 

 
14. Organization of Hospital Specific DSTI Plans 

Hospital-specific DSTI Plans shall include the following sections: 
 

a) Executive Summary 
The Executive Summary shall provide a summary of the hospital-specific DSTI plan, a 
summary of the hospital’s vision of delivery system transformation, and a table of the 
projects included in the plan, including project titles, brief descriptions of the projects, 
and three year goals. The Executive Summary shall also include a description of key 
challenges facing the hospital and how the three-year DSTI plan supports the hospital’s 
five-year vision. The Executive Summary should address: 
• How the individual projects support the five-year vision; 
• How the individual projects reinforce/support each other; 
• How Category 4 measures are relevant to the hospital’s 5-year vision and 

population/outcomes health improvement.  
 

b) Background Section 
The background section shall include, at a minimum, a summary of the hospital’s 
community context, a description of the hospital’s patient population, a description of the 
health system, and a five-year vision of delivery system transformation. The background 
section also shall include a brief description of any initiatives in which the hospital is 
participating that are funded by the U.S. Department of Health and Human Services and 
are directly related to any of the hospital’s DSTI projects.  

 
c) Sections on Categories 1, 2, and 3  

 
1) Project Narrative 

Pursuant to STC 52(b)(3)(b), each hospital shall include a narrative for each project 
that describes the following elements of the project: 
 
i. Goal(s) 

A description of the goal(s) of the project, which describes the challenges of the 
hospital system and the major delivery or payment redesign system solution 
identified to address those challenges by implementing the particular project;  
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ii. Rationale 
A narrative on the hospital’s rationale for selecting the project, milestones, and 
metrics based on relevancy to the hospital system’s population and circumstances, 
community need, and hospital system priority and starting point with available 
baseline data, as well as a description of how the project represents a new 
initiative for the hospital system or significantly enhances an existing initiative 
(pursuant to STC 49(e)(3)), including any initiatives that may have related 
activities that are funded by the U.S Department of Health and Human Services; 

 
iii. Expected Results 

A description of the target goal over the Demonstration approval period and 
metrics associated with the project and the significance of that goal to the hospital 
system and its patients; 

 
iv. Relationship to Other Projects 

A narrative describing how this project supports, reinforces, enables and is related 
to other projects and interventions within the hospital system plan; 

 
v. Description of how Project can Refine Innovations, Test, and Disseminate 

Findings (Category 2 only) 
A description of how the selected project can refine innovations, test new ways of 
meeting the needs of target populations and disseminate findings in order to 
spread promising practices. 

 
2) Milestones and Metrics Table 

For each project, hospitals shall submit milestones and metrics adopted in accordance 
with Section X (“Master DSTI Projects and Metrics”) and meet the requirements 
pursuant to STC 49(e)(5) entitled “DSTI Metrics and Evaluation.” In a table format, 
hospitals shall indicate by Demonstration year, when project metrics will be achieved 
and indicate the data source that will be used to document and verify achievement.  

 
d) Section on Category 4 

This focus area involves population-focused improvements associated with Categories 1, 
2 and 3 projects. Each eligible safety net hospital shall report on a core set of common 
metrics in addition to hospital-specific metrics, pursuant to Section X (“Master DSTI 
Projects and Metrics”). Pursuant to STC 49(e)(4), metrics include those that are related to 
the impact of the transformation projects undertaken by hospitals, such as health care 
delivery system and access reform measures on the quality of care delivered by 
participating providers. Metrics also include those that are related to the impact of the 
payment redesign and infrastructure investments to improve areas such as systems of 
care, coordination of care in community settings, and cost efficiency. Metrics may vary 
across participating providers, and will be consistent within project options developed in 
Section X (“Master DSTI Projects and Metrics”) to facilitate evaluation. Due to the time 
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required for hospitals to develop new data reporting systems, eligible safety net hospitals 
are required to report Category 4 measures in DY 16 and DY 17 only. 

 
e) Distribution of DSTI Funds  

In this section, the hospital shall describe how its total potential DSTI funds pursuant to 
Attachment I will be distributed among the projects and metrics it has selected in its 
hospital plan. The amount and distribution of funding shall be in accordance with the 
stipulations of STC 49(e)(7), STC 52(c), Attachment I and Section VIII (“Disbursement 
of DSTI Funds”).  
 
 

V. STATE & FEDERAL REVIEW PROCESS OF HOSPITAL SPECIFIC PLANS 

 
15. Review Process 

The Executive Office of Health and Human Services (EOHHS) will review all hospital-
specific DSTI plan proposals prior to submission to CMS for final approval according to the 
following timeline, which is based on the Commonwealth’s Master DSTI Plan submission to 
CMS on March 15, 2012. The EOHHS and CMS review process for hospital-specific DSTI 
plan proposals shall include the following schedule:  
 

a) EOHHS Review of Hospital Specific DSTI Plan 
 

1) Submission of Hospital Specific Plans to EOHHS 
By March 16, 2012, each eligible safety net hospital (identified in section III, 
“Community Needs & DSTI Eligibility Criteria”) will submit a draft hospital-specific 
DSTI plan proposal to EOHHS for review.  
 

2) EOHHS Review of Hospital Specific Plans 

EOHHS shall review and assess each plan according to the following criteria: 
 

i. The plan is in the format and contains all required elements described herein and 
is consistent with the special terms and conditions, including STC 49(e)(3), STC 
49(e)(4), STC 49(e)(5), STC 52(b) and STC 52(c). 

 
ii. The plan conforms to the requirements for Categories 1, 2, and 3, and 4, as 

described in section IV (“Key Elements of Proposed Hospital Specific Plans”). 

 
iii. Category 1, 2, and 3 projects clearly identify goals, metrics, and expected results. 

Category 4 clearly identifies the population-focused health improvement 
measures to be reported. 
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iv. The amount and distribution of funding is in accordance with the stipulations of 

STC 49(e)(7), STC 52(c), Attachment I, and Section VIII (“Disbursement of 
DSTI Funds”). 

 
v. The plan and all of the projects proposed within are consistent with the overall 

goals of the DSTI program.    

 
By April 6, 2012, EOHHS will complete its initial review of each timely submitted 
hospital-specific DSTI plan proposal and will respond to the hospital in writing with any 
questions or concerns identified.  
 
The hospital must respond in writing to any notification by EOHHS of questions or 
concerns. The hospital’s response must be received by EOHHS within 3 business days of 
the aforementioned notification. The hospital’s initial response may consist of a request 
for additional time to address EOHHS’ comments; provided that the hospital’s revised 
plan must address all of EOHHS’ comments and must be received by EOHHS by April 
24, 2012. Each hospital must further revise its plan as needed to conform to the final 
approved master DSTI plan. Pending CMS approval of the master DSTI plan, each 
hospital must submit a revised plan that conforms to the final approved master plan by 
May 21, 2012. 

 
b) EOHHS Approval of Hospital Specific Plans  

By May 22, 2012, pending CMS approval of the master DSTI plan, EOHHS will take 
action on each timely submitted revised hospital-specific DSTI plan, will approve each 
such plan that it deems satisfactory according to the criteria outlined in above, and submit 
approved plans to CMS for final review and approval. 

 
c) THE CMS Review of Hospital Specific Plans 

 
1) The CMS will review each hospital’s individual DSTI plan upon receipt of the plan as 

approved by EOHHS. CMS’ review will assess whether each hospital’s DSTI plan as 
approved by EOHHS meets the following criteria: 

 
i. The plan is in the format and contains all required elements described herein and 

is consistent with the special terms and conditions, including STC 49(e)(3), STC 
49(e)(4), STC 49(e)(5), STC 52(b) and STC 52(c). 

ii. The plan conforms to the requirements for Categories 1, 2, and 3, and 4, as 
described in section IV (“Key Elements of Proposed Hospital Specific Plans”). 
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iii. Category 1, 2, and 3 projects clearly identify goals, metrics, and expected results. 
Category 4 clearly identifies the population-focused health improvement 
measures to be reported. 

 
iv. The amount and distribution of funding is in accordance with the stipulations of 

STC 49(e)(7), STC 52(c), Attachment I and Section VIII (“Disbursement of DSTI 
Funds”).  

 
v. The plan and all of the projects proposed within are consistent with the overall 

goals of the DSTI program. 
 

2) During the 45-day review process for hospital-specific plans, CMS will complete an 
initial review of each eligible safety net hospital’s plan and will respond to the 
hospital in writing, with a copy to EOHHS, with any questions or concerns identified. 
If CMS finds that a component of a hospital’s plan is inconsistent with the specific 
requirements or the overall goals of the DSTI, CMS will request additional 
information from the eligible safety net hospital and may request a revision to the 
hospital’s project.  

 
The hospital must respond in writing to any notification by CMS of questions or 
concerns. The hospital’s response must be received by CMS within 3 business days of 
the aforementioned notification. The hospital’s initial response may consist of a 
request for additional time to address CMS’ questions, concerns, or request for 
revision. If CMS has requested a revised project, the hospital must revise the project 
to address CMS’ concerns and submit the revised project to CMS. 

 
d) THE CMS Approval of Hospital Specific Plans 

Pursuant to STC 49(e)(3), plans reviewed and approved by EOHHS will result in 
approval by CMS within 45 days of receipt from EOHHS, provided that the plan(s) meet 
all DSTI requirements as outlined above and in STC 49(e)(3). If CMS finds that a 
hospital’s plan meets all DSTI requirements, CMS may approve it at any time within the 
45-day period after receipt of the plan from EOHHS.  

 
1) Within 45 days of receipt of a hospital-specific plan from EOHHS, CMS will 

complete its review of each eligible safety net hospital’s plan and will either: 

 
i. Approve the plan; or 
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ii. Notify EOHHS and the hospital if approval will not be granted for a 
component of the hospital’s plan. Notice will be in writing and will include 
any questions, concerns, or problems identified in the application.  

 
2) If CMS does not approve a hospital’s plan, the hospital must submit a revised plan 

that addresses CMS’ concerns, as described in the notification that the plan will not 
be approved, within 15 days of notification. CMS will respond within 15 days to the 
revision submitted by the hospital. If the revision meets the requirements for approval 
of the hospital’s plan, then CMS will provide such approval and permit the first DY 
15 payment of 50% of the hospital’s annual proportional DSTI allotment in 
accordance with the expedited DY 15 process under section VII (“Reporting and 
Payments in DY 15, DY 16, and DY 17”). If the revision does not meet the 
requirements for final approval, the hospital must continue to revise the project(s) or 
component(s) in question until CMS determines that the project meets all DSTI 
requirements and provides approval of the hospital’s plan. 
 

e) Revisions to the Master Plan 
If the CMS review process for hospital-specific DSTI plans results in the modification of 
any component of any hospital’s plan, including but not limited to projects, measures, 
metrics, or data sources, that was not originally included in the approved master DSTI 
plan, the Commonwealth may revise the master DSTI plan accordingly. CMS will review 
and approve these proposed revisions within 30 days of submission by EOHHS, provided 
that the master DSTI plan revisions are in accordance with the final approved hospital-
specific plan(s) prompting the revision(s) and all applicable STC requirements. Such 
revisions to the master DSTI plan do not require a waiver amendment. 
 

 
VI. NON-FEDERAL SHARE OF DSTI PAYMENTS 

 
16. Identification of Allowable Funding Sources 

 
a) Allowable Funding Sources 

 
1) Allowable funding sources for the non-federal share of DSTI payments shall include 

all sources authorized under Title XIX and federal regulations promulgated 
thereunder. 

 
2) Except as provided in paragraph 16.a.3 below, the source of non-federal share of DY 

15, 16 and 17 DSTI payments will be state appropriations.   
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3) The source of non-federal share of DYs 15, 16, and 17 DSTI payments to Cambridge 
Public Health Commission d/b/a Cambridge Health Alliance (CHA) will be an 
intergovernmental funds transfer. EOHHS will issue a request to CHA for an 
intergovernmental transfer in the amount of the non-federal share of the applicable 
incentive payment amounts at least 15 days prior to the scheduled date of payment. 
CHA will make an intergovernmental transfer of its funds to EOHHS in the amount 
specified by a mutually agreed timeline determined by EOHHS in consultation with 
CHA, and in accordance with the terms of an executed payment and funding 
agreement, and all applicable laws. Upon receipt of the intergovernmental transfer, 
EOHHS will draw the federal funding and pay both the nonfederal and federal shares 
of the applicable DY 15, DY 16 or DY 17 payment(s) to CHA according to a 
mutually agreed upon timeline determined by EOHHS in the consultation with CHA, 
and subject to state legislative appropriation and availability of funds, the terms of a 
payment and funding agreement, and all necessary approvals.   

 
b) THE CMS Approval of Funding Source 

The source of non-federal share for DSTI payments is subject to CMS approval. EOHHS 
shall provide CMS advance notice of a valid source of non-federal share and obtain CMS 
approval prior to drawing down FFP for DSTI payments, provided that CMS shall render 
a decision on the source of non-federal share within 30 days of receiving sufficient 
documentation of the source of non-federal share. 
 

c) Change in Funding Source 

If the source of non-federal share of DSTI payments changes during the renewal period, 
EOHHS shall notify CMS and seek CMS’ approval of such change prior to claiming FFP 
for any payment utilizing such funding source.  No waiver amendment is required. 

 
VII. REPORTING AND PAYMENT IN DY 15, DY 16, AND DY 17 

 
17. Expedited Reporting and Payment in DY 15 
 

a) Hospital Reporting for Payment in DY 15 
 

1) Hospital-specific DSTI plan approval will serve as the basis for transaction of 50% of 
each hospital’s total DY 15 DSTI incentive payment amount. EOHHS will schedule 
the initial payment transaction for each hospital within 30 days following approval by 
CMS of that hospital’s plan, subject to state legislative appropriation and availability 
of funding, execution of a payment agreement provided by EOHHS, and all necessary 
approvals.  
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2) By July 31, 2012, each hospital shall submit a report to the Commonwealth 
demonstrating progress on the achievement of its DY 15 metrics through June 30, 
2012. Pursuant to STC 53(c)(i), the report shall be submitted using the standardized 
reporting form approved by EOHHS and CMS. The report shall include the incentive 
payment amount being requested for the progress achieved in accordance with 
payment mechanics (see section VIII “Disbursement of DSTI Funds”).  The report 
shall furthermore include data on the progress made for all DY15 metrics and shall 
provide a narrative description of the progress made. The hospital shall submit, as an 
attachment to the report form, a copy or list of the data source as identified per metric 
in the hospital’s approved DSTI plan to demonstrate achievement of each DSTI metric 
for which the hospital is seeking an incentive payment.14 The hospital system shall 
have available for review by the Commonwealth or CMS, upon request, all supporting 
data and back-up documentation.  

 
This report will serve as the basis for authorizing payment of an amount up to the 
balance of each hospital-specific DY 15 DSTI incentive payment amount as approved 
by CMS in the hospital-specific DSTI plan. The actual payment amounts will be 
determined by EOHHS based on the achievement of the DY 15 metrics in accordance 
with the criteria established in Section VIII (“Disbursement of DSTI Funds”). EOHHS 
will schedule the payment transaction for each hospital for the approved amount of 
incentive funding based on each hospital’s achievement of DSTI metrics within 30 
days following EOHHS approval of the hospital report, subject to state legislative 
appropriation and availability of funding, execution of a payment agreement provided 
by EOHHS, and all necessary approvals. 
 

b) Hospital Annual Year-end Report 
Pursuant to STC 53(c)(1)(ii), each hospital shall submit an annual report by July 31, 
2012. The annual report shall be prepared and submitted using the standardized reporting 
form approved by EOHHS and CMS. The annual report shall include data on the 
progress made for all metrics and shall provide a narrative description of the progress 
made, lessons learned, challenges faced, and other pertinent findings.  The hospital 
system shall have available for review by the Commonwealth or CMS, upon request, all 
supporting data and back-up documentation. 
 

c) Year-End Payment Reconciliation 
Based on its review and verification of each hospital’s annual year-end report, EOHHS 
will perform a reconciliation as an additional check to verify that all DSTI payments 
made to the hospital based on achievement of the applicable metrics were correct.  If, 
after the reconciliation process EOHHS determines that the hospital was overpaid, the 
overpayment will be properly credited to the Commonwealth and the federal government 

                     
14 For non-confidential data sources, the hospital will provide a copy of the data source itself; in the case that a copy 
of the data itself would compromise confidential patient data, the hospital may alternatively provide a list of the data 
source(s) used to determine metric achievement. 
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or will be withheld from the next DSTI payment for the eligible safety net hospital, as 
determined by EOHHS.  If, after the reconciliation process EOHHS determines that the 
hospital was underpaid, then subject to state legislative appropriation and availability of 
funds, the terms of a payment and funding agreement, and all necessary approvals, 
EOHHS will schedule necessary payment transaction(s), or will add the additional 
amount to the next DSTI payment for the eligible safety net hospital, as determined by 
EOHHS. 
 
If a governmental hospital provided the non-federal share of an overpayment determined 
by EOHHS, then EOHHS shall refund to the hospital the amount of the 
intergovernmental funds transfer attributable to the overpayment, provided that the 
hospital first refunds to EOHHS the full amount of the overpayment.  If EOHHS 
determines that a governmental hospital that elects to provide the non-federal share of 
DSTI payments was underpaid, then EOHHS will schedule the appropriate funding and 
payment transactions, or will adjust the payment amounts to the next DSTI funding and 
payment transactions for the governmental hospital, as determined by EOHHS and 
consistent with all terms and conditions regarding payment under the demonstration.   

 
d) Commonwealth Reporting to CMS in DY 15 

 
1) Quarterly and Annual Reporting 

Following approval of the master DSTI plan and hospital specific plans, pursuant to 
STC 53(c)(2), STC 58 and STC 59, DSTI will be a component of the 
Commonwealth’s quarterly operational reports and annual reports related to the 
Demonstration. These reports will include: 
 
i. All DSTI payments made to specific hospitals that occurred in the quarter; 
ii. Expenditure projections reflecting the expected pace of future disbursements for 

each participating hospital; 
iii. An assessment by summarizing each hospital’s DSTI activities during the given 

period; and 
iv. Evaluation activities and interim findings of the evaluation design pursuant to 

STC 84. 
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2) Claiming Federal Financial Participation  
The Commonwealth will claim federal financial participation (FFP) for DSTI 
incentive payments on the CMS 64.9 waiver form on a quarterly basis, using a 
specific waiver group set up exclusively for DSTI payments. FFP will be available 
only for DSTI payments made in accordance with all pertinent STCs and the 
stipulations of this master DSTI plan, including Section VIII (“Disbursement of DSTI 
Funds”). The Commonwealth and the hospital system receiving DSTI payment shall 
have available for review by CMS, upon request, all supporting data and back-up 
documentation. 
 

18. Reporting and Payment in DY 16 and DY 17 
 

a) Hospital Reporting for Payment 
Twice per year, each hospital seeking payment under the DSTI shall submit reports to the 
Commonwealth demonstrating progress on DSTI projects, measured by category specific 
metrics achieved during the reporting period. The reports shall be submitted using the 
standardized reporting form approved by EOHHS and CMS. The reports shall include the 
incentive payment amount being requested for the progress achieved on DSTI metrics in 
accordance with payment mechanics (see section VIII “Disbursement of DSTI Funds”).  
The report shall include data on the progress made for all Demonstration year metrics and 
shall provide a narrative description of the progress made; the mid-year report shall 
furthermore provide a narrative explaining how the hospital will achieve the remaining 
metrics for each project before the end of the year. The hospital shall submit, as an 
attachment to the report form, a copy or list of the data source as identified per metric in 
the hospital’s approved DSTI plan to demonstrate achievement of each DSTI metric for 
which the hospital is seeking an incentive payment.15  The hospital system shall have 
available for review by the Commonwealth or CMS, upon request, all supporting data 
and back-up documentation. These reports will be due as indicated below after the end of 
each reporting period: 

 
1) Reporting period of July 1 through December 31: the report and request for payment is 

due January 31. 

 
2) Reporting period of January 1 through June 30: the report and request for payment is 

due July 31. 

 
These reports will serve as the basis for authorizing incentive payments to each hospital 
for achievement of DSTI metrics. The actual payment amounts will be determined by 
EOHHS based on the achievement of metrics in accordance with the provisions of 
Section VIII (“Disbursement of DSTI Funds”). EOHHS will schedule the payment 

                     
15 For non-confidential data sources, the hospital will provide a copy of the data source itself; in the case that a copy 
of the data itself would compromise confidential patient data, the hospital may alternatively provide a list of the data 
source(s) used to determine metric achievement. 
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transaction for each hospital within 30 days following EOHHS approval of the hospital 
report, subject to state legislative appropriation and availability of funding, execution of a 
payment agreement provided by EOHHS, and all necessary approvals.  
  

b) Mid-Year Assessment: Following submission of the semi-annual progress report due 
January 31, each hospital will meet with the Commonwealth for a formal presentation 
and assessment of progress made on all DSTI projects. This will provide an opportunity 
for collaboration and intervention as needed to ensure each hospital’s timely progress on 
DSTI projects. The Commonwealth will submit a written summary of these assessments 
to CMS as part of the quarterly operational reports as described in paragraph 18.e below. 

 
c) Hospital System Annual Year-End Report   

Pursuant to STC 53(c)(1)(ii), each hospital shall submit an annual report by July 31 
following the end of the Demonstration year. The annual report shall be prepared and 
submitted using the standardized reporting form approved by EOHHS and CMS. The 
report will include the information provided in the interim reports previously submitted 
for the Demonstration year, including data on the progress made for all metrics. 
Additionally, the eligible safety net hospital will provide a narrative description of the 
progress made, lessons learned, challenges faced, and other pertinent findings. The 
hospital system shall have available for review by the Commonwealth or CMS, upon 
request, all supporting data and back-up documentation. 

 
d) Year-end Payment Reconciliation 

Based on its review and verification of each hospital’s annual year-end report, EOHHS 
will perform a reconciliation as an additional check to verify that all DSTI payments 
made to the hospital based on achievement of the applicable metrics were correct. If, after 
the reconciliation process EOHHS determines that the hospital was overpaid, the 
overpayment will be properly credited to the Commonwealth and the federal government 
or will be withheld from the next DSTI payment for the eligible safety net hospital, as 
determined by EOHHS.  If, after the reconciliation process EOHHS determines that the 
hospital was underpaid, then subject to state legislative appropriation and availability of 
funds, the terms of a payment and funding agreement, and all necessary approvals, 
EOHHS will schedule necessary payment transaction(s), or will add the additional 
amount to the next DSTI payment for the eligible safety net hospital, as determined by 
EOHHS. 
 
If a governmental hospital provided the non-federal share of an overpayment determined 
by EOHHS, then EOHHS shall refund to the hospital the amount of the 
intergovernmental funds transfer attributable to the overpayment, provided that the 
hospital first refunds to EOHHS the full amount of the overpayment.  If EOHHS 
determines that a governmental hospital that elects to provide the non-federal share of 
DSTI payments was underpaid, then EOHHS will schedule the appropriate funding and 
payment transactions, or will adjust the payment amounts to the next DSTI funding and 
payment transactions for the governmental hospital, as determined by EOHHS and 
consistent with all terms and conditions regarding payment under the demonstration.   
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e) Commonwealth Reporting to CMS in DY 16 and DY 17 

 
1) Quarterly and Annual Reporting 

Pursuant to STC 53(c)(2), STC 58 and STC 59, DSTI will be a component of the 
Commonwealth’s quarterly operational reports and annual reports related to the 
Demonstration. These reports will include: 
 
i. All DSTI payments made to specific hospitals that occurred in the quarter; 
ii. Expenditure projections reflecting the expected pace of future disbursements for 

each participating hospital; 
iii. An assessment by summarizing each hospital’s DSTI activities during the given 

period, including a summary of the mid-year assessments of hospital progress 
when applicable; and 

iv. Evaluation activities and interim findings of the evaluation design pursuant to 
STC 84. 

 
2) Claiming Federal Financial Participation  

The Commonwealth will claim federal financial participation (FFP) for DSTI 
incentive payments on the CMS 64.9 waiver form on a quarterly basis, using a 
specific waiver group set up exclusively for DSTI payments. FFP will be available 
only for DSTI payments made in accordance with all pertinent STCs and the 
stipulations of this master DSTI plan, including Section VIII (“Disbursement of DSTI 
Funds”). The Commonwealth and the hospital system receiving DSTI payment shall 
have available for review by CMS, upon request, all supporting data and back-up 
documentation. 

 
VIII. DISBURSEMENT OF DSTI FUNDS 

 
 
19. DSTI Incentive Payments 

 
a) Eligibility for DSTI Incentive Payments 

DSTI payments for each eligible hospital are contingent on that provider meeting project 
metrics as defined in the approved hospital-specific plans.  As outlined in section VII 
(“Reporting and Payment in DY 15, DY 16, and DY 17”) of the master DSTI plan, 
eligible safety net hospitals will be able to receive DSTI incentive payments related to 
achievement of their metrics upon submission and approval of the required reports for 
payment.  DSTI incentive payments to an individual hospital may equal but not exceed 
the initial proportional allotment outlined in Attachment I. 
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b) DY15 DSTI Payments 
In DY15, each hospital will receive 50% of its annual proportional DSTI allotment based 
on CMS approval of its hospital-specific plan, pursuant to STC 49(e)(6) and Attachments 
E and I.  The remaining 50% of the hospital DSTI allotment will be based on successfully 
achieving metrics associated with approved projects within DSTI Categories 1, 2 and 3 as 
described in Section X (“Master DSTI Projects and Metrics”) and in approved hospital-
specific plans. No funding will be allotted to Category 4 in DY15. 

 
c) DY 16 and DY17 DSTI Payments 

In DY16 and DY17, DSTI funds will be available as incentive payments to each hospital 
based on successfully achieving metrics associated with approved projects within DSTI 
Categories 1, 2, 3, and 4 as described in Section X (“Master DSTI Projects and Metrics”) 
and in approved hospital-specific plans.  

 
20. DSTI Funding Allocation Formula 

 
a) Funding Allocation Formula for Categories 1-3      

  
1) In DY 15, 50% of total DSTI funds ($104.67 million) are available as incentive 

payments for successful achievement of metrics for projects in Categories 1-3. In 
DY16 and DY17, 75% of total DSTI funds ($157.00 million per year) are available as 
incentive payments for successful achievement of metrics for projects in Categories 1-
3. 

 
2) Projects within Categories 1-3 have an annual base value that is uniform across all 

projects, except for Project 3.9: Participate in a Learning Collaborative, for which the 
base value will be one-quarter that of other projects. The annual project base value is 
calculated by dividing the annual total available amount of DSTI funds ($104.67 
million in DY 15; $157 million in DY 16 and in DY 17) by a standard number of 
projects (6.25). The table below specifies the annual base values for projects in 
Categories 1-3. 

 
Annual Project Base Values for Categories 1-3 

DY/SFY Base Value for Projects 1.1-3.8 Base Value for Project 3.9 
DY15/SFY12 $16,746,667  $4,186,667 
DY16/SFY13 $25,120,000 $6,280,000 
DY17/SFY14 $25,120,000 $6,280,000 

 
3) Metrics within Categories 1-3 will have an annual base value that is uniform across all 

metrics in Categories 1-3, except for metrics for Project 3.9: Participate in a Learning 
Collaborative, for which the annual metric base value is one-quarter that of metrics 
associated with other projects. The annual metric base value is calculated by dividing 
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the annual project base value by a standard number of metrics (5). The table below 
specifies these annual base values for metrics in Categories 1-3. 

 
Annual Metric Base Values for Categories 1-3 

DY/SFY Annual Base Value for Metrics 
in Projects 1.1-3.8 

Annual Base Value for 
Metrics in Project 3.9 

DY15/SFY12 $3,349,333 $837,333 

DY16/SFY13 $5,024,000 $1,256,000 

DY17/SFY14 $5,024,000 $1,256,000 
 

4) On a hospital specific-basis, adjustments to the annual metric base value will be made:  
 

i. To reflect the hospital's proportional annual DSTI allotment pursuant to STC 
49(e)(7) and Attachment I. Each hospital must multiply the metric base value 
by its hospital-specific proportional allotment factor: 

 
Hospital-Specific Proportional Allotment Factor 

Eligible Safety Net Hospital Proportional Allotment Factor 
Cambridge Health Alliance 0.2143 

Boston Medical Center 0.4947 
Holyoke Medical Center 0.0389 

Lawrence General Hospital 0.0689 
Mercy Medical Center 0.0727 

Signature Healthcare Brocton Hospital 0.0798 
Steward Carney Hospital 0.0306 

 
ii. To adjust for the number of metrics for each project in the hospital’s final 

approved hospital plan, if this number varies from the standard number of 
metrics. This adjustment is calculated by multiplying the proportionally-
adjusted annual metric base value by the following metric ratio: (5/# metrics 
for the project). 

 
iii. An optional factor at the specific hospital’s option to account for factors such 

as differences in quality infrastructure, differences in external supports for 
improvements, differences in patient populations, differential levels of metric 
goals, and differences between process metrics and improvement metrics, 
pursuant to STC 49(e)(7). In its individual DSTI Plan, if a hospital elects to 
utilize this adjustment factor, each hospital must provide a rationale for any 
adjustments made to metric base values. These additional adjustments must be 
budget neutral for the project, meaning that the total funding allotment for a 
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project may not exceed the total funding allotment derived from the sum of 
annual metric base values adjusted for i and ii as described above. A metric 
adjustment (either up or down) may not exceed more than 20% of the metric 
base value. 

 
b) Funding Allocation Formula for Category 4 

 
1) No funding for Category 4 is allotted for DY 15. Funding for Category 4 in DY 16 and 

DY 17 is 25% of the total annual DSTI funding ($52.33 million per year). Payment for 
Category 4 metrics will be based on reporting of the common and hospital-specific 
measures in each hospital's approved individual DSTI plan. 
 

2) Category 4 metrics have an annual base value that is uniform across all Category 4 
measures. The metric base value is calculated by dividing the total annual available 
amount of DSTI funding in DY 16 and DY 17 for Category 4 ($52.33 million) by the 
total number of common measures and hospital-specific measures for Category 4. In 
DY 16, all hospitals will report on a minimum of 17 Category 4 measures (11 common 
measures and a minimum of 6 hospital-specific measures).  In DY17, all hospitals will 
report on a minimum of 18 Category 4 measures (12 common measures and a 
minimum of 6 hospital-specific measures). Hospitals may elect in approved hospital 
plans to report on up to a total of 15 Category 4 hospital-specific measures. The table 
below specifies the annual base value for metrics in Category 4 based on the minimum 
number of measures per hospital in each Demonstration year. 
 

Annual Metric Base Values for Category 4 
DY/SFY Base Value for Category 4 Metrics 

DY15/SFY12 N/A 
DY16/SFY13 $3,078,431 
DY17/SFY14 $2,907,407 

 
3) On a hospital specific-basis, adjustments to the annual metric base value will be made:  

 
i. To reflect the hospital's proportional annual DSTI allotment pursuant to STC 

49(e)(7) and Attachment I. Each hospital must multiply the metric base value 
by its hospital-specific proportional allotment factor: 
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Hospital-Specific Proportional DSTI Allotment Factor 
Hospital Proportional Allotment Factor 

Cambridge Health Alliance 0.2143 
Boston Medical Center 0.4947 

Holyoke Medical Center 0.0389 
Lawrence General Hospital 0.0689 

Mercy Medical Center 0.0727 
Signature Healthcare Brocton Hospital 0.0798 

Steward Carney Hospital 0.0306 
     

ii. To adjust for the number of hospital-specific Category 4 metrics in the 
hospital’s final approved hospital plan, if the hospital is reporting more than 
the minimum number of Category 4 measures. This adjustment is calculated 
by multiplying the proportionally-adjusted annual metric base value by the 
following metric ratios: for DY 16 (17/# metrics in Category 4 for the 
hospital), and for DY 17 (18/# metrics in Category 4 for the hospital). 
 

 
IX. PLAN MODIFICATION, GRACE PERIODS, AND CARRY-FORWARD & 

RECLAMATION 

 
21. Plan Modification Process 
 

a) Pursuant to STC 52(a)(9) and consistent with the recognized need to provide the hospitals 
some flexibility to evolve their plans over time and take into account evidence and 
learning from their own experience and from the field, as well as for unforeseen 
circumstances or other good cause, a hospital may request modifications to its plan. A 
hospital must submit a request for modification to EOHHS. Requests for plan 
modification must be in writing and must describe the basis for the proposed 
modification.   
 

b) Plan modifications include proposed changes to or replacement of selected milestones, 
metrics, and projects in Categories 1-3, as well as changes to or replacement of reporting 
measures in Category 4. Plan modifications may also address proposed changes in the 
timeframe for achieving metrics in Categories 1-3. Acceptable reasons to approve a plan 
modification request are:   

 
1) Learning and knowledge acquired from project experience and/or external sources 

indicate that revising or reorienting project components or metrics would improve 
and/or enhance the project; 
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2) Information that was believed to be available to achieve a metric or measure is 
unavailable or unusable, necessitating a modification to the hospital plan to revise or 
replace the metric/measure; 

3) A hospital identifies superior information to demonstrate achievement of a metric and 
requests a modification to incorporate that data source; 

4) External issues occur outside of the hospital’s control that require the hospital to 
modify or replace a metric, measure, or component of a project; 

5) New federal or state policies are implemented, or changes in Massachusetts market 
dynamics occur, that impact a DSTI project and a hospital seeks to update the 
affected project to reflect the new environment; 

6) A hospital encounters an unforeseen operational or budgetary change in circumstances 
that impacts project components, metrics, and/or timelines; 

7) A grace period request that meets the requirements of paragraph 22 below; and 
8) Other acceptable reasons, subject to review and approval by EOHHS and CMS, that 

are reasonable and support the goals of the DSTI program. 
 

c) With the exception of grace period requests, hospitals may request plan modifications at 
any time during the Demonstration renewal period. EOHHS shall take action on the plan 
modification request and submit recommended requests to CMS for approval within 15 
days of receiving a modification request.  CMS shall take action on the plan modification 
request within 30 days of receipt from EOHHS.    

 
d) Plan modifications associated with grace period requests, including EOHHS and CMS 

review timeframes, are further addressed in paragraph 23 below. 
 
22. Projects Primarily Focused on Infrastructure 

Pursuant to STC 52(c)(4)(iii), projects that focus primarily on infrastructure will have further 
limited rollover ability as defined in the master DSTI plan. For the purposes of the plan 
modification, grace period, and carry-forward provisions outlined below, projects that focus 
primarily on infrastructure are defined as those projects where 75% or more of the project 
metrics over the 3-year period of the Demonstration are related to: 
 
a) Building construction; 
 
b) Equipment purchases, including hardware and other physical equipment (excluding HIT 

system software); 
 
c) Environmental scans to identify frameworks and best practices to be utilized in the 

implementation of DSTI projects. 
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23. Grace Periods 
 

a) Pursuant to STC 52(c)(4)(ii), a hospital that needs additional time to achieve a metric 
beyond the Demonstration year may be granted a grace period for up to 180 days from 
the end of the Demonstration year if it requests and receives approval for a plan 
modification as described in paragraph 22 above. However, no grace period is available 
for DY 17 beyond June 30, 2014.  A hospital must have a valid reason, as determined by 
the Commonwealth and CMS, why it should be granted a grace period and demonstrate 
that the hospital is able to achieve the metric within the timeframe specified in the 
request. Acceptable reasons to approve a grace period request include: 
 
1) Additional time is needed to collect and prepare data necessary to report on a metric; 

 
2) Unexpected delays by third parties outside of hospital’s control (e.g., vendors) impact 

the timing of a metric achievement date; 
 
3) A hospital can show that a metric is near completion (e.g., hospital has completed 

most of the steps building up to a metric achievement, and needs additional time to 
finalize the last steps); 

 
4) An approved plan modification delays the timing for completing an approved metric; 
 
5) Other acceptable reasons, subject to review and approval by EOHHS and CMS that 

are reasonable and support the goals of the DSTI program. 
 

b) A hospital is required to submit a grace period request in writing to EOHHS accompanied 
by a proposed plan modification, pursuant to paragraph 21 above. The hospital must 
submit the request 75 days prior to the end of the Demonstration year for which the grace 
period is being sought. EOHHS shall determine its recommended action on a grace 
period request and plan modification and submit the request to CMS, with its 
recommendation, within 15 days.   CMS shall take action on the request within 30 days 
of receipt from EOHHS. Pursuant to STC 52(c)(4)(ii), the grace period request and plan 
modification must be decided by the Commonwealth and CMS 30 days prior to the end 
of the Demonstration year.     

 
c) A hospital that requests a grace period related to a metric is not precluded from 

alternatively claiming the incentive payment associated with the same metric under the 
carry-forward policy described in paragraph 24.   
 

d) If after submitting the grace period request, a hospital achieves the metric before June 30, 
the hospital may withdraw the grace period request and claim the incentive payment 
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associated with the metric under the regular DSTI reporting process described in Section 
XII (“Reporting and Payments in DY 15, DY 16, and DY 17”). 
 

e) Allowable Time Periods for Grace Period Requests 
 
1) Projects Not Primarily Focused on Infrastructure in Categories 1-3 

With respect to incentive payments associated with a project that is not primarily 
focused on infrastructure as defined in paragraph 22 above, the allowable time period 
for a grace period is 120 days from June 30 for DY 15 and DY 16. No grace period is 
available for DY 17 beyond June 30, 2014. 

 
2) Projects Primarily Focused on Infrastructure in Categories 1-3 

With respect to incentive payments associated with a project that is primarily focused 
on infrastructure as defined in paragraph 22 above, the allowable time period for a 
grace period is 60 days from the June 30 for DY 15 and DY 16. No grace period is 
available for DY 17 beyond June 30, 2014.  

 
3) Category 4 

With respect to incentive payments associated with a measure in Category 4, the 
allowable time period for a grace period is 60 days from June 30 for DY 16. No grace 
period is available for DY 17 beyond June 30, 2014.  

 
24. Carry Forward and Reclamation 

Hospitals may carry forward unclaimed incentive payments in DY 15 and DY 16 for up to 12 
months from the end of the Demonstration year and be eligible to claim reimbursement for 
the incentive payment according to the rules below. No carry-forward is available for DY 17. 
 
a) Projects Not Primarily Focused on Infrastructure in Categories 1-3 

With respect to incentive payments associated with projects in Categories 1-3 that are not 
primarily focused on infrastructure as defined in paragraph 22 above, if a hospital does 
not achieve a metric that was specified in its plan for completion in a particular year, it 
will be able to carry forward the available incentive funding associated with that metric 
for up to 12 months and receive full payment if EOHHS determines, based on 
documentation provided by the hospital, that the hospital meets the missed metric in 
addition to the corresponding metric associated with the year in which the payment is 
made, pursuant to STC 52(c)(4)(i). For purposes of carry-forward in this paragraph, a 
corresponding metric is a metric that is a continuation of a prior year metric and is readily 
quantifiable.   Examples of corresponding metrics include: 
 
1) A metric that shows a number or percentage increase in the same specific activity 

from the previous year; 
 



ATTACHMENT J 
MASTER DSTI PLAN – APPROVED MAY 18, 2012 

 

 MassHealth STCs Appendices H-J                                                                              Page 52 of 214                                                                                                                                                                                         
Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 

2) Each metric in Category 4 is considered to have a corresponding metric, which is the 
exact same metric being reported in the subsequent year. 

 
If there is no corresponding metric associated with the year in which the payment is 
made, the hospital will be able to carry forward the available incentive funding associated 
with the missed metric for up to 12 months and receive full payment if EOHHS 
determines, based on documentation provided by the hospital, that the hospital meets the 
missed metric in addition to at least 25 percent of metrics associated with that project in 
the year in which the payment is made. If at the end of that subsequent Demonstration 
year, an eligible safety net hospital has not fully achieved a metric, it will no longer be 
able to claim that funding related to its completion of that metric. 
 

b) Projects Primarily Focused on Infrastructure in Categories 1-3 
With respect to incentive payments associated with projects in Categories 1-3 that are 
primarily focused on infrastructure as defined in paragraph 22 above, if an eligible safety 
net hospital does not achieve a metric that was specified in its plan for completion in a 
particular year, it will be able to carry forward the available incentive funding associated 
with that metric for up to 12 months and be available for full payment if EOHHS 
determines, based on documentation provided by the hospital, that the hospital meets the 
missed metric in addition to at least 50 percent of metrics associated with that project in 
the year in which the payment is made.  If at the end of that additional Demonstration 
year, an eligible safety net hospital has not fully achieved a metric, it will no longer be 
able to claim that funding related to its completion of that metric. 
 

c) Category 4 Measures 

If an eligible safety net hospital does not report a measure in Category 4 that was 
specified in its plan for completion in a particular year, it will be able to carry forward the 
available incentive funding associated with that reporting measure for 12 months and be 
available for full payment if EOHHS determines, based on documentation provided by 
the hospital, that the hospital meets the missed reporting measure in addition to the 
corresponding measure within the year the payment is made.  If at the end of that 
subsequent Demonstration year, an eligible safety net hospital has not fully achieved a 
metric, it will no longer be able to claim that funding related to its completion of that 
metric. 
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X. MASTER DSTI PROJECTS AND METRICS 

 
25. Projects in Categories 1-3  

This section presents a menu of Categories 1, 2, and 3 projects from which an eligible safety 
net hospital may select when designing its individual hospital DSTI plan.  Within each 
project, a hospital may select from an array of process measures and improvement measures 
and include at least one process measure and one improvement measure for each project over 
the Demonstration period that support the goals of the project, and related metric(s). The 
mandatory Project 3.9, “Participate in a Learning Collaborate,” will only have required 
process measures, as its purpose is to establish a forum for eligible DSTI safety net providers 
to learn from other providers that share similar goals and to support the development of a 
shared culture of continuous improvement and innovation, which will facilitate and enhance 
the individual hospital’s efforts to advance the Triple Aim through their DSTI projects.   

 
26. Explanation of Terms for Categories 1-3 

 
a) Project Goal: This component describes the purpose of the project and how it 

supports the goals of the Category. 
1.  

b) Potential Project Elements:  This component lists example approaches/elements a 
hospital plan may adopt to implement the project goal.  
2.  

c) Key Measures:  This component includes the measures from which the eligible safety 
net hospital may choose: 

 
1) Process Measures: These measures are key process steps leading towards a 

project’s full implementation and results;  
 

2) Improvement Measures: These measures represent the process results or other 
major milestones of the project. 
 

d) Metric:  For a measure selected, the hospital plan shall incorporate a related metric 
that may be tailored to the hospital plan.  For example, a hospital may tailor a metric 
to target a specific population; or a hospital may include metrics based on an absolute 
number or metrics based on a percentage.   
 

e) Data Source:  The data source identifies appropriate sources of information that a 
hospital may use to support and verify the measure/metric.  Hospital plans also may 
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identify alternative sources appropriate to their individual hospital system and that 
provide better or comparable information. 

 
27. Category 4 Measures  

This section includes a menu of Category 4 measures related to population-focused 
improvements. The purpose of Category 4 is to evaluate the impact of the investments and 
system changes described in Categories 1, 2 and 3 through population-focused measures. 
Category 4 metrics shall recognize that the population-focused objectives do not guarantee 
outcomes but result in learning, adaptation, and progress. As such, eligible safety net 
hospitals will measure and report on selected measures but will not have milestones 
associated with the achievement of specific improvements. Hospitals shall commence 
reporting Category 4 measures starting in Demonstration Year 16 (SFY 2013). 

 
a) Common measures: All participating safety net hospitals will develop plans to report 

on a core set of Category 4 measures that are included in Section X, paragraph 31 
below. Hospitals shall report on 11 Common Measures in Demonstration Year 16 
(SFY 2013) and report on one additional Common Measure in Demonstration Year 
17 (SFY 2014), for a total of 12 Common Measures in Demonstration Year 17. 

 
b) Hospital-specific measures: For each project a hospital selects in its individual DSTI 

plan, the hospital shall elect at least one Category 4 hospital-specific measures up to a 
total of 15 Category 4 hospital-specific measures on which the hospital will include a 
plan to report, selected from the list included in Section X, paragraph 31 below. 
Project 3.9:  Participate in a Learning Collaborative will not have associated Category 
4 hospital-specific measures.   
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28. Category 1: Development of a Fully Integrated Delivery System 

This category includes investments in projects that are the foundation of delivery system 
change to encompass the concepts of the patient-centered medical home (PCMH) model to 
increase delivery system efficiency and capacity.  Examples include: 

 
I. Investments in communication systems to improve data exchange with medical home 

sites; 

II. Integration of physical and behavioral health care; 

III. Development of integrated care networks across the continuum of care; 

IV. Investments in patient care redesign efforts, such as patient navigators, alternative 
delivery sites, alternative office hours, etc. 

 
Introduction 
 
The fragmentation of the nation’s health care delivery system has long been cited as one of 
the primary obstacles to achieving improved health outcomes while maintaining health care 
affordability. A 2008 report by the Commonwealth Fund pointed to the "cottage industry" 
nature of the U.S. health care system—characterized by fragmentation at the national, state, 
community, and practice levels: “There is no single national entity or set of policies guiding 
the health care system; states divide their responsibilities among multiple agencies, while 
providers practicing in the same community and caring for the same patients often work 
independently from one another.”16 Fragmentation hinders providers’ ability to deliver high-
quality, efficient care, especially for patients obtaining care from multiple providers in a 
variety of settings. It also leads to waste and duplication. The report specifically observed the 
following about the nation’s current health care system: 
 

• Patients and families navigate unassisted across different providers and care settings, 
fostering frustrating and dangerous patient experiences; 

• Poor communication and lack of clear accountability for a patient among multiple 
providers lead to medical errors, waste, and duplication; 

• The absence of peer accountability, quality improvement infrastructure, and clinical 
information systems foster poor overall quality of care; and, 

• High-cost, intensive medical intervention is rewarded over higher-value primary care, 
including preventive medicine and the management of chronic illness. 

                     
16Shih A, Davis K, et al. “Organizing the U.S. Health Care Delivery System for High Performance.” The 
Commonwealth Fund.  Aug. 2008. 
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The report recommended policies to promote greater organization of the delivery system to 
achieve gains in the quality and value of care, including payment reform, investments in 
health information technology, and government support to facilitate or establish the 
infrastructure for organized delivery systems, for example through assistance in establishing 
care coordination networks, care management services, after-hours coverage, health 
information technology, and performance improvement activities. 
 
Similarly, the Massachusetts Special Commission on the Health Care Payment System issued 
a set of payment reform recommendations in 2009 to promote a health care delivery system 
with features such as:  
 

• Patient-centered care with a strong focus on primary care;  

• An emphasis on clinical integration and attention to quality;  

• Patient-centered medical home capacity; and, 

• Hospitals, physicians and/or other clinician and non-clinician providers working as a 
team to manage both the provision and coordination of care for the full range of 
services that patients are expected to need.17 

 
Additionally, the U.S. Department of Health and Human Services adopted the goal of 
promoting integrated delivery systems under the “Triple Aim” framework, first articulated by 
Don Berwick in 2008: 
 
• Better Care: improve the overall quality of the US health system by making health care 

more patient-centered, reliable, accessible, and safe.   

• Better Health: improve the health of the U.S. population by supporting proven 
interventions to address behavioral and social determinants of health, and enhancing the 
quality of care delivered.  

• Lower Costs: reduce the cost of the improved care delivery for individuals, families, 
employers, and the government. 

 
A growing body of evidence shows strong support for the kinds of integrated care models 
being proposed by state and federal policymakers. Research comparing nations, states and 
regions within the U.S., and specific systems of care has shown that health systems built on a 
solid foundation of primary care deliver more effective, efficient, and equitable care than 

                     
17 “Recommendations of the Massachusetts Special Commission on the Health Care Payment System.” 
Massachusetts Special Commission on the Health Care Payment System. July 16, 2009.  
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systems that fail to invest adequately in primary care.18 According to a 2006 study by the 
Commonwealth Fund, when adults have a medical home, their access to needed care, receipt 
of routine preventive screenings, and management of chronic conditions improve 
substantially. The study also found that when primary care physicians effectively manage 
care in the office setting, patients with chronic diseases like diabetes, congestive heart failure, 
and adult asthma have fewer complications, leading to fewer avoidable hospitalizations.19 
 
Other evidence suggests that integrating mental health care with primary medical care and 
other services can enhance patients' access to services, improve the quality and effectiveness 
of their care, and lower overall health care costs.20 Research studies have increasingly 
evaluated the interface between physical and mental health, as well as integrated approaches 
to mental and physical health care that have implications for the future of psychological 
practice. 
 
In recognition of the importance of addressing the problems associated with the fragmented 
health care delivery system, Category 1 projects encourage greater organization and 
development of fully integrated delivery systems as a foundational aspect to health care 
delivery system transformation. It is a critical factor for the eligible safety net hospitals to 
advance their safety net systems for future success under payment reform. The array of 
projects within this category reflects differences in local health care environments and varied 
starting places among the safety net hospitals. Some of the Massachusetts safety net hospitals 
have more traditional inpatient hospital configurations with affiliated or independent 
provision of ambulatory care and physician services, while others have the full spectrum of 
primary care, ambulatory care, and physician services as part of the safety net hospital 
system’s existing structure. As a result, the projects in Category 1 advance integration as 
appropriate for each individual provider. For example, some hospitals require foundational 
elements to address current gaps or systems needs to develop an integrated delivery system, 
while others are focused on expansion of PCMH models within their primary care practices. 
In addition to PCMH development, Category 1 projects embody other innovations in delivery 
system integration, such as integration of behavioral and physical health services in primary 
care practices or emergency departments, the use of culturally competent patient navigators 
to connect patients with the right care, and the creation of a practice support center to 
streamline administrative functions and increase access to care for patients. While the 
eligible safety net hospitals will begin implementing their Category 1 projects from different 
foundational capacities, they share a vision and commitment toward delivery system 
integration as a foundation toward transformation and improved health outcomes for safety 
net populations.  
 
The eligible safety net systems may select from among the projects described below, as 
specified, for inclusion in their Category 1 DSTI plans. 
  

                     
18Beal AC, Doty MM, et al. “Closing the Divide: How Medical Homes Promote Equity in Health Care: Results 
From The Commonwealth Fund 2006 Health Care Quality Survey.” The Commonwealth Fund. June 2007. 
19 Ibid. 
20 APA Practice Organization. “Research roundup: Integrating physical and behavioral health interventions into 
psychological service delivery.” ,Practice Update. Apr. 2011. 
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Project 1.1: Patient Centered Medical Home 

 
Project Goal 
The goal of projects under this heading is to expand or enhance the delivery of care provided through 
the Patient-Centered Medical Home (PCMH) model. The PCMH provides a primary care "home base" 
for patients. Under this model, patients are assigned a health care team who tailors services to a 
patient’s unique health care needs, effectively coordinates the patient’s care across inpatient and 
outpatient settings, and proactively provides preventive, primary, routine and chronic care. Federal, 
state, and DSTI hospitals share goals to promote more patient-centered care focused on wellness and 
coordinated care.   In addition, the PCMH model is viewed as a foundation for the ability to accept 
alternative payment models under payment reform.  “PCMHs can be seen as the hub of the integrated 
care system”21, and “the medical home model supports fundamental changes in primary care service 
delivery and payment reforms, with the goal of improving health care quality.”22   
 
PCMH development is a multi-year transformational effort and is viewed as a foundational way to 
deliver care aligned with payment reform models and the Triple Aim goals of better health, better 
patient experience of care, and ultimately better cost-effectiveness.23 24   By providing the right care at 
the right time and in the right setting, over time, patients may see their health improve, rely less on 
costly ED visits, incur fewer avoidable hospital stays, and report greater patient satisfaction.  
 
These projects all are focused on the concepts of the PCMH model; yet, they take different shapes for 
different providers. Safety net hospitals’ approaches may vary based on the composition of and 
relationships between providers in the health care delivery system, or they may be tailored to specific 
patient populations such as those with chronic diseases. Hospitals may pursue a continuum of projects 
including PCMH readiness preparations, the establishment or expansion of medical homes which may 
include gap analyses and eventual application for PCMH recognition to a nationally recognized 
organization such as NCQA, or clinical collaboration by a hospital system toward referral and care 
coordination systems with an affiliated PCMH, as well as educating various constituent groups within 
hospitals and primary care practices about the essential elements of the NCQA medical home 
standards. The development of primary care readiness for implementing patient-centered medical 
home delivery models may happen within a safety net hospital, or with a hospital in collaboration with 
affiliated or non-affiliated primary care physician practices. 

 
 

                     
21 “Stage Demonstration to Integrate Care for Dual Eligible Individuals.” Commonwealth of Massachusetts 
Executive Office of Health and Human Services, Office of Medicaid.  Proposal to the Center for Medicare and 
Medicaid Innovation. (Dec. 2011) page 7. 
22 “Overview of PCMHI.” Commonwealth of Massachusetts Executive Office of Health and Human Services, 
Office of Medicaid. Massachusetts Patient Centered Medical Home Initiative. 2012. Available at 
,http://www.mass.gov/eohhs/gov/commissions-and-initiatives/healthcare-reform/pcmhi/   
23 Cosway R et al., “Analysis of Community Care of North Carolina Cost Savings.” Milliman, Inc. 2011.   
24 Grumbach K and Grundy P.. “Outcomes of Implementing Patient Centered Medical Home Interventions: A 
Review of the Evidence from Prospective Evaluation Studies in the United States.” Patient-Centered Primary Care 
Collaborative Nov. 2010. 

http://www.mass.gov/eohhs/gov/commissions-and-initiatives/healthcare-reform/pcmhi/
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Develop and implement action plans to eliminate gaps in the development of various aspects of 

PCMH standards. 
B. Utilize a gap analysis to assess and/or measure hospital-affiliated and/or hospital-employed PCPs’ 

NCQA PCMH readiness. 
C. Conduct feasibility studies to determine necessary steps to achieve NCQA PCMH status (e.g., 

Level 1, 2, or 3) with hospital-affiliated and/or employed-PCPs. 
D. Conduct educational sessions for primary care physician practice offices, hospital boards of 

directors, medical staff and senior leadership on the elements of PCMH, its rationale and vision.  
E. Collaborate with an affiliated Patient-Centered Medical Home to integrate care management and 

coordination for shared, high-risk patients.  

F. Improve data exchange between hospitals and affiliated medical home sites.  

G. Develop best practices plan to eliminate gaps in the readiness assessment. 

H. Restructure staffing into multidisciplinary care teams that manage a panel of patients where 
providers and staff operate at the top of their license.  

I. Establish or expand patient-centered medical homes. 

J. Apply for Patient-Centered Medical Home recognition by a nationally recognized organization 
such as NCQA.  

K. Empanel patients who would most benefit from medical homes (as specified in hospital-specific 
plans) 

L. Actively manage medical home patient panels. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

3. Identify physician 
champion at hospital and 
affiliated practices to 
educate and lead PCMH 
initiative. 

• Document of physician 
champions 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

4. Educate stakeholders 
including patients, 
hospital and affiliated 
practices’ leadership, 
primary care offices, and 
staff members on the 
elements of PCMH 
rationale and vision. 

• Document attendance of 
attending education program 
on the elements PCMH 
rationale and vision or 

• Education materials 
developed and distributed on 
benefits of PCMH 

• Internal hospital 
records/documentation of 
attendance and educational 
content 

• Internal hospital 
records/documentation of 
distribution of educational 
materials 

5. Establish a PCMH 
working group and 
design a tool to assess 
readiness gaps.  

• Document creation of work 
group 

• Document development of 
tool 

• Internal hospital 
records/documentation & 
meeting minutes 

• NCQA requirements 

6. Conduct a gap analysis 
against PCMH criteria 
from a nationally 
recognized agency (e.g., 
NCQA).  

• Documentation of a 
completed, gap analysis 
required.   

• In addition to completed gap 
analysis, other metrics may 
include: 
 Documentation of 

completed action plan 
for each primary care 
site. 

 Documentation of action 
efforts towards PCMH 
accreditation 

 Identification of 
internal/external 
resources to be allocated 
to each site to begin 
implementation of plan. 

 Documentation of work 
plan to complete gap 
assessment against 

 Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

NCQA medical home 
recognition criteria 

7. Prioritize PCMH 
readiness gaps identified 
in gap analysis. 

• Develop action plan to 
address gap 

• Documentation of 
completed action plan 

8. Implement findings of gap 
analysis and components of 
action plan. 

• Documentation that 
findings have been 
implemented 

• Internal hospital 
records/documentation 

9. Establish criteria for medical 
home assignment and 
empanelment, including for 
the targeted patient 
population 

• Establish criteria for 
medical home assignment 

• Document submission of 
empanelment criteria 

10. Develop reports for panel 
size per provider/care team. 

• Report developed for panel 
size per provider/care team 

• Document submission of 
panel productivity 

11. Identify sites to transform 
into PCMHs. 

• Identify at least X number 
of additional primary care 
sites for PCMH 
transformation 

• Documentation of the 
selection of X number of 
primary care sites 

12. Develop approach and 
toolkit to assist primary care 
practices with patient 
engagement in Practice 
Improvement. 

• Documentation of patient 
engagement approach and 
toolkit to assist practices to 
identify and engage patients 
effective in practice 
improvement activities 

• Copy of framework and 
toolkit from hospital 
records. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
13. Establish a joint team of 

Hospital and PCMH Practice 
representatives to analyze 
gaps and determine priorities 
for the integration of care 
management and 
coordination for target 
patient population [e.g., 
diabetes (DM), congestive 
heart failure (CHF), chronic 
obstructive pulmonary 
disease (COPD)]. 

• Documentation of regular 
meetings and 
communications of the Joint 
Hospital/PCMH Team 

• Joint team minutes 

14. Identify areas of 
improvement in 
Hospital/PCMH practice 
linkages related to 
NCQA requirements for 
PCMHs. 

• Report on at least X25 factors 
for improvement related to 
the identification of 
individual patients and care 
management plans that will 
be jointly addressed by the 
Hospital and PCMH Practice 

• Gap analysis based on 2011 
NCQA PCMH 
Documentation tracking tool 

15. Identify existing clinical 
and demographic data on 
target patient 
population(s) targeted 
for PCMH Practice. 

• Report of clinical data 
elements that currently exist 
at each institution for the 
target patient population 

• Electronic medical record 
databases for each institution 
and joint team meeting 
minutes 

16. Establish a hospital/ 
PCMH practice 
agreement outlining data 
elements to be tracked 
for target patient 
population. 

• Report of clinical data 
elements that currently exist 
at each institution and data 
elements that need to be 
developed for the targeted 
conditions as agreed upon by 
parties from both institutions 

• Electronic medical record 
database and joint team 
meeting minutes 

                     
25 Throughout this document, where “X” appears in relation to project measures and metrics, each hospital electing 
the measure or metric will specify the appropriate number or percentage within its hospital specific plan. As each 
hospital has a unique starting place for DSTI projects, the master DSTI plan provides flexibility for each hospital to 
determine an appropriate level of improvement relative to its own baseline.  
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

17. Develop a Joint Hospital 
and PCMH Practice 
comprehensive plan for 
care management and 
coordination including 
data items to be tracked, 
clinical roles and 
agreements, and care 
management processes 
among relevant 
providers in the area. 

Select all metrics: 
• Report identifying the roles 

and community organizations 
needed to integrate care 
related to the factors.  

• Documented agreements 
between health and health-
related entities in the 
community and the Hospital 
and PCMH Practice 

• Map Care Management 
Processes for 
Hospital/PCMH Practice 
patients with targeted chronic 
conditions  

• Develop baseline on the 
percentage of shared patients 
who have had documented 
care management/ 
coordination interventions 
from hospitals and PCMH 
practices relating to the 
selected factors agreed to in 
the first year (e.g., sharing of 
treatment plans and other 
medical interventions, 
disease specific education 
administered, medication 
reconciliation, and 
psychosocial, economic, 
environmental, and cultural 
factors that create barriers to 
care). 

Summaries of consultation 
between the joint team and 
professionals from other 
community agencies.  

• Reports on shared patients 
with referrals made to a 
certified educator for a 
specific chronic disease 

• Agreements with health-
related entities 

• Joint Team report 

• Hospital and PCMH 
Practice electronic databases 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

18. Perform evaluation of 
implementation plan for 
care management and 
coordination.  

• Development of evaluation 
report 

• Minutes of Hospital/PCMH 
Practice executive meetings 
to review progress on DSTI 
initiatives 

19. Establish baseline data 
for preventive health 
measures in participating 
primary care practices. 

• Baseline rate for influenza 
vaccination 

• Internal hospital 
records/documentation 

20. Establish baseline data 
of hospital and PCMH 
shared hospitalized 
patients with a chronic 
disease who receive a 
referral to an educator 
for their chronic 
condition. 

• Baseline measure of hospital 
and PCMH shared 
hospitalized patients with a 
chronic disease who receive 
a referral to an educator for 
their chronic condition 

• Internal hospital 
records/documentation 

21. Establish a Quality 
Committee for Primary 
Care Practice. 

• Documentation of QI 
committee minutes that 
reviews Quality Dashboard 
performance 

• Hospital Committee minutes 

 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
1. Implement action plan(s) to 

eliminate gaps in PCMH 
readiness identified by a 
nationally recognized entity 
(e.g., NCQA). 

• X percent of plan 
implemented to address a 
PCMH readiness standard 
defined by a nationally 
recognized entity (e.g., 
NCQA) 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
2. Apply for PCMH 

recognition for selected 
number of primary care 
sites (e.g., NCQA 
accreditation). 

• Apply for medical home 
recognition from NCQA for 
X number of primary care 
sites 

• Documentation of 
application to nationally 
recognized agency 

3. Address action plan items 
for seeking Higher Level 
NCQA PCMH 
Certification. 

• Initiate and improve referral 
tracking 

• Establish and document 
patient self-care and patient 
education in EMR 

• Internal hospital 
records/documentation 

4. Achieve medical home 
recognition for selected 
number of primary care 
sites from a nationally 
accredited agency (e.g., 
NCQA). 

• Achieve medical home 
recognition for X number of 
primary care sites from 
NCQA 

• Documentation of NCQA 
accreditation 

5. Develop patient 
empanelment to medical 
home care teams and/or 
care teams managing panels 
of patients for targeted 
number of patients. 

• Submission of team structure 
and team panel size for X 
number of patients 

• Hospital documentation of 
submission of care team 
structure for X number of 
patients 

6. Engage patients in practice 
improvement at increasing 
number of primary care 
sites. 

• X number of primary care 
sites have patients engaged in 
practice improvement 
activities. X number increase 
in number of primary care 
sites with patients engaged in 
practice improvement 
activities 

 
 
 

• Documentation of defined 
number sites have patients 
engaged through minutes of 
practice improvement 
activities 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
7. Implement a joint plan for 

efficient care management 
and coordination and 
tracking care. 

• Reports of key measures of 
care management and 
coordination of patients with 
targeted chronic conditions 
(e.g., DM, CHF, and COPD). 
Key measures will include 
the annual percentage of 
patients with these conditions 
that have documented 
interventions relating to care 
management and 
coordination across multiple 
institutions 

• Hospital and PCMH Practice 
Reporting Tools 

8. Increase number or percent 
of target patient population 
with a chronic condition 
who receive a referral to a 
certified educator for their 
chronic condition following 
hospital discharge to home. 

• Percentage increase in target 
patient population with a 
chronic condition who 
receive a referral to a 
certified educator for their 
chronic condition following 
hospital discharge to home 

• Internal hospital 
records/documentation 

9. Identify system-wide 
opportunities for PCMH 
readiness steps and gap 
closure and increase 
number of gaps closed over 
the demonstration years. 

• Report on gap closure for key 
system-wide PCMH 
readiness steps 

• Documentation of number of 
gaps closed 

• Document X increase in 
number of system-wide 
PCMH readiness gaps closed 

• Hospital documentation of 
progress on key PCMH 
readiness system-wide gap 
closure elements 

10. Work to improve baseline 
performance and data 
capture of 1 preventive 
health measure in selected 
primary care sites. 

• Influenza vaccination rate for 
population 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
11. Expand performance 

improvement program to 1 
cancer screening measure; 
ongoing performance 
improvement in prior year 
selected measure. 

• Improve by X % Influenza 
Vaccination in participating 
Primary Care Practices from 
baseline measure 

• Measure baseline rate of 
Cervical Cancer Screening in 
participating primary care 
practices 

• Internal hospital 
records/documentation 
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Project 1.2: Integrate Physical Health and Behavioral Health 
 

Project Goal 
The goal of projects under this heading is to integrate care delivery models for physical health and 
behavioral health (BH). This is an especially crucial effort for Medicaid and other populations that 
have co-occurring chronic health and mental health conditions. Treatments for patients that present 
with mental health and/or substance abuse concerns are integrated with physical health by focusing on 
patient-centeredness, and implementing process improvements to further align organizational 
resources to provide appropriate treatment in the appropriate setting at the appropriate time. This 
project contemplates that hospitals can design behavioral health-physical health innovations in the 
acute hospital (emergency and inpatient setting) or in the primary care setting.  
 
According to a recent study released by the Robert Wood Johnson Foundation, only 33% of patients 
with BH conditions (24% of the adult population) receive adequate treatment.26 Patients with BH 
issues experience higher risk of mortality and poor health outcomes, largely due to a lack of 
preventive health services and poorly controlled co-morbid medical disease. These patients often have 
complex medical and social issues such as multiple chronic health conditions, low income, housing 
insecurity, social isolation, and social dis-coordination that severely impact their health and social 
functioning.   
 
Caring for this population requires a comprehensive, whole person approach within an integrated 
system prepared to care for the medical, BH, and social conditions faced by safety net patient 
populations. Milestones include utilizing evidence-based practices to inform the development of 
guidelines for managing patients with mental health and substance abuse concerns.27  One effective 
evidence-based strategy that has been shown to improve Triple Aim outcomes in patients with 
depression, the most prevalent BH disorder, is the DIAMOND/IMPACT model of care, which may 
serve as a reference for hospitals in developing their physical health and behavioral health integrated, 
collaborative care models. Among the key elements of these care models:  screening for high 
prevalence mental health conditions, co-location of BH clinicians into primary care settings, 
collaborative meetings held by primary care and BH team members to discuss cases, training of 
primary care and BH staff on effective screening and collaborative care, the presence of tracking 
systems and registries to support effective monitoring of patients, the “Stepped Care” approach for 
appropriate level of treatment, care management for the highest risk patients with mental health and 
substance abuse disorders, and relapse prevention, among others.28     

                     
26 Druss BG, Reisinger Walker E., “Mental Disorders and Medical Co-Morbidity.”  Robert Wood Johnson 
Foundation, The Synthesis Project: Issue 21 (2011). 
27 Knesper, D.J., “Continuity of care for suicide prevention and research: suicide attempts and suicide deaths 
subsequent to discharge from the emergency department or psychiatric inpatient unit.” American Association of 
Suiciology and Suicide Prevention Resource Center. 2010. 
“Emergency Severity Index, Version IX: Implementation Handbook.” Agency for Health Care Research and 
Quality. 2012,  Available at https://www.ahrq.gov. 
“Medical evaluation of psychiatric patients,.” Emergency Nurses Association. 2010.  Available at 
https://www.ena.org. 
“Substance abuse (alcohol and drug) in the emergency care setting,.” Emergency Nurses Association. 2010.  
Available at https://www.ena.org. 
28 Katon W., MD. “The Diamond Model.” (based on Katon’s Collaborative Care Model for depression) and  
Unutzer J.,MD. “IMPACT Study.” (as well as numerous other controlled trials). Institute for Clinical Systems 

https://www.ahrq.gov/
https://www.ena.org/
https://www.ena.org/
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Project Goal 
Over time, projects have the potential to yield improvements in the level of care integration and 
coordination for patients with co-occurring medical and mental health conditions and ultimately better 
health and better patient experience of care.  

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Better identify patients needing behavioral health care.  

B. Conduct an analysis of the system’s behavioral health population. 

C. Improve coordination and referral patterns between primary care and behavioral health.  

D. Train primary care providers in behavioral health care.  

E. Develop and implement an integrated, collaborative care model to integrate primary care and 
behavioral health at primary care sites with co-located behavioral health services. 

F. Develop and implement plans to integrate physical and behavioral health care for patients with 
behavioral health and substance abuse issues in the Emergency Department (ED). 

G. Implement physical-behavioral health integration pilots.  

H. Implement integrated care models and assess outcomes of the model. 

I. Link patients with serious mental illnesses to a medical home or another care management 
program. 

J. Measure patient satisfaction levels of Mental Health/Substance Abuse (MH/SA) Emergency 
Department patients. 

 
 
 
 
 
 
 
 
 
 
 

                                                                  
Improvement and Minnesota Family Health Services. Presentation to the Institute for HealthCare Improvement 
Annual Forum, Dec. 2010. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Conduct an analysis of the 

behavioral health population 
at the hospital. 

• Baseline analysis of 
behavioral health patient 
population, which may 
include patient 
demographics, utilization 
of emergency room and 
inpatient services, most 
common sites of mental 
health care, most prevalent 
diagnoses, co-morbidities 

• Internal hospital 
records/documentation 

2. Develop an integrated, 
collaborative care model for 
behavioral health patients at 
primary care sites with co-
located behavioral health 
services using the Stepped 
model and the 
Diamond/Impact model as a 
framework. 

• Submission of document 
describing the integrated 
care model for behavioral 
health patients at primary 
care sites with co-located 
behavioral health services 

• Internal hospital 
records/documentation 

3. Develop recommendations for 
measures to be used across 
hospital’s primary care sites 
toward behavioral health 
integration in primary care, 
such as screening for high 
prevalence conditions such as 
depression or substance abuse 
disorder. 

• Submission of 
recommended measures to 
track behavioral health 
integration in primary care 

• Internal hospital 
records/documentation, 
such as minutes for 
ambulatory department or 
mental health department 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
4. Establish baseline for adult 

diabetes depression screening 
in primary care-behavioral 
health integration pilot site(s).  

• Establish baseline rates for 
percent of patients 18-75 
years of age with diabetes 
(type 1 or type 2) who were 
screened for depression 
using PHQ-2 or other 
approved screening 
instruments during the 
measurement period at 
implemented pilot site(s) 
(NQF 0575) 

• Internal hospital 
records/documentation 

5. Receive approval from 
Department of Public Health 
to operate remodeled hospital 
emergency department 
behavioral health “Psych 
Pods.” 

• Approval from DPH • DPH letter 

6. Develop guidelines for 
management of the behavioral 
health patients in the hospital 
ED. 

• Signed approval of 
guidelines by hospital 
officials 

• Documentation of 
guidelines approval 

7. Engage vendor to identify 
actionable process 
improvements in treating 
MH/SA patients in the 
hospital ED and to collect 
qualitative data on delivery of 
care for behavioral health 
patients. 

• Signed letter of agreement 
with vendor 

• Vendor report on clinical 
and administrative 
interviews 

• Copy of letter of agreement 

• Vendor report 

8. Analyze vendor’s Final 
Report detailing actionable 
recommendations to 
measurably improve hospital 
ED process with MH/SA 
patients. 

• Final report • Final report 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
9. Develop joint plan to optimize 

performance processes to 
integrate behavioral health 
and physical health between 
acute care hospital and 
behavioral health hospital.  

• Joint plan • Documentation of plan 

10. Develop guidelines for 
management of Clinical 
Assessment Center “secured 
assessment area” at the 
hospital. 

• Approval of CAC Secured 
Assessment Area 
guidelines 

• Documentation of 
guidelines approval 

11. Develop plan to expand 
hospital’s Clinical 
Assessment Center hours to 
24/7 by a certain date. 

• Plan to expand hospital 
hours to 24/7 

• Documentation of plan 

12. Develop plan to deploy a 
“psychiatric provider of the 
day” to the hospital ED. 

• Plan to deploy psychiatric 
provider to hospital ED 

• Documentation of plan 

13. Designate a “psychiatric 
provider of the day” to be 
deployed at the hospital ED. 

• Provider work schedule • Documentation of provider 
work schedule 

14. ED-based Screening, Brief 
Intervention and Referral to 
Treatment “SBIRT” social 
workers re-assigned to MSW 
case manager clinical 
supervision. 

• New SBIRT Position 
Description 

 

• Documentation of new 
SBIRT position description 

 

15. Develop MH/SA Patient 
Registry for patients who visit 
the hospital ED. 

• MH/SA Patient Registry • Documentation of MH/SA 
patient registry 

16. Determine baseline 
satisfaction levels for at least 
X number or percent of 
MH/SA ED patients and all 
appropriate ED clinical staff. 

• Completed surveys • Documentation of 
completed surveys 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
17. Document baseline ED 

performance on cost and 
quality measures related to 
MH/SA patients.  

• Vendor report on hospital 
ED performance 

• Documentation of vendor’s 
report 

18. Establish baseline for the 
percentage of Emergency 
Department “High-End” 
Utilizers assessed for MH/SA 
issues. 

• Percentage of Emergency 
Department “High-End” 
Utilizers assessed for 
MH/SA issues 

• Documentation of ED 
“High-End” Utilizers 
assessed for MH/SA issues 

19. Identify specific data elements 
for MH/SA Patient Registry. 

• Data elements for MH/SA 
Patient Registry 

• Documentation of data 
elements for MH/SA 
patient registry 

 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
1. Implement collaborative, 

integrated care model at X 
number of primary care sites 
with co-located behavioral 
health services. Hospital 
may implement model at 
increasing number of sites 
over the demonstration 
period. 

Implement collaborative, 
integrated care model at X 
number of primary care sites co-
located with behavioral health 
services as demonstrated by: 
• Submission of documents 

demonstrating number of 
primary care and behavioral 
health team members trained 
at primary care site(s) 

• Submission of meeting dates 
documenting collaborative 
meetings to review patient 
cases between primary care 
and mental health staff at the 
primary care site(s) 

• Scheduling documentation 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 

demonstrating co-location of 
behavioral health staff at 
primary care site(s) 

• Establishing baseline rates 
for related screening for a 
behavioral health condition 
at pilot site(s) such as the 
use of the following 
example measure for 
depression screening:  

 Percentage of patients 18 
years of age or older 
receiving depression 
screening through the 
use of PHQ-2 or other 
approved screening 
instruments during the 
measurement period 
(NQF 0712) 

2. Assess outcomes of 
collaborative care model at 
primary care site with co-
located behavioral health 
services. 

• # of consultations or visits 
for BH conditions completed 
at primary care site by co-
located behavioral health 
clinicians 

• Internal hospital 
records/documentation 

3. Increase the number of 
collaborative care model 
elements implemented at 
primary care-behavioral 
health integration pilot 
site(s). 

• Increasing # of collaborative 
care model elements 
implemented at primary 
care-behavioral health 
integration pilot site(s)  

• Internal hospital 
records/documentation, 
including documentation 
and data that collaborative 
care model elements have 
been implemented, 
including data on depression 
screening  
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
4. Improve adult diabetes 

depression screening rates at 
pilot site(s).  

• Document X percentage 
improvement over 
established baseline rate for 
percent of patients 18-75 
years of age with diabetes 
(type 1 or type 2) who were 
screened for depression 
using PHQ-2 or other 
approved screening 
instruments during the 
measurement period at 
implemented pilot site(s) 
(NQF 0575)   

• Internal hospital 
records/documentation 

5. Deploy MH/SA case 
manager with Master’s-level 
social work training to the 
hospital ED. 

• Placement of Masters level 
clinician in hospital ED 

• Position description 

6. Implement patient 
satisfaction survey to X 
additional MH/SA ED 
patients above baseline.  

• Completed patient 
satisfaction survey 

• Vendor surveys of hospital 
ED patients  

7. Percentage of Emergency 
Department “High-End” 
Utilizers assessed for 
MH/SA issues. 

• X percent increase in 
percentage of Emergency 
Department “High-End” 
Utilizers assessed for 
MH/SA issues 

• Documentation of ED 
“High-End” Utilizers 
assessed for MH/SA issues 

8. Expand hospital’s Clinical 
Assessment Center (CAC) 
schedule of operations to 24 
hours per day, 7 days per 
week. 

• CAC schedule of operations 
are 24/7  

• CAC schedule of operations 
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Project 1.3 Further Develop Integrated Care Network for Primary and Specialty Care 

 
Project Goal 
This project is oriented to enhancing access and reducing barriers and shortages in primary and 
specialty care so that the local community has adequate capacity for successful development of a more 
fully integrated delivery system, and patients have local provider options in place of more costly 
health care alternatives for physician access (such as emergency rooms or out-migration for care at 
more costly settings). The existing capacity of primary care physicians in the Commonwealth is 
insufficient.  The 2011Workforce Study by the Massachusetts Medical Society indicated that less than 
50% of primary care physicians were accepting new patients.29  Through greater access and 
availability of physicians and caregivers within the local community, the local network of caregivers 
affiliated with the system will be enhanced and advance delivery system development and further 
integration. Inadequate access to specialty care and primary care has contributed to the limited scope 
and size of safety net health systems. To achieve success as an integrated network, gaps must be 
thoroughly assessed and addressed.    

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Develop a PCP network focused on patient centered medical home (PCMH) delivery models, as a 

key element of an integrated delivery system.  

B. Establish clerkship affiliation agreements and corresponding curricula with medical schools for 
students interested in primary care and internal medicine. 

C. Conduct a gap analysis of the integration of care management and coordination among hospitals 
and affiliated physician practices. 

D. Conduct gap analyses and/or identify primary and specialty services that are lacking in the 
community in order to meet demand and more fully integrate care at the local level. 

E. Conduct interviews of key referral staff and care coordinators of local practices to define the care 
needs of the community. 

F. Develop a multi-year plan and programs to alleviate identified provider shortages and close gaps 
in the continuum of care. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Establish committee to 

support primary care access 
projects. 

• Committee membership list 
and charge 

• Documentation of 
committee membership list 
and charge 

                     
29 “Physician Workforce Study.” Massachusetts Medical Society.  (Sep. 2011) p. 73. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
2. Assess primary and 

specialty provider care 
coverage across the 
continuum. This will assure 
patient access to PCPs in a 
timely manner. 

• Identify the need for primary 
and specialty care services 
using national benchmarks 
for primary care panels and 
community size 

• Conduct interviews of key 
referral staff and care 
coordinators with X percent 
of local primary care 
practices who rely primarily 
on the hospital for their 
patient care needs in order to 
confirm specialty care access 
gaps 

• Development of access 
protocols 

• Development of staffing plan 
for non-PCP providers to 
facilitate access 

• Development of a report to 
assess current ability to 
measure access and an 
assessment of reporting 
methodologies 

• Complete study on regional 
PCP supply, demographics, 
and succession planning 

• Copy of gap analysis 
• Report of the access issues 

faced by underserved 
population 

3. Develop a plan(s) to address 
identified provider shortages 
and to close gaps in the 
continuum of care. 

Metrics may include: 
• Based on gap analysis, 

prepare a multi-year plan to 
address identified provider 
shortages and to close gaps 
in primary and specialty care 

• Develop a recruitment/ 
retention plan for primary 

• Plan document 
• Recruitment plan for 

residency graduates 
• IDX Practice Management 
• Space Assessment 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

care providers 

• Establish clinical programs 
with affiliate partners or 
independently to address 2 
specialty care gaps identified 
and confirmed in the 
baseline report 

• Develop a plan to expand 
physical space for primary 
care and / or specialty care 
services 

• Develop a plan(s) with the 
following core elements: 

• Market based needs 
assessment 

• Provider recruitment 
plan to include projected 
location, ramp up, and 
support needs 

• Development of separate 
midlevel plan to include 
team based medical care 

• Space needs and 
acquisition plan 

• Development of access 
protocols 

• Identify staffing needs of 
non-PCP providers to 
facilitate access 

• Develop a report of 
current ability to measure 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

access and assessment of 
new reporting 
methodologies 

• Work with the independent 
local health center and joint 
residency program 
leadership to develop a plan 
to recruit graduates to 
remain in the area (the plan 
may include practice 
placement, real estate 
consultation, and loan 
forgiveness) 

4. Assess efficacy of the new 
clinical programs 
established in Year 2 (time 
to first available 
appointment). 

• Assessment of new clinical 
programs established in Year 
2 (time to first available 
appointment) 

• Reports on time to first 
available appointment 
Reports on time to first 
available appointment 

5. Identify ongoing barriers to 
specialty care access for the 
hospital’s populations. 

• Prepare report on access to 
specialty care compared to 
baseline report to determine 
improvements and continue 
to inform the 3-year plan 

• Specialty care access report 

6. Begin expansion of physical 
space for primary care and 
specialty care services. 

• Building permit • Documentation of building 
permit 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
7. Establish a 4th Year 

Clerkship for medical 
students interested in 
primary care and internal 
medicine (measures may 
include establishing 
affiliation agreements, 
creating a curriculum, and 
gaining approval from the 
medical school). 

• Executed affiliation 
agreement with the medical 
school 

• Completion of curriculum 
approval by the medical 
school 

• Documentation of affiliation 
agreement 

• Completion of curriculum 
• Documentation of medical 

school approval of the 4th 
Year Clerkship site 

8. Report on the number of 
4th-Year Clerkship Students 
that select hospital as their 
Clerkship Site. 

• 4th-Year Clerkship List of 
medical school students who 
select hospital as Clerkship 
Site 

• Documentation of 4th-Year 
Clerkship List of medical 
school students who select 
hospital as Clerkship Site 

9. Develop a plan to 
incorporate outpatient 
placements to be included as 
part of the 4th Year 
Clerkship program.  

• Completion of outpatient 
placement plan 

• Documentation of plan 

10. Implement same day access 
plan across X number of 
PCP practices. 

Metrics may include: 
• Establish baseline number of 

same day appointments 
available on average across 
the system 

• Establish baseline number of 
patients seen by non-PCP 
providers per month 

• Establish baseline number of 
express care volume in 
hospital Emergency 
Department for PCP practice 
patients 

• Develop ability to track 3rd 
next available appointments 

• Internal hospital 
records/documentation 

• Practice management 
system, internal space data 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
11. Establish baseline for the 

number of referrals to PCPs 
for Emergency Department 
patients that were unable to 
identify a PCP at time of ED 
Admission. 

• The number of referrals to 
PCPs for Emergency 
Department patients that 
were unable to identify a 
PCP at time of ED 
Admission 

• Documentation of PCP 
referrals 

12. Establish baseline to 
measure time to 3rd next 
available appointment for 
specialty and/or primary 
care. 

• Survey of specialty and/or 
primary care practices to 
measure baseline time to 3rd 
next available appointment 

• Internal hospital 
records/documentation 

 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure  Metric(s) Data Sources 
1. Develop a program to 

alleviate identified provider 
shortages and to close gaps 
in the continuum of care. 

• Establish a clinical program 
(s) with affiliate partners, or 
independently, to address X 
number of specialty care 
gaps identified and 
confirmed in the baseline 
report 

• Hospital contracts with 
clinical affiliates or 
agreements with specialists 

2. Implement Year 1 objectives 
of the multi-year plan.  

• Meet recruitment target of X 
in primary care and specialty 
care  

• Establish X additional 
clinical programs to address 
gap in specialty care 

• Report on Year 1 Plan 
actions 

• Documentation of 
establishment of clinical 
program  

3. Launch 4th Year Clerkship 
for medical students at the 
hospital. 

• X number of medical 
students select the hospital 
as clerkship site 

• List of students 
participating in clerkship 
program 
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4. Complete expansion of 
physical space for primary 
care and specialty care 
services. 

• Certificate of occupancy • Documentation of 
certificate of occupancy 

5. Implement PCP recruitment 
and retention strategy. 

• Progress report detailing 
PCP recruitment and 
retention strategy 

• Documentation of 
recruitment and retention  

6. Increase number of clinical 
programs to address 
specialty care gaps. 

• X number of additional 
clinical programs to address 
specialty care gaps is/are 
established 

• Hospital contracts with 
clinical affiliates or 
agreements with specialists 

7. Extend “same day” access 
plan to increase access to 
PCP and non PCP providers 
in X number of sites. 

• X number of sites implement 
“same day” access plan 

• Hours of operations of same 
day access project 

• Number of same day visits 
available across system 

• Express care volume in 
hospital Emergency 
Department for PCP practice 
patients 

• Growth Strategy Plan 

• Practice management 
system, internal space data 

8. Increase number of PCPs 
and/or mid-level providers 
above previous year.  

• Total number of PCPs and/or 
mid-level providers 
increased over number 
present from previous year 
independent of any 
PCP/mid-level provider who 
leaves employment of 
hospital 

• IDX Practice Management 

• Provider Recruitment plan 
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9. Acquire space for providers 
based on PCP Access Plan. 

• Implement space plan based 
on PCP space requirements 
and total number of growth 
of primary care across the 
medical group 

• Documentation of plan with 
following core elements: 

1. Market-based needs 
assessment                               

2. Provider recruitment 
plan to include projected 
location and support 
needs 

3. Development of separate 
midlevel plan to include 
team based medical care     

4. Space needs and 
acquisition plan 

• IDX Practice Management 

• Provider Recruitment plan 

10. Assess provider panels as 
compared to established 
benchmarks (details will be 
incorporated into hospital-
specific plans). 

• Demonstrate ability to report 
on individual PCP panels 
relative to established 
benchmarks to assure 
providers have appropriate 
capacity 

• IDX Practice Management 

• Provider Recruitment plan 

11. Increase mid-level PCP 
partnering contract with 
additional PCP providers as 
per plan. 

• Demonstrate increase in 
mid-level primary care 
appointments as compared to 
prior year by X percent 

• IDX Practice Management 

• Provider Recruitment plan 

12. Increase the number of 
referrals to PCPs for 
Emergency Department 
patients that were unable to 
identify a PCP at time of ED 
Admission. 

• X% increase in the number 
of referrals to PCPs for 
Emergency Department 
patients that were unable to 
identify a PCP at time of ED 
Admission  

• Documentation of PCP 
referrals 
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13. Improve specialty care time 
to 3rd next available 
appointment for target 
patient population. 

• X % improvement in 
measure of time to 3rd next 
available appointment for 
specialty care for target 
patient population 

• Internal hospital 
records/documentation 

• Report on Year 1 Plan 
action items 
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Project 1.4 Establish Health Data Exchange Capability to Facilitate Integrated Patient Care 

 
Project Goal 
The goal of these projects is to establish health data exchange capabilities – including systems, 
processes, and linkages – to exchange patient health data across providers and to facilitate integrated 
care across multiple providers. The objective is to expand and exceed meaningful use requirements for 
the exchange of data by aggregating clinical and/or financial data from the hospital and physician 
offices, allowing participating physicians to access a longitudinal record through a web-based portal 
or to directly integrate with the physician practice’s Electronic Medical Record (EMR). The tool may 
utilize the Nationwide Health Information Network (NHIN) set of standards, services, and policies as 
a benchmark to address the disparity of information systems across care locations today, while 
ensuring interoperability and security as the landscape evolves over time. The standards-based 
solutions will enable patient-centric access to medical records and patient data among multiple health 
care providers and locations utilizing the Integrating the Healthcare Enterprise (IHE) frameworks 
among other approaches. The HIE will authenticate and authorize users, verify and validate the 
identity of patients for whom data is being exchanged, and log all transactions. 
 
Health data exchange capabilities require that the DSTI safety net hospital system establish 
appropriate systems, processes, and linkages to create and maintain a longitudinal record, repository, 
and data warehouse of patient health information to more effectively improve data exchange and 
facilitate integrated patient care across multiple providers, which may include primary care sites, 
inpatient settings, outpatient and emergency departments, or other care settings.  The tool(s) will 
support proactive care management addressing one or more preventive, primary, routine and chronic 
care needs.  Depending on the design elements of the specific hospital projects, the tools may also be 
accessible to providers in multiple locations and provide for bi-directional health information data 
exchange.  
 
Aggregating and warehousing this data is critical as a foundation for an integrated delivery system. 
Projects under this heading will help address several key healthcare issues such as limited access to 
clinical patient information, a contributing factor to health care costs and inefficiencies, as well as 
challenges to improving quality of patient care and the patient care experience. 

 
 

Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Conduct environmental scan and identification of requirements and technical needs to establish 

appropriate systems, processes, and linkages to create and maintain a longitudinal record, 
repository, and data warehouse of patient health information to more effectively improve data 
exchange and facilitate integrated patient care across multiple providers. 

B. Establish governance structure for management of data exchange tool(s), which shall include 
physician champions and key stakeholders representing care settings that will have access to—and 
provide information for—the data exchange tool(s). 
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
C. Identify best practices surrounding privacy, security, data ownership and stewardship and develop 

a comprehensive policy and protocol document that address security and governance issues. 

D. Design and determine how clinical shared data will be submitted, processed, and stored. 

E. Educate community providers, develop educational materials for participants, and adopt and use a 
patient consent form. 

F. Select and define a set of data elements, metrics, and other health information that will facilitate 
integrated patient care for one or more or more preventive, primary, routine and chronic care 
needs. 

G. Develop a plan to collect and aggregate the data, which may include initial paper collection, but 
which will lead to a data exchange warehouse. 

H. Build a data exchange warehouse and reporting functionality.   

I. Develop and implement a training program for identified providers on use of the data exchange. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Establish governance 

structure for a health 
information exchange with 
community physician 
champions. 

• Governance Committee 
created with community 
physician involvement 

• Information Systems 
Steering Committee 

2. Identify potential stakeholders 
and participants for a health 
information exchange within 
the hospital-affiliated 
practices. 

• List of hospital-affiliated 
providers committed to 
participating in the health 
information exchange 

• Governance Committee 

3. Provide education of health 
information exchange data-
sharing models, privacy, and 
security concerns and 
regulations. 

• Continuing medical 
education program for 
community providers 

• Compliance, Legal, 
Director of Information 
Technology 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
4. Research privacy, security, 

and data ownership and 
stewardship best practices. 

• Policy documentation for 
privacy, security, and data 
ownership 

• Compliance, Legal, 
Director of Information 
Technology 

5. Determine how clinical 
shared data will be submitted, 
processed, stored and used 
within the health information 
exchange system. 

• Description of the clinical 
data architecture with 
technical diagram 

• Governance Committee 

6. Develop policy and protocol 
documentation on how data 
exchange issues such as 
interface and connectivity 
problems will be resolved. 

• Completion of policy and 
protocols documentation for 
the resolution of data 
exchange 

• Information systems 

7. Develop educational materials 
relating to patient data sharing 
in the area of privacy, 
security, and data retention. 

• Production of training 
materials to be provided to 
participating providers 

• Compliance, Governance 
Committee, Legal, 
Information Systems 

8. Perform workflow review of 
appropriate methodology for 
obtaining patient consent for 
inclusion in the health 
information exchange. 

• Documentation of workflow 
for patient consents to 
implement an appropriate 
patient consent form to all 
users of the electronic health 
exchange 

• Compliance, Legal, 
Governance Committee, 
internal EHR systems and 
records, hospital provider 
EHR records 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
9. Select a set of preventative 

measures, including screening 
tests and immunization in 
adult medicine that will be 
aggregated in a pilot test. 
Preventative measures shall 
include, but not be limited to: 
• Blood Pressure Screening 

in Adults 

• Breast Cancer Screening 

• Cervical Cancer 
Screening  

• Cholesterol Abnormality 
screening in men 35 and 
older 

• Cholesterol Abnormality 
screening in women 45 
and older 

• Colorectal Cancer 
Screening. 

• Documentation of the 
selected measures, based on 
the United States 
Preventative Services Task 
Force recommendations for 
adults 

• Measure examples 

10. Provide baseline data with 
compliance for the 6 
identified USPSTF adult 
preventative tests. 

• Provide currently 
measurable baseline 
compliance for breast, 
cervical and colorectal 
cancer, cholesterol 
screening in men and 
women, and blood pressure 
screening for all PCPs 

• Internal electronic health 
record (EHR) system and 
records; hospital-affiliated 
providers EHR records 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
11. Design and pilot test a paper-

based form that aggregates 
preventative testing results in 
one adult primary care 
practice. 

• Narrative summary of the 
pilot process authored by 
the provider who 
participated in the pilot  

• Summary narrative of pilot 
program 

12. Develop a data aggregation 
tool that will be used to 
present adult preventative test 
results data. 

• Documentation of the data 
aggregation tool 

• Written data warehouse 
house plan 

• Written data warehouse 
schema 

13. Create a plan to build a data 
warehouse that would replace 
the paper form and build the 
data warehouse in a test 
environment. 

• Written plan describing 
structure and functionality 
of the data warehouse in the 
test system 

• Written document outlining 
exported tables of 
preventative care data and 
the data base scheme for the 
warehouse 

• Written data warehouse 
house plan 

• Written data warehouse 
schema 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
1. Integrate X number or 

percent of hospital-
affiliated system providers 
into the electronic 
information exchange. 

• X percent increase in the 
number of providers who 
opted into the health 
information exchange 

• Internal electronic health 
record (EHR) system and 
records; hospital-affiliated 
providers EHR records 

2. Pilot test the electronic 
aggregation tool for 
reporting preventative test 
results in X adult primary 

• X percent reduction in 
missing preventative testing 
for one or more measure by 
PCP at piloted practice site 

• Internal electronic health 
record (EHR) system and 
records; hospital-affiliated 
providers EHR records  
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

care provider sites. • X percent increase in number 
of patients who completed a 
particular preventative 
measure by PCP at piloted 
practice site 

• Develop report of percent of 
providers who access the HIE  

• Develop report of percent of 
unique patient encounters 
where provider obtained data 
from the HIE 

• Sample report on the 
number/percentage of patients 
in a specific provider practice 
who have preventative testing 
completed for one test 

• Sample reports generated 
by data warehouse 
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Project 1.5 Practice Support Center 

 
Project Goal 
This project’s goal is to design and implement a dedicated practice support call center to improve the 
patient experience in the primary care setting, improve patient satisfaction, reduce “no-show” 
appointments, and provide critical primary care practice support to clinicians.  These efforts will 
utilize technology and staffing care extenders to create an endurable, scalable, and flexible support 
system to better support patients and providers in a high-quality, cost-efficient, integrative model.  
The Practice Support Center will provide support through the development of scheduling protocols 
and work flows, utilizing Patient Care Assistants that will streamline administrative practice 
workflow, thereby allowing clinicians to operate at the top of their license.  Performance standards 
and monitoring will be incorporated, and the Practice Support Center leadership will work 
collaboratively with the Practice Operations Management. 
 
The Practice Support Center is the foundation for development and implementation of care 
coordination which is an integral component of Patient Centered Medical Home (PMCH). Initiatives 
in this project could include efforts focused on improvements of appointment scheduling and efficient 
incoming call triage as well as clinical assessment and advice by specially designated nursing 
resources for the Support Center.  Care coordination can also be supported by preparing patients for 
their visits during visit reminder calls, performing outreach functions for patients with important care 
gaps, and improving population management with outreach for chronic care. As such, the Practice 
Support Center will serve a key outreach function of the hospital primary care practice(s)’ PCMH. 

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Develop a Patient/Practice Call Center that enhances patient access while providing necessary 

support for clinical staff. 

B. Provide real time patient demand matching with scheduling capacity. 

C. Identify issues and barriers associated with scheduling and developing a plan to improve patient 
continuity. 

D. Identify issues and barriers associated with patient failure to show for scheduled appointments and 
develop plan for decreased no-show rates. 

E. Identify pertinent clinical information and develop plan to include it for the physician for the 
scheduled appointment. 

F. Measure and improve patient service performance. 

G. Recruit clinically trained staff with multiplicity of skill sets to better direct patient needs. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Develop staffing plan and 

recruitment of appropriate 
number of Patient Care 
Assistants. 

• Copy of job descriptions 

• Copy of staffing schedule 
based on call analysis and 
demand 

• Internal hospital 
records/documentation 

2. Designate and design space 
plan for Practice Support 
Center. 

• Copy of space plan that 
includes IT, telecom, 
furniture, etc.   

• Hospital and department 
project plans 

3. Develop training curriculum 
program for Patient Care 
Assistant staff. 

• Training plan and 
curriculum document 

• Department training plan 
and orientation 

4. Complete staffing and open 
Practice Support Center for 
incoming calls. 

• Practice Support Center 
open to accept inbound 
scheduling calls 

• Internal hospital 
records/documentation 

5. Establish baseline level of 
calls to track increases in 
call volumes. 

• Average number of fielded 
calls 

• Internal hospital 
records/documentation 

6. Develop and collect baseline 
data set of key measures 
(e.g., call volume, service 
level, abandonment rate, 
patient satisfaction, 
appointment access. 

• Document one action plan 
for an outreach effort for a 
care gap 

• Internal hospital 
records/documentation 

7. Develop understanding of 
baseline measures for 
reasons patients are calling. 

• Report on most common 
reasons for call and 
distribution of calls in each 
grouping 

• Internal hospital 
records/documentation 

8. Develop understanding of 
patient access. 

• Report on no-show rate and 
patients seen per session 
(measure of practice 
efficiency) 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Milestone Metric(s) Data Sources 
1. Expand call center capacity 

by X percent over baseline. 
• Average number of fielded 

calls compared to baseline 
• Internal hospital 

records/documentation 

2. Track key measures for 
which baselines are 
developed (e.g., call volume, 
service level, abandonment 
rate, patient satisfaction, 
appointment access. 

• Track change in baseline for 
measure (e.g., call volume, 
service level, abandonment 
rate, patient satisfaction, 
appointment access)) 

• Internal hospital 
records/documentation 

3. Develop reporting tool to 
identify number of patients 
seen in primary care within 
time after inpatient 
discharge. 

• Copy of baseline data • Internal hospital 
records/documentation 

4. Complete action plan for 
meaningful improvement of 
percent of patients seen in 
primary care within X time 
after inpatient discharge. 

• Copy of report indicating % 
of patients seen in primary 
care within X times after 
discharge 

• Internal hospital 
records/documentation 

5. Develop meaningful 
implementation of outbound 
call effort related to one 
chronic care condition or 
preventative care gap. 

• Percent of patients reached 
by phone with unfulfilled 
preventative care gap 

• Internal hospital 
records/documentation 

6. Improve patient access. • Decrease no-show rate by 
X% from baseline data 

• Internal hospital 
records/documentation 

7. Improve patient experience 
in getting through to the 
practice by phone. 

• Improve patient satisfaction 
in “ease of getting through 
to the practice by phone” by 
x %. 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Milestone Metric(s) Data Sources 
8. Implement quality assurance 

and monitoring program with 
target measures. 

Target measures:  
• X percent of calls answered 

within X seconds; and 

• less than X percent of calls 
abandoned 

• Internal hospital 
records/documentation 

9. Expand outbound call 
program to provide reminder 
calls with target measure. 

• Staff will contact X percent 
of scheduled patients to 
confirm appointment and 
review clinical information 

• Internal hospital 
records/documentation 

10. Select appropriate Press 
Ganey Survey question(s) to 
trend and target for patient 
experience improvement. 

• Identification of patient 
survey questions selected 

• Report results of survey 
questions  

• Internal hospital 
records/documentation 
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Project 1.6 Implement Patient Navigation Services 

 
Project Goal 
The goal of this project is to utilize community health workers, case managers, or other forms of 
patient navigators to provide enhanced social support and culturally competent care to vulnerable 
and/or high-risk patients. Patient navigators will help and support these patients, especially in need of 
coordinated care, navigate through the continuum of health care services. Navigators will ensure that 
patients receive coordinated, timely, and site-appropriate health care services. Navigators may assist 
in connecting patients to primary care physicians and/or medical home sites, as well as diverting non-
urgent care from the Emergency Department to site-appropriate locations. Hospitals implementing this 
project will aid in the development of new kinds of health care workers, needed to engage patients in a 
culturally and linguistically appropriate manner that will be essential to guiding patients through fully 
integrated health care delivery systems.  

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Establish or expand health care navigation services. 

B. Train health care navigators in cultural competency. 

C. Deploy innovative health care personnel, such as patient navigators, case workers, and community 
health workers. 

D. Provide navigation services to targeted patients who are at high risk of disconnected or fragmented 
health care (for example Limited English Proficient patients, recent immigrants, the uninsured, 
those with low health literacy, frequent visitors to the ED).  

E. Connect patients to primary and preventive care. 

F. Increase access to care management and/or chronic care management, including education in 
chronic disease self-management. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Establish/expand a health 

care navigation program to 
provide support to patient 
populations who are most at 
risk of receiving 
disconnected and 
fragmented care. 

• Number of patients enrolled 
in the patient navigation 
program 

• Number of Patient 
Navigators hired 

• Documentation of Patient 
Navigation program 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
2. Provide care 

management/navigation 
services to targeted patient 
group (e.g., high utilizers of 
ED services). 

• Number of targeted patients 
enrolled in 
program/receiving Patient 
Navigation services  

• Number of uninsured and 
under-insured patients 
receiving Patient Navigation 
services 

• Percent of patients entering 
ED assisted 

• Patient Navigation activity 
reports 

3. Increase patient 
engagement, such as 
through patient education, 
self management support, 
improved patient-provider 
education techniques, and/or 
coordination with 
community resources. 

• Number of classes and/or 
initiations offered 

• Number/ percent of patients 
enrolled in the program  

• Number/ percent of patients 
attending courses 

 

• Class lists or other hospital 
reports 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
4. Provide navigation services 

to patients using the ED for 
episodic care. 

Potential metrics (select at least 
one): 
• Number/percent of patients 

without a primary care 
provider who received 
education about a primary 
care provider in the ED 

• Number/percent of patients 
without a primary care 
provider who were referred 
to a primary care provider in 
the ED 

• Number/percent of patients 
without a primary care 
provider who are given a 
scheduled primary care 
provider appointment 

• Number/percent of patients 
with a primary care provider 
who are given a scheduled 
primary care provider 
appointment 

• Internal hospital 
records/documentation 

5. Conduct analysis of patient 
knowledge / service 
assistance gaps. 

Gap analysis status: 
• Project plan 
• Vendor hired 
• Completion  

• Documentation of process 

6. Identify needed skill set 
needed for patient 
navigators. 

• Completed job description 
with identified skills 

• Documentation of job 
description 

7. Hire community health 
workers / patient navigators. 

• Interviews 

• Number of navigators on 
site 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
8. Train community health 

workers / patient navigators 
in core knowledge, skills, 
self-efficacy, and cultural 
competency. 

• X% of hires trained 

• Pre and post-test results 

 % Improvement 
 X% at threshold score 

• Attendance records 

• Pre and post-test results 

9. Provide continuing 
education and evaluation of 
community health workers / 
patient navigators in core 
knowledge, skills, self-
efficacy, and cultural 
competency. 

• % of navigators attending 
continuing education 

• Pre and post-test results 

 % Improvement 
 X% at threshold score 

• Attendance records 

• Pre and post-test results 

10. Develop process for making 
patient referrals.  

• Completion of ED patient 
referral policy 

• Patient navigator training on 
ED referral policy 

• Internal hospital 
records/documentation 

11. Create patient satisfaction 
survey. 

• Completion of patient 
satisfaction survey for 
patients receiving navigation 
services 

• Patient satisfaction survey 

12. Identify ED top users. • Identification of X number 
of top ED utilizers 

• Internal hospital 
records/documentation 

13. Develop plan to address 
identified gaps and barriers. 

• Future State Process Map • Documentation 

14. Establish baseline / monitor 
number of patients targeted 
for services. 

• Number of targeted patients • Hospital records 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Sources 
1. Schedule primary care 

appointments from an ED, 
Urgent Care, or hospital 
department. 

• Number/percent of patients 
discharged 

• Number/percent of patients 
receiving navigation services 

• Internal hospital 
records/documentation 

2. Measure ED visits and/or 
avoidable hospitalizations. 

• Percent of patients enrolled 
in the navigator program 
who have had an ED visit or 
an inpatient admission 

• Percent of ED visits 
classified as 
avoidable/unnecessary  

• Internal hospital 
records/documentation 

3. Improve appropriate ED 
utilization. 

• X% reduction in frequent 
user ED visits 

• X% reduction in 
unnecessary ED visits 

• Internal hospital 
records/documentation 

4. Improve primary care 
utilization. 

• X% increase in primary care 
utilization from those 
discharged from ED 

• X% increase in primary care 
utilization from those 
receiving navigation services 

• Internal hospital 
records/documentation 

5. Improve ED patient 
satisfaction. 

• Above threshold  

• X% improvement 

• Press Ganey 

6. Improve patient navigator. • X% of improved knowledge 
and/or self-efficacy 

• Test scores 
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Project 1.7 Develop Integrated Acute and Post-Acute Network Across the Continuum of 
Care 
 
Project Goal 
This project will integrate patient care between acute and post-acute care settings to enhance 
coordination of care, improve the quality of care transitions, reduce readmissions, and 
develop a fully integrated delivery system capable of providing care in the most effective 
setting. Through the development of an integrated acute and post-acute network, health care 
delivery system efficiency is enhanced and providers are transformed to an integrated system 
capable of managing care along the entire care continuum. Hospitals selecting this project 
will develop integrative partnerships with post-acute care providers that allow for enhanced 
communication and care coordination. These partnerships will enable providers to better 
monitor patient care in post-acute settings and ensure appropriate care throughout the entire 
episode of care. This project will build hospital capabilities for functioning as an accountable 
care entity able to accept alternatives to fee-for-service reimbursement for entire episodes of 
care. 
 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project 
elements: 
A. Identify significant post-acute providers for patient population. 

B. Develop integrative partnerships with post-acute care provider. 

C. Deploy personnel to provide enhanced oversight of acute to post-acute care transitions. 

D. Develop / implement electronic medical record technology to connect acute and post-
acute records. 

E. Develop/ implement integrative protocols for regular communications between acute and 
post-acute setting. 

F. Identify gaps in post-acute care. 

G. Assist post-acute partners in targeted improvement efforts. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with 
their associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Identify post-acute care 

needs of patient 
population.  

• Recommendations • Internal hospital 
records/documentation 

2. Identify potential post-
acute partners. 

• Analysis / 
recommendations 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with 
their associated metrics and data sources. 
3. Execute partnership 

agreements with post-
acute providers. 

• Number of partners 

• Number of patients to be 
covered 

• Agreement 

4. Hire personnel to serve as 
acute to post-acute care 
experts. 

• Number of interviews  

• Number of personnel on 
site 

• Internal hospital 
records/documentation 

5. Implementation of EMR. • Number of sites wired • Internal hospital 
records/documentation 

6. Staff training on EMR. • X% of hires trained 

• X% attendance in 
training sessions 

• Pre and post-test results 

 X% improvement 
 X% at threshold score 

• Attendance records 

 
• Pre and post-test results 

7. Evaluate post-acute 
partners / gap analysis.  

• Evaluation report • Internal report and 
recommendations 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with 
their associated metrics and data sources. 
Measure Metric(s) Data Sources 
1. Coordinate primary, 

acute, behavioral health, 
and long-term services of 
patients in long-term 
post-acute care. 

• Number of patients 
receiving coordinated 
care from post-acute 
setting 

• Internal hospital 
records/documentation 

2. Reduce 30 day all cause 
readmissions. 

•  X % reduced hospital 
readmissions 

• X% reduced 
readmissions from 
specified post-acute 
setting 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with 
their associated metrics and data sources. 
3. Use integrative EMR in 

post-acute setting. 
• X% utilization by post-

acute staff 

• Number of post-acute 
settings using integrative 
EMR 

• Internal hospital 
records/documentation 

8. Identify barriers to use of 
EMR in post-acute 
setting. 

• Report of identified 
barriers 

• Internal report and 
recommendations 
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29. Category 2: Health Outcomes and Quality   

The projects identified under Category 2 include the development, implementation, and 
expansions of innovative care models that have the potential to make significant 
demonstrated improvements in patient experience, costs, and care management.  Examples 
include: 
 

i. Implementation of enterprise wide care management or chronic care management 
initiatives, which may include implementation and use of disease management 
registries; 

ii. Improvement of care transitions, and coordination of care across inpatient, outpatient, 
post-acute care, and home care settings; 

iii. Adoption of process improvement methodologies to improve safety, quality, and 
efficiency; 

iv. Alternative Care Settings for non-emergency room care. 

 
Each project includes a description of how the innovative care model can refine innovations, 
test new ways of meeting the needs of target populations, and disseminate findings in order to 
spread promising practices.  
 
Introduction 
 
The Massachusetts health care system is, in many respects, one of the best health care 
systems in the nation. The Commonwealth Fund ranks Massachusetts first in terms of access 
and seventh overall among states on its State Scorecard, which measures health system 
performance. Furthermore, trend data for the first five years of CMS’s inpatient quality 
reporting program, demonstrate consistent and pronounced care improvement in 
Massachusetts acute care hospitals. Patients are receiving the treatments known to produce 
the best results more often and more reliably each year. Massachusetts’ hospital performance 
over the last five years has exceeded the national average, even as national performance has 
improved during the same period. However, there is growing consensus that the health care 
system must move from a volume-based and fragmented health care system to one more 
based on achieving value for patients and providers through better care, better health, and 
lower cost. 
 
The health care system is further challenged by many obstacles to innovation. Insufficient 
sharing of information and coordination of care across multiple providers often leads to 
disjointed, inefficient, and costly care. Massachusetts safety-net hospitals seek to improve 
their delivery systems by taking on innovative projects aimed at providing a coordinated care 
experience, and striving to improve and reduce unnecessary and more costly care. The 
hospitals are also trying to make improvements in areas where they have persistent 
challenges due to the social and medical complexity of the patient population they serve.  
Through these initiatives they can achieve better outcomes and lower costs for their patients. 
 
The Category 2 DSTI projects reflect a set of initiatives for the eligible Massachusetts safety-
net hospitals to rapidly adopt proven models of delivery system transformation, while 
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experimenting with emerging models, with a specific emphasis on how best to improve care 
for the populations they serve.  Category 2 projects focus on areas where evidence – and 
safety net hospitals’ experience-- suggest that there is potential for significant improvement 
in the quality and/or cost effectiveness of patient care: care management interventions 
targeting chronic disease or high-risk populations, redesigned care transitions between health 
care settings, and robust process improvement programs.  Successful interventions and 
models developed from these projects by safety net providers, given the complexity of the 
patient population they serve, could provide key models for major enhancements in quality 
care at the lowest cost setting.   
 
First, many Category 2 projects include a focus on care management and care coordination 
models targeting chronic and high-risk populations. In order to substantially reduce costs, 
providers must outreach to, and manage smaller subsets of high-need, high-cost patients, with 
high intensity care approaches tailored to each patient. For low-income patients, this requires 
the development of cross-functional care teams that span the continuum of physical health, 
behavioral health, and social services, including long-term supports.30 Better care 
coordination and care management can also help to ensure that patients receive care in the 
most appropriate, least intensive setting as possible, and that care is not duplicated or 
conflicting. 

 
Necessary components of a successful disease management program include the ability to 
identify and monitor high-risk individuals (e.g. patient logs or registries), apply evidence-
based practice guidelines, coordinate care between providers, and encourage patient self-
management through education and patient tools. The range of disease management services 
can include timely initiation of ancillary health services, patient monitoring and 
empowerment, and coordinating community services.31 
 
Second, improvements around care coordination and communication at critical transition 
points are also features of several Category 2 projects. Care should be coordinated, with the 
primary care team and hospitals jointly planning transitions from inpatient and emergency 
rooms to more appropriate care settings. According to the Institute for Healthcare 
Improvement (IHI), hospitals that go beyond the basic discharge plan and focus intensively 
on improving the transition of patients from hospital to community will have a much better 
impact on reducing readmissions.32 
 
Finally, Category 2 also focuses on process improvement and education aimed at providing 
better care at lower cost. Much has been published about the safety of healthcare and the 
amount of waste in its delivery. The Institute of Medicine report To Err Is Human noted that 
according to two studies, between 44,000 and 98,000 Americans die each year because of 
medical error.  Medication errors in particular account for more than 7,000 deaths a year, 
more than the 6,000 deaths attributed to workplace injuries.33 Factors inside health care 
organizations needed to improve care include strong leadership for safety, an organizational 

                     
30 T. McGinnis, Small D.M.  “Accountable Care Organizations in Medicaid: Emerging Practices to Guide 
Program Design,.” Center for Health Care Strategies Policy Brief February 2012, p. 2. 
31 Fisher E, McClellan M, et al. “Accountable Care Learning Organization: Toolkit.” Engelberg Center for 
Health Care Reform. The Dartmouth Institute and The Brookings Institution. (Jan. 2011) p 118. 
32 5 Million Lives Campaign. “Getting Started Kit: Improved Care For Patients with Heart Failure How- To- 
Guide.” Institute for Healthcare Improvement. 2008. 
33Kohn L, Corrigan J, and Donaldson M, Editors. “To Err Is Human: Building a Safer Health System.” Institute 
of Medicine. 2000. 
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culture that encourages recognition and learning from errors, and an effective patient safety 
program. The follow-up document, Crossing the Quality Chasm, noted that in order to 
achieve a safer health system, health care has to be safe, effective, patient-centered, timely, 
efficient and equitable. Process improvement education and methodologies, with their 
emphasis on waste reduction and employee empowerment to solve problems at the 
operational level, help address all of these issues.  
 
The eligible safety net systems may select from among the projects described below, as 
specified, for inclusion in their Category 2 DSTI plans. 
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Project 2.1: Implement Care Management Interventions for Patients with Chronic Diseases 
 

Project Goal 
The goal of this project is to develop and implement chronic disease management interventions that 
are geared toward improving effective management of chronic conditions and ultimately improving 
patient clinical indicators, health outcomes and quality, and reducing unnecessary acute and 
emergency care utilization. Chronic disease management initiatives use population-based approaches 
to create practical, supportive, evidence-based interactions between patients and providers to improve 
the management of chronic conditions and identify symptoms earlier, with the goal of preventing 
complications and managing utilization of acute and emergency care.34 
 
Program elements may include the ability to identify one or more chronic health conditions or co-
occurring chronic health conditions that merit intervention across a hospital’s patient population, 
based on a hospital’s assessment of patients’ risk of developing complications, co-morbidities or 
utilizing acute or emergency services.  These chronic health conditions may include diabetes, 
congestive heart failure, chronic obstructive pulmonary disease, among others, all of which are prone 
to co-occurring health conditions and risks. 
 
Best practices such as the Wagner Chronic Care Model and the Institute of Chronic Illness Care’s 
Assessment Model may be utilized in program development.35  

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Identify one or more chronic disease patient populations that are at high risk for developing 

complications, co-morbidities, and/or utilizing acute and emergency care services. 

B. Review chronic care management best practices (e.g., Wagner Chronic Care model) and conduct 
an assessment of the hospital/health system to guide quality improvement efforts and evaluate 
changes in chronic illness care (e.g., the Institute of Chronic Illness Care’s Assessment of Chronic 
Illness Care—ACIC36). 

C. Assess common barriers for chronic disease patients to access necessary care and manage their 
chronic disease effectively using survey or focus group tools (e.g., the Institute of Chronic Illness 
Care’s Patient Assessment of Care for Chronic Conditions—PACIC37).  

D. Design and implement system for identifying chronic disease patients with difficulty managing 
their chronic disease. 

E. Implement care management intervention(s) targeting one or more chronic disease patient 

                     
34Rabe KF, Hurd S, et al. “Global Strategy for the Diagnosis, Management and Prevention of COPD.”  Global 
Initiative for Chronic Obstructive Lung Disease Revised 2011. 
35 Information on the Wagner Chronic Care Model  available at 
http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2 retrieved on March 11, 
2012, and http://www.grouphealthresearch.org/faculty/profiles/wagner.aspx retrieved on March 11, 2012. 
36 Developed as a practical tool to help teams improve care for chronic illness, the content of the ACIC was 
derived for specific evidence-based interventions for the six components of the Chronic Care Model.  Like the 
chronic care model, the ACIC addresses the basic elements for improving chronic illness care at the community, 
organizational, practitioner and patient level.  
37 PACIC measures specific actions or qualities of care, congruent with the chronic care model, that patients 
report they have experienced in the delivery system.   

http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2
http://www.grouphealthresearch.org/faculty/profiles/wagner.aspx%20retrieved%20on%20March%2011
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 

populations. Examples of interventions include, but are not limited to, implementation of: 

o Patient and family education initiatives, using evidence-based strategies such as: 

 Teach-back—to reinforce and assess if patient or learner is understanding 

 Patient self-management coaching. 

 Medication management 

 Nurse and/or therapist-based education in primary care sites or patients’ homes 

 Standardized teaching materials available across the care continuum. 

o Chronic disease management education programs for primary care, emergency department, 
homecare, skilled nursing facility, and/or health center staff.   

o Chronic disease care management protocols (e.g. standing orders, risk-assessments prior to 
discharge, medication management, etc.). 

o Pharmacist-led chronic disease medication management services in collaboration with 
primary care and other health care providers.38  

o Systems to schedule and track rapid follow-up appointments with primary care physicians, 
specialists, and/or homecare providers following an inpatient or emergency department 
discharge. 

F. Evaluate the intervention(s)’ impact on care management process improvements, patient clinical 
indicators, and quality.  

G. Identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader 
patient population, and identify key challenges associated with expansion of the intervention(s), 
including special considerations for safety-net populations. 

 
 
 
 
 
 

                     
38 Smith M, Bates DW, Bodenheimer T, Cleary P. “Why pharmacists belong in the medical home.” Health 
Affairs, 2010; 29(5):906–913. 
38,Crosby J, Grundy P, Rogers E. “Integrating Comprehensive Medication Management to Optimize Patient 
Outcomes.” Patient-Centered Primary Care Collaborative Medication Management Task Force. 2010. 
38 Giberson S, et al. “Improving Patient and Health System Outcomes through Advanced Pharmacy Practice, A 
Report to the U.S. Surgeon General. Office of the Chief Pharmacist.” U.S. Public Health Service Dec. 2011. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Identify one or more chronic 

disease patient populations 
that are at high risk for 
developing complications, 
co-morbidities, and/or 
utilizing acute and 
emergency care services. 

• Documentation of defined 
patient population  

• Internal hospital 
records/documentation 

2. Develop patient registry or 
manual logs to track target 
patient population with 
chronic disease/condition. 

• Working registry as 
evidenced by monthly 
reporting of target patient 
population admissions and 
readmissions  

• Hospital EHR and data 
warehouse 

3. Develop care protocols, 
policies and/or procedures to 
be followed for the target 
patient population with a 
chronic disease/condition. 

As evidenced by one or more of 
the following: 
• Documentation in the 

Hospital Meeting minutes 
of the creation and approval 
of said protocols, or 

• Copy of approved 
protocols, policies and/or 
procedures 

• Internal hospital 
records/documentation 

4. Share chronic disease care 
protocols for target patient 
group with community 
partners to improve care and 
communication across the 
continuum of care. 

• Identify community partners 
who will be vital to the 
chronic disease program 

• Utilizing the patient registry, 
reports will be developed to 
report on outcomes as they 
relate to patients referred to 
local partners for follow-up 

• Internal hospital 
records/documentation 

5. Implement program to 
schedule follow-up 
appointments with primary 
care physicians and/or 
specialists scheduled prior to 
discharge. 

• Reports from registry will 
be created to monitor 
discharge and the scheduling 
of follow-up care with the 
appropriate clinicians  

• Internal hospital 
records/documentation 



 

 MassHealth STCs Appendices H-J                                                                              Page 111 of 214                                                                                                                                                                                         
Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 

Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
6. Provide a risk assessment to 

target patient population with 
chronic disease/condition. 

• Risk assessment 
documented in patient 
record and registry to 
provide appropriate post-
discharge services 

• Hospital Project Coordinator, 
Case Management, 
Information Systems 

7. Make follow-up 
appointments for minimum 
number/ percentage of target 
patient group with a chronic 
disease/condition prior to 
discharge. 

• As documented by hospital 
report showing 
appointments made prior to 
discharge 

• Electronic discharge 
instructions, patient registry 

8. Target patient population 
with chronic 
disease/condition will be 
monitored to ensure 
adherence to the 
recommended medication 
regimen, unless 
contraindicated. 

• As measured by the # of 
patients adhering to the 
recommended medication 
regimen compared to the 
total number of patients 
following a medication 
regimen – using the patient 
registry 

• Internal hospital 
records/documentation 

9. Analyze hospital data to 
establish a baseline on “all 
cause” readmissions for 
target patient group with a 
chronic disease/condition. 

• Monthly tracking of all 
cause readmissions with 
subset of primary or 
diagnostic code of identified 
chronic diseases 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
10. Develop and implement 

patient training programs, 
education, and teaching tools 
for the target patient group to 
help them self-manage their 
chronic disease/condition 
(e.g., “teach-back” method, 
training on use of medical 
equipment, etc.). 

Metrics may include: 
• Assess, select, and/or 

develop patient education 
tools based on nationally 
recognized tools previously 
developed  

• Development of tool for 
documenting the existence 
of patient’s self-
management goals in patient 
record for patients with 
chronic disease(s) at defined 
pilot sites(s) 

• Establishment of training 
programs developed and 
conducted by clinicians 

• Internal hospital 
records/documentation 

11. Identify number of patients 
with self-management goals. 

• Document baseline measure 
of number of patients with 
self-management goals in 
patient record for patients 
with chronic disease(s) at 
defined pilot site(s) 

• Develop tool for 
documenting patient self-
management goals in patient 
record 

• Internal hospital 
records/documentation 

12. Develop and deploy 
educational materials and/or 
training programs for clinical 
staff related to specific 
chronic disease/condition. 

• Documentation of education 
materials and training 
programs 

• # of staff trained 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
13. Implement a pilot to improve 

care management of target 
patient group with a chronic 
disease/condition at primary 
care sites. 

• Copy of specific disease 
management protocol 

• Schedule of patient 
teaching/education sessions 
led by clinician or 
pharmacist 

• Internal hospital 
records/documentation 

14. Design and implement 
system, including the 
establishment of an internal 
working group, to identify 
Emergency Department 
patients who have difficulty 
managing a chronic 
disease/condition.  

• Documented 
parameters/criteria for 
identifying patients with 
barriers to managing a 
chronic condition 

• Working group membership 
list and meeting schedule 

• Internal hospital 
records/documentation 

15. Identify common 
complications and develop 
tracking tool of the same that 
could directly relate to 
increased Emergency 
Department visits or an 
uncontrolled chronic disease 
(e.g., diabetes). 

• Chronic disease tracking 
tool 

• Internal hospital 
records/documentation 

16. Identify additional needs of 
patients with chronic 
conditions to develop further 
strategies for care 
management including 
strategic partnerships with 
vendors, community 
agencies, and others to 
expand quality of care across 
the continuum. 

• Documentation of identified 
additional needs 

• Documentation of identified 
partners 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
17. Establish a medical record 

tracking system for target 
patient group.  

• Hospital electronic record 
flagging system 

• Documentation of list of 
hospital providers involved 
in care of patients with 
certain chronic conditions 

 

• Hospital electronic health 
record 

 

18. Design a process to facilitate 
treatment and rapid referral 
of patients who present at the 
Emergency Department with 
non-urgent chronic disease 
management needs that 
includes coordination with 
hospital outpatient clinic. 

• Documentation of referral 
protocol 

• Internal hospital 
records/documentation 

19. Regularly assess, update, and 
improve care management 
approaches/programs for 
patients with a chronic 
disease/condition. 

• Documentation of 
assessments and updated 
protocols/programs 

• Internal hospital 
records/documentation 

20. Create process measures to 
track patient compliance 
(e.g. preventable inpatient 
admissions, patients 
participating in chronic 
disease management 
program, follow-up 
appointment scheduling, no-
shows). 

• Documentation of medical 
record tracking system to 
follow outcomes of patient 
referrals 

• Baseline measurement of 
percentage of patients 
discharged with a chronic 
disease diagnosis who 
complete a scheduled follow 
up within X days of 
discharge.       

• Internal hospital 
records/documentation 

• Internal electronic health 
record (EHR) system and 
records; hospital-affiliated 
providers EHR records  
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
21. Establish baseline percentage 

of patients who were 
discharged with a targeted 
chronic disease diagnosis 
(e.g. heart failure, COPD, 
etc.) who answered that they 
agree or strongly agree to the 
question, “Did staff take my 
preferences and those of my 
family or caregiver into 
account in deciding what my 
healthcare needs would be 
when I leave the hospital?”  

• Baseline percentage of 
patients who were 
discharged with a targeted 
chronic disease diagnosis 
(e.g. heart failure, COPD, 
etc.) who answered that they 
agree or strongly agree to 
the question, “Did staff take 
my preferences and those of 
my family or caregiver into 
account in deciding what my 
healthcare needs would be 
when I leave the hospital?” 

• Patient follow-up phone call 
responses 

 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Number/percent of target 

patient group with a chronic 
disease/condition contacted 
by hospital within 24 to 48 
hours of hospital discharge 
(72 hours for weekend 
discharge). 

• Follow up calls will be 
documented in the outpatient 
EHR as evidenced by 
documentation of a sample 
of 10 charts or chronic 
disease log 

• Hospital Access 
Coordinator, Information 
Systems 

• Where possible, follow-up 
call documentation will 
reside within the patient 
registry; otherwise logs 
documenting follow-up 
phone calls will be created 
and made available for 
auditing 

2. Number/percent of the target 
population admitted to 
hospital with a chronic 
disease/ condition who are 
enrolled in the patient 
registry/entered into a 
manual log. 

• As measured using reports 
created from the patient 
registry /manual log 

• Hospital Task Force, 
Information Systems for all 
patients 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
3. Number/percent of target 

patient group with a chronic 
disease/condition that has a 
risk assessment. 

• Risk assessments 
documented in patient record 
and patient registry 

• Hospital Access 
Coordinator, Case 
Management, Information 
Systems 

4. Number/percent of target 
patient group with a chronic 
disease/condition that have 
follow-up appointments 
made prior to discharge. 

• As evidenced by hospital 
reports 

• Electronic discharge 
instructions; patient registry 

5. Number/percent of target 
patient group who complete 
a scheduled follow up within 
7 days of discharge. 

• X percent increase over 
baseline measurement 

• Internal electronic health 
record (EHR) system and 
records; hospital-affiliated 
providers EHR records  

6. Increase in number/percent 
of patients with self-
management goals for 
patients with chronic 
disease(s) at defined pilot 
site(s) compared to baseline. 

• X number or percent 
increase in number of 
patients with self-
management goals in patient 
record 

• Measurement and reporting 
of number of patients with 
self-management goals in 
patient record for patients 
with chronic disease(s) at 
defined pilot site(s) 
compared to baseline 

• Internal hospital 
records/documentation 

7. Increase in number of 
primary care sites to 
implement a chronic disease 
training program for 
clinicians.  

• Copy of training program 

• Records that training has 
occurred 

 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
8. Increase in number of 

primary care sites piloting a 
care management 
model/approach for target 
patient group with a chronic 
disease/condition.  

• Copy of specific disease 
management protocol 

• Schedule of patient 
teaching/education sessions 
led by clinician or 
pharmacist 

• Internal hospital 
records/documentation 

9. Number /percent of selected 
clinicians (e.g., RNs, 
pharmacists, RTs, etc.) 
educated on chronic disease 
program. 

• X number or percent of 
selected clinical staff 
educated on chronic disease 
program 

• Attendance records on 
education 

10. Number/ percent of patients 
meeting criteria for chronic 
condition at pilot site(s) 
contacted or receiving 
enhanced chronic disease 
condition services for patient 
education, self-management 
coaching, teach-back, 
medication management or 
other intervention. 

• Number or percent of 
patients contacted for 
intervention 

• Internal hospital 
records/documentation 

11. Track number of chronic 
disease inpatient admissions 
for specified chronic 
disease, such as HF, COPD, 
diabetes, depression, etc. 

• X percent decrease in the 
number of chronic disease 
inpatient admissions over 
measurement period 
 

• Internal hospital 
records/documentation 

12. Track percent of patients 
who participate in select 
chronic disease program. 

• X percent increase in the 
number of patients 
participating in select 
chronic disease program 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
13. Using chronic disease 

tracking tool developed in 
Year 1, assess prevalence of 
diabetes complications in 
patients presenting for 
evaluation at their first 
follow-up appointment. 

• Analysis of data captured by 
chronic disease tracking tool 

• Internal hospital 
record/documentation 

14. Expanding on identified 
complications and/or 
comorbidities to measure the 
percentage of follow-up care 
in the appropriate care 
settings in select clinics. 

• Documentation of follow up 
visits in all identified 
outpatient clinics 

• Internal hospital 
records/documentation 

15. Percentage of patients who 
were discharged with a 
targeted chronic disease 
diagnosis (e.g. heart failure, 
COPD, etc.) who answered 
that they agree or strongly 
agree to the question, “Did 
staff take my preferences 
and those of my family or 
caregiver into account in 
deciding what my healthcare 
needs would be when I leave 
the hospital?” 

• X percent increase in the 
number of patients who were 
discharged with a targeted 
chronic disease diagnosis 
(e.g. heart failure, COPD, 
etc.) who answered that they 
agree or strongly agree to the 
question, “Did staff take my 
preferences and those of my 
family or caregiver into 
account in deciding what my 
healthcare needs would be 
when I leave the hospital?” 

• Patient follow-up phone call 
responses 
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Project 2.2: Establish a Chronic Disease Registry 
 

Project Goal 
The goal of this project is to develop and implement a disease management registry for one or more 
patient populations diagnosed with a selected chronic disease. By tracking key patient information, a 
disease registry can help physicians and other members of a patient’s care team identify and reach out 
to patients who may have gaps in their care in order to prevent complications, which often lead to 
more costly care interventions.39 A disease registry can assist physicians in one or more key processes 
for managing patients with a chronic disease, including: 
 
1. Prompt physicians and their teams to conduct appropriate assessments and deliver condition-

specific recommended care; 

2. Identify patients who have missed appointments, are overdue for care, or are not meeting care 
management goals; 

3. Provide reports about how well individual care teams and overall provider organizations are doing 
in delivering recommended care to specific patient populations; and 

4. Stratify patients into risk categories in order to target interventions toward patients with the 
highest needs. 

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Identify one or more chronic disease patient populations that are at high-risk for hospital 

readmissions and high utilization of health care services. 

B. Identify patient care registry system requirements relevant to the chronic disease patient 
population(s). 

C. Assess existing IT platforms for possible patient registry functionality and/or interface. 

D. Review current and future state of workflow and identify barriers to implementation. 

E. Select an appropriate chronic disease registry solution that meets the needs of the patient 
population. 

F. Educate and train clinical and/or administrative staff on use of chronic disease registry. 

G. Implement and utilize disease management registry for target chronic disease populations. 

H. Develop and implement testing to evaluate the accuracy of the registry and effectiveness in 
addressing treatment gaps and reducing preventable acute care. 

 

                     
395 Million Lives Campaign. “Getting Started Kit: Improved Care For Patients with Heart Failure How- To- 
Guide.” Institute for Healthcare Improvement. 2008.  
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Assess chronic disease 

registry functionality in 
electronic health record 
(EHR) systems. 

• Review and analyze 
functionality and interface 
capability for EHR systems 
used by hospitals and 
affiliated physician practices 
to determine if they have 
necessary elements for a 
chronic disease registry. 
Necessary elements may 
include inpatient admissions, 
emergency department visits, 
test results, medications, 
weight, activity level 
changes and/or diet changes 

• EHR systems 

2. Develop an interface plan 
between EHR systems used 
by hospital and affiliated 
physician office practices. 

• Production of interface 
model 

• EHR systems 

3. Issue Request for Proposal 
for a chronic disease 
registry.  

• Analyze responses from top 
vendors to determine gaps in 
hospital/physician practice 
EHR systems to support a 
chronic disease registry 

• Documentation of RFP 

4. Select appropriate IT 
solution based on system 
functionality and procure a 
chronic disease registry. 

• Procurement contract • Documentation of contract 

5. Evaluate workflow and use 
of chronic disease registry 
using Lean methodology. 

• Review current and future 
state of workflow using 
chronic disease registry and 
identification of barriers to 
implementation 

• Review of Lean event 

6. Identify hospital and 
affiliated organization staff 
that will use the chronic 
disease registry. 

• Develop list of users by 
location and by priority of 
use by functional area 

• List of users 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
7. Develop an implementation 

plan for a chronic disease 
registry. 

• Development of 
implementation plan 

• Documentation of plan 

8.  Pilot test the selected 
chronic disease registry. 

• Evaluate and identify gaps in 
information exchange in the 
registry within the hospital’s 
identified staff and 
departments 

• Implementation and testing 
plan 

9. Identify target patient 
population with chronic 
disease to be entered into the 
registry. 

• Document patients to be 
entered into the registry 

• Internal hospital 
records/documentation 

10. Develop and implement test 
plan to determine accuracy 
of information populated 
into the registry. 

• Implement and document 
results of test plan 

• Test plan 

11. Educate and train staff on 
the chronic disease registry. 

• Documentation of training 
materials/attendance 

• Attendance list and 
educational content 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Go-Live – Enter patient 

information in the disease 
registry for target patient 
population with chronic 
disease. 

• Identify gaps, via a review of 
the identified registry 
elements above, in treatments 
as identified Best Practices 
for the target patient 
population with a chronic 
disease  

• Documentation of patients 
entered and gaps identified 

2. Identify patients with 
chronic disease entered into 
registry who receive 
discharge instructions 
appropriate for their chronic 
disease such as: activity 
level, diet, medication 
management, etc. 

• X percent increase of patients 
with chronic disease who 
receive appropriate disease 
specific discharge 
instructions.  

• Chronic disease registry and 
hospital her 
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Project 2.3: Implement Improvements in Care Transitions 
 

Project Goal 
The goal of this project is to implement improvements in care transitions and coordination of care 
from inpatient to outpatient, post-acute care, and home care settings in order to prevent increased 
health care costs and hospital readmissions. Care transitions refer to the movement of patients from 
one health care provider or setting to another. For people with serious and complex illnesses, 
transitions in setting of care—for example from hospital to home or nursing home, or from facility to 
home- and community-based services—have been shown to be prone to errors.40 Safe, effective, and 
efficient care transitions and reduced risk of potentially preventable readmissions require cooperation 
among providers of medical services, social services, and support services in the community and in 
long-term care facilities. High-risk patients often have multiple chronic diseases.  The implementation 
of effective care transitions requires practitioners to learn and develop effective ways to successfully 
manage one disease in order to effectively manage the complexity of multiple diseases.41The 
discontinuity of care during transitions typically results in patients with serious conditions, such as 
heart failure, chronic obstructive pulmonary disease, and pneumonia, falling through the cracks, which 
may lead to otherwise preventable hospital readmission. 42The goal is to ensure that the hospital 
discharges are accomplished appropriately and that care transitions occur effectively and safely.  

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following elements: 
A. Develop a cross-continuum team comprised of clinical and administrative representatives from 

acute care, skilled nursing, ambulatory care, health centers, and home care providers.  

B. Conduct an analysis of the key drivers of 30-day hospital readmissions using a chart review tool 
(e.g. the Institute for Healthcare Improvement’s (IHI) State Action on Avoidable Re-
hospitalizations (STAAR43) tool) and patient interviews. 

C. Identify baseline top readmission diagnoses and populations at high risk for readmissions, 
including mental health and substance abuse. 

D. Review best practices from a range of models (e.g. RED44, BOOST45, STAAR, INTERACT46, 
Coleman47, Naylor48, GRACE49, BRIDGE50, etc.). 

                     
40Coleman EA. “Falling Through the Cracks: Challenges and Opportunities for Improving Transitional Care for 
Persons with Continuous Complex Care Needs.”  Journal of the American Geriatrics Society (2003) 51:549-555 
41 Rittenhouse D, Shortell S, et al. “Improving Chronic Illness Care: Findings from a National Study of Care 
Management Processes in Large Physician Practices.” Medical Care Research and Review Journal  (2010) 67(3): 
301-320 
42 Coleman, E., Parry, C., et. al.  “The Care Transitions Intervention: a patient centered approach to ensuring 
effective transfers between sites of geriatric care.“ Home Health Care Serv Q  (2003) 22 (3): 1-17 
43 IHI launched State Action on Avoidable Re-hospitalization (STAAR) Initiative in May 2009 – a ground breaking, 
multi-state, multi-stakeholder approach to dramatically improve the delivery of effective care at a regional scale.  
The STAAR initiative aims to reduce re-hospitalization by working across organizational boundaries and by 
engaging payers, stakeholders at the state, regional and national level, patients and families, and caregivers at 
multiple care sites. 
44 The Re-engineered Hospital Discharge, known as Project RED, is designed to re-engineer the hospital workflow 
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following elements: 
E. Identify and prioritize evidence-based strategies and clinical protocols that support seamless care 

transitions and reduce preventable 30-day readmissions. 

F. Implement one or more pilot intervention(s) in care transitions targeting one or more patient care 
units or a defined patient population. Examples of interventions include, but are not limited to, 
implementation of: 

a. Discharge checklists 

b. “Hand off” communication plans with receiving providers 

c. Wellness initiatives targeting high-risk patients 

d. Patient and family education initiatives including patient self-management skills and 
“teach-back” 

e. Post-discharge medication planning 

f. Early follow-up such as homecare visits, primary care outreach, and/or patient call-backs. 

G. Evaluate the intervention(s) impact on readmissions and patient care and identify “lessons 
learned,” opportunities to scale all or part of the intervention(s) to a broader patient population, 
and identify key challenges associated with expansion of the intervention(s), including special 
considerations for safety-net populations.  

 
 
 

                                                                  
process and improve patient safety by using a nurse discharge advocate who follows 11 discrete, mutually 
reinforcing steps shown to improve the discharge process and decrease hospital readmissions.   
45 Better Outcomes for Older Adults through Safe Transitions, a 2009 Society of Hospital Medicine (SHM) initiative 
working with hospitals to reduce readmission rates by providing them with proven resources and monitoring to 
optimize the discharge transition process, and enhance patient and family education practices 
46 Interventions to Reduce Acute Care Transfers (INTERACT) is a quality improvement program that focuses on the 
management of acute change in resident conditions.  Developed by the Georgia Medical Care Foundations with 
support from CMS. 
47 The Care Transitions Intervention Program is a model developed by Dr. Eric Coleman in response to the need for 
a patient-centered interdisciplinary intervention that address continuity of care across multiple settings and 
practitioners.  
48 Also referred to as the Transitional Care Model (TCM) Naylor is an intensive nurse-led care management 
program provided to high-risk seniors during and after hospitalization.   
49 Geriatric Resources for Assessment for the Care of Elders model is a physician/practice-based care coordination 
model.  GRACE is conducted for a long term/indefinite amount of time and requires a nurse practitioner and social 
worker. 
50 A novel hospital-to-home transition program for patients with cardiovascular disease which has shown to 
significantly reduce 30-day readmission rates and emergency department visits. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1.  Establish Task Force or 

Team to support or lead 
project. 

• Establishment of Task 
Force or Team 

• Documentation of task 
force or team 

2. Collect information and /or 
analyze data on factors 
contributing to preventable 
readmissions within 30 days.  

Metrics may include:  
• Conduct a minimum of 10 

interviews with 
patient/family members 
regarding an occurrence of a 
preventable 30 day hospital 
readmission 

• Review interview data 
conducted by 
multidisciplinary team 

• Improve electronic 
reporting of readmission 
data 

• Develop an electronic report 
on readmission data 

• Chart review Reports 

• Determine baseline metric 
for all cause 30 day 
readmission 

• Identification of key factors 
including primary and 
additional diagnoses such as 
CHF, DM, COPD and 
mental health/substance 
abuse that increase 
likelihood of preventable 30 
day readmissions 

• Documented summary of 
interview results  

• Report template on 
readmission 

• Minutes of meetings 
analyzing interview results 

• Report on readmission data 

• Report listing key 
contributing factors 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
3. Identify baseline high-risk 

Diagnostic-related Groups 
(DRGs) by analyzing 30-day 
readmissions for acute care 
and home care patients. 

• Documentation of chart 
review (e.g., STARR Chart 
review report) 

• Documentation of Chart 
Review Report 

4. Hire clinician(s) with care 
transition/disease 
management expertise. 

• Position offer letters • Documentation of position 
of offer letters/ Human 
Resources records 

5. Develop an assessment tool 
to identify patients who are at 
high risk for readmission. 

• Multidisciplinary committee 
approves assessment tool 

• Approved sample tool and 
meeting minutes 

6. Identify evidence-based 
frameworks that support 
seamless care transitions and 
impact preventable 30-day 
readmissions. 

• Selection of an evidence 
based framework 

• STAAR meeting minutes 
displaying the selection of 
evidence based framework 

7. Pilot test care management/ 
intervention approaches at 
selected provider sites 
(inpatient or outpatient). 

Metrics may include: 
• Implementation of at least 2 

evidence based 
interventions on a pilot unit; 
or 

• Implementation of pilot 
disease management 
program at one physician 
group practice 

• Detailed implementation 
plan 

8. Analyze pilot test results.  • Pilot report • Copy of report 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
9. Develop plan (s) for a (1) 

hospital care transition 
process or (2) home-base 
disease management program 
for high-risk patients, or (3) 
to provide care management 
tools and health information 
exchanges with area 
physician groups and other 
post-acute providers. 

• Care management tool and 
HIE Plan  

• Transition Process 
Improvement Plan 

• Home-base disease 
management plan 

• Internal hospital 
records/documentation 

10. Conduct study to determine 
feasibility of providing a 
wellness program on hospital 
campus for patients with high 
risk diagnoses. 

• Hospital wellness plan • Internal hospital 
records/documentation 

11. Increase number of RN hours 
allocated to home-based 
disease management 
program. 

• Increase RN hours for 
Home Care program  

• Documentation of RN hours 
increase 

12. Conduct baseline study and 
annual reassessments of at 
least X high-risk patients 
readmitted to hospital < 30 
days to determine interval 
between hospital discharge 
and visit to PCP. 

• Study of at least X high risk 
patients readmitted in less 
than 30 days to hospital in a 
given year 

• Internal hospital 
records/documentation 

13. Collect baseline patient-
centered measures for X 
number of high-risk patients. 

• Baseline report on high-risk 
patients 

• Internal hospital 
records/documentation 

14. Educate appropriate clinical 
staff on key contributing 
factors to preventable 
readmissions. 

• Educational sessions with 
key clinical staff 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
15. Dedicate additional 

Advanced Practice RN 
resources to provide a bridge 
visit to high risk patients 
between hospital discharge 
and PCP visit. 

• Advanced Practice RN 
position descriptions and 
work schedule 

• Documentation of 
Advanced Practice RN 
position descriptions and 
work schedule 

16. Re-engineer hospital 
discharge process for all 
admitted patients. 

• Development of high-risk 
tool and discharge checklist 

• Documentation of high risk 
tool and discharge check list 

17. Develop reports and studies 
on lessons learned and share 
with health care community. 

• Development of “Lessons 
Learned” report 

• Internal hospital 
records/documentation 

18. Implement enhanced 
assessment tool for inpatients 
with substance abuse and 
behavioral health issues. 

• Multidisciplinary committee 
approves assessment tool 
 

• Documentation of 
committee approval of tool 
 

19. Identify community-based 
care transition partners. 

• Number of care transition 
partners 

• Number of partner post-
acute facilities  

• Internal hospital 
records/documentation 

20. Assess current knowledge / 
barriers to implementing 
evidence-based care 
transition tool or framework. 

• Completion of survey or 
report 

• Internal hospital 
records/documentation 

21. Train hospital staff on 
standard use of evidence-
based care transition tool or 
framework. 

• X% of hospital staff trained • Internal hospital 
records/documentation 

22. Train post-acute partners on 
standard use of evidence-
based care transition tool or 
framework. 

• X% of post-acute partners 
trained 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
23. Document workflow protocol 

including use of evidence-
based care transition tool or 
framework. 

• Completion of written 
workflow protocol 

• Internal hospital 
records/documentation 

24. Implement workflow 
protocol including use of 
evidence-based care 
transition tool or framework. 

• Dissemination of written 
workflow protocol to 
appropriate staff 

• Internal hospital 
records/documentation 

25. Establish baseline measure 
for the percentage of “High 
Risk” patients with 
customized care plans before 
discharge. 

• Percentage of “High Risk” 
patients with customized 
care plans before discharge 

• Report on “High Risk” 
patients with customized 
care plan before discharge 

26. Creation of Patient 
Experience of Care Council 

• Council creation 

• Meeting minutes 

• Internal hospital 
records/documentation 

27. Gap analysis regarding 
patient communication with 
doctors, nurses, and/or 
discharge information. 

• Analysis complete • Internal hospital 
records/documentation 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Implement home-based 

disease management 
program for high-risk 
patients with enrollment 
target of X patients. 

• Home health certification 
and plan of care signed by 
RN and patient’s PCP 

• Home health certification 
and plan of care 

2. Implement trial use of warm 
handoffs (a clinician to 
clinician real time live 
communication) for adult 
inpatients being discharged 
to alternative care settings 

• Warm Handoffs used for X 
percent of target population 
transitioned from adult 
inpatient units to alternative 
care settings (e.g., area 

• Report on percentage of 
adult transfers to alternative 
care settings during which 
warm handoff occurred 
(e.g., area SNFS, Rehabs, 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

(.e.g., SNFs, Rehabs, and 
PCMH’s ). 

SNFS, Rehabs, PCMH’s) 

 

PCMH’s) 

3. Expand warm handoffs on 
target patient population. 

• Increase expand warm 
handoffs to X percent of 
target patient population 

• Report on percentage of 
adult transfers to alternative 
care settings during which 
warm handoff occurred 

4. Educate X % of selected 
hospital clinicians (e.g. RNs, 
hospitalists) on use of teach-
back methodologies. 

• X percent of targeted 
hospital clinicians are 
educated on teach-back 
methodology 

• Minutes and attendance lists 
of meeting 

5. Implement use of teach-back 
methodology for X percent 
of target high-risk patient 
group.  

• Sample target high risk 
patient group to determine 
percentage who experience 
teach-back and assess 
impact on readmission rates 

• Report on percentage of 
sampled high-risk patients 
who experienced teach-back 
methodology 

6. Use of evidence-based care 
transition tool or framework 
by hospital staff. 

• X% utilization by hospital 
staff 

• Internal hospital 
records/documentation 

7. Use of evidence-based care 
transition tool or framework 
by post-acute partner staff. 

• X% utilization by post-acute 
staff 

• Internal hospital 
records/documentation 

8. Improve patient 
communication with doctors. 

• Xth percentile in HCAHPS: 
Communication with 
Doctors 

• Press Ganey 

9. Improve patient 
communication with nurses. 

• Xth percentile in HCAHPS: 
Communication with Nurses 

• Press Ganey 

10. Improve patient 
communication regarding 
discharge. 

• Xth percentile in HCAHPS: 
Discharge Information 

• Press Ganey 

11. Improvement in percentage 
of “High Risk” patients with 

• X percent improvement in 
percentage of “High Risk” 

• Report on “High Risk” 
patients with customized 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

customized care plans before 
discharge 

patients with customized 
care plans before discharge 

care plan before discharge 

12. Increase number or percent 
of target inpatient population 
screened for a substance 
abuse or mental health 
disorder that receive an 
enhanced assessment. 

• X percent increase in target 
inpatient population 
screened for a substance 
abuse or mental health 
disorder who receive an 
enhanced assessment 

• Social work log books 

13. Increase number or percent 
of target inpatient population 
with a substance abuse or 
mental health disorder 
discharged to home who 
underwent an enhanced 
assessment for whom 
clinicians made follow up 
calls (two attempts) to 
review treatment plans and 
assess compliance. 

• X percent increase in follow 
up phone contacts (at least 2 
attempts) made by hospitals 
to target inpatient 
population with a substance 
abuse or mental health 
disorder discharged to home 
and underwent an enhanced 
assessment  

• Social work logbooks 

14. Reduce admissions from 
targeted post-acute 
population. 

• X% reduced readmissions 
from specified post-acute 
population 

• Internal hospital 
records/documentation 

15. Reduce all-cause 
readmissions for post-acute 
settings. 

• X% reduced all-cause 
readmissions from specified 
post-acute setting 

• Internal hospital 
records/documentation 
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Project 2.4: Develop or Expand Projects to Re-Engineer Discharge Processes 

 
Project Goal 
Comprehensive discharge processes -- wherein the patient and the hospital share an understanding of 
care and follow up plans -- are critical to successful implementation of accountable care models. To 
prepare in this regard, hospitals may need to refine, and in some cases re-engineer, their existing 
discharge processes to reduce unnecessary readmissions, increase adherence to follow up care 
recommendations and thrive under alternatives to fee-for-service payments. Projects will focus on 
standardizing and personalizing the complex hospital discharge process to reduce unnecessary 
readmissions and improve quality, thereby better positioning the hospital system for success in a 
global payment environment. 

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Design and Implement Re-Engineered Discharge process for specified categories of patients 

B. Educate the patient about diagnosis throughout the hospital stay. 

C. Make appointments for follow-up and post discharge testing, with input from the patient about 
time and date. 

D. Discuss and document with the patients any tests not completed in the hospital 

E. Organize post discharge services. 

F. Confirm the medication plan. 

G. Reconcile the discharge plan with national guidelines and critical pathways. 

H. Review with the patient appropriate steps of what to do if a problem arises. 

I. Expedite transmission of the discharge summary to clinicians accepting care of the patient. 

J. Give the patient a written discharge plan. 

K. Assess the patient’s understanding of the discharge plan. 

L. Call the patient 2 -3 days after discharge to reinforce the discharge plan and help with problem 
solving. 

M. Train clinicians and other staff to utilize new processes appropriately.  

N. Perform data analysis to track readmissions for participating patients. 

O. Identify common issues upon discharge from acute care setting. 

P. Coordinate with post-acute care providers regarding discharge processes. 

Q. Improve communication tools between acute and post-acute providers. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Develop and staff a re-

engineered discharge process 
plan (RED) for 
implementation with 
targeted adult medical 
patients at a hospital. 

• Project RED staffing plan 
• RED program description 
• Project RED patient criteria 

• CMS Readmissions criteria 
• Internal hospital 

records/documentation 

2. Implement RED for X 
number of hospitalized 
adults from one Medicaid 
MCO. 

• Copy of hospital’s 
implementation plan 

• Copy of report on number of 
patients participating in RED 

• Internal hospital 
records/documentation 

3. Using one X# of payer(s)’ 
claims data, establish 
baseline data to be used in 
tracking designated hospital 
patients receiving RED. 

• Copy of baseline report • Payer Data 

4. Design process to streamline 
and implement RED with 
additional population in a 
designated hospital’ unit for 
adult medical patients across 
all payers.  Redesign staffing 
component to better 
integrate RED into the daily 
workflow of the inpatient 
unit. 

• Copy of RED redesigned 
process description for new 
unit 

• Copy of RED staffing plan 
for new unit 

• Internal hospital 
records/documentation 

5. Using hospital data, establish 
baseline data to be used in 
tracking designated hospital 
patients from additional 
hospital unit who will be 
receiving RED. 

• Copy of baseline report • Internal hospital 
records/documentation 

6. Based on results of Project 
RED demos, recommend 
hospital-wide strategy to 
reduce avoidable 
readmissions. 

• Copy of Project RED cost-
benefit analysis 

• Copy of hospital wide 
readmissions policy report 

Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
7. Identify RED tool(s). • Identification  Documentation of 

recommendation 
8. Identify community-based 

partners. 
• Internal records identifying 

partners 
Internal hospital 
records/documentation 

9. Provide staff training on 
RED tool(s). 

• Documentation of training Internal hospital 
records/documentation 

 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1.   Increase number of patients 

in Project RED by X 
percent. 

• Copy of hospital’s 
Implementation Plan for new 
inpatient unit 

• Copy of Report on number of 
patients participating in RED 
through Medicaid MCO 

• Copy of Report on number of 
patients participating in RED 
through one designated 
hospital unit 

• Hospital and Insurer Data 
 

2.   Track number of readmitted 
patients from X payer(s) 
that received project RED 
using a methodology similar 
to one used by CMS for 
counting “all cause 
readmissions” against 
established baseline. 

• Copy of payer-specific all 
cause readmission for 
participating RED patients at 
hospital report comparing 
hospital readmission to Year 
X 

• Payer data 

3.   Track number of 
participating RED patients 
from one hospital unit 
readmitted to same hospital 
against established baseline. 

• Copy of readmissions report 
for participating RED 
patients at designated hospital 
unit comparing hospital 
readmission to Year X 

• Internal hospital 
records/documentation 

4. Hospital utilization of RED 
tool or procedure. 

• X% utilization • Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
5. Track and report on post-30, 

60, and 90 day emergency 
room (ER) visit for patients 
discharged through Project 
RED. 

• Copy of tracking report  • Internal hospital 
records/documentation 
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Project 2.5: Implement Primary Care Based System of Complex Care Management for High 
Risk Population(s) 

 
Project Goal 
This project’s goal is to develop and implement a primary care-based system of complex care 
management to improve patient health and reduce unnecessary costs for safety-net patients determined 
to be at high risk.  High-risk populations may be defined by the hospital’s population specific criteria, 
including a combination of factors such as recent inpatient or emergency room utilization or 
utilization of high-cost health care services, risk stratification based on utilization and clinical 
indicators, poor control of a chronic disease (medical and behavioral), and/or patients who have an 
acute change in their medical, social or behavioral health condition. Primary care-based care 
management or complex care management teams will provide complex care management of medical 
conditions and behavioral health conditions as well as coordinate a range of social service supports 
such as effective patient engagement, housing, transportation, nutrition. These teams will also 
coordinate with inpatient, emergency department, and post-acute care management systems to 
facilitate a seamless care transition experience for patients.  
 
Safety-net patients have complex health care needs and utilization behaviors that are significantly 
different than and far exceed expected patterns in the commercial population.51 Development of 
primary care-based systems of care management has been linked to substantial improvements in 
quality of care and reduced cost.52  Safety-net patient populations face not only co-occurring medical 
and mental health concerns but also social acuity, including linguistic, cultural, literacy, economic, 
psychological or cognitive barriers. These social determinants can factor into missed appointments, 
no-shows for follow-up tests, medication problems, disease progression and health care utilization 
patterns. The discontinuity of care can lead to otherwise preventable complications and/or hospital 
admissions and emergency room use. Projects under this heading will attempt to address these 
challenges through comprehensive care management programs for complex patients.  

 
 
 
 
 
 
 
 
 
 
 

                     
51 Tang, N. et al. “Trends and Characteristics of U.S. Emergency Department Visits 1997-2007.” JAMA (2010) 
304(6): 664-670. 
52 Cosway R, et al.  “Analysis of Community Care of North Carolina Cost Savings.” Milliman, Inc. 2011.  
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Define population of patients determined to be at high risk for utilization of high-cost health care 

services based on available clinical and administrative data (e.g. payer data, emergency room and 
hospital discharge logs, health records or registries identifying patients with a poorly controlled 
chronic disease, etc.). 

B. Develop a multi-disciplinary team-based framework for a primary care-based complex care 
management model for high-risk patients. 

C. Identify competencies and qualifications required for members of the primary care complex care 
management team. 

D. Develop and implement reports and/or EMR capabilities to designate high-risk patients. 

E. Design, develop, and implement integrated care plans for use with high-risk patients enrolled in a 
primary care-based system of complex care management. 

F. Enroll high-risk patients in primary care-based complex care management model in one or more 
primary care sites. 

G. Evaluate the effectiveness of the initial or pilot site primary care-based complex care management 
model in areas that may include addressing treatment gaps, reducing missed appointments, 
inpatient or emergency care patterns or follow-up, improving patient engagement or satisfaction, 
and/or wellness/clinical indicators. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Develop primary care-based 

complex care management 
program for high-risk 
patients including the 
methodology for identifying 
high-risk patients and the 
multi-disciplinary 
framework for the program. 

• Submission of care 
management workgroup 
minutes and 
recommendations that 
include a multidisciplinary 
framework for a primary 
care-based care 
management program for 
high-risk patients 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
2.   Develop a report of high- 

risk patients and deliver 
these in a timely way to 
primary care-based complex 
care management staff. 

• Submission of sample 
multi-payer report delivered 
to participating primary care 
sites 

 

• Internal records that 
incorporate payer data 

3.   Develop job requirements 
and/or identify 
competencies for members 
of the primary care complex 
care management team 
(such as community health 
workers, RN clinical care 
managers, social workers). 

• Submission of revised job 
descriptions and/or 
competencies for 
community health worker, 
nurse and social worker 
with integration of care 
management competencies 

• Internal hospital 
records/documentation 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1.   Implement primary care-

based complex care 
management program for 
high-risk patients at X 
number of primary care 
sites.  Hospital may 
increase the number of 
participating primary care 
sites over the 
demonstration years. 

 
 

Metrics may include: 
• Create a way to designate high-

risk patients in the EMR for 
participating primary care sites 

• Enroll high- risk patients into 
the complex care management 
program at X number of 
participating primary care sites 

• Create a report to identify the 
number of patients enrolled in 
the complex care management 
program 

• Create baseline reports for:   
 the number of patients 

enrolled in the complex 
care management program 
at initial pilot sites and,  

 the % of patients enrolled 
in the complex care 
management program who 

• Submission of EMR screen 
shot illustrating patient 
identified as receiving 
complex care management 

• EMR reports 
• Care management report 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

have a documented care 
plan during the 
measurement period at X 
number of initial 
participating primary care 
sites 

2.   Expand primary care-
based complex care 
management program for 
high-risk patients to X 
number of additional 
primary care sites. 

• Increase number of primary 
care sites participating in the 
complex care management 
program for high-risk patients 

 

• Care Management Report 
from EMR 

 

3.  Increase the number of 
patients enrolled in the 
complex care management 
program by X percentage 
increase at X primary care 
sites. 

• Increase the number of patients 
enrolled in the complex care 
management program by X 
percent over the baseline 
established across the X 
primary care sites 

• Care management report 
from EMR 

 
 

4. Monitor care management 
plans developed for high 
risk patients enrolled in 
the complex care 
management program 
across participating 
primary care pilot site(s).”   

• # and % of patients enrolled  in 
the complex care management 
program that have a care plan 
that has been developed by the 
care manager with input from 
the care team during the 
measurement period. 

• EMR 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
5. Evaluate the effectiveness 

of the initial or pilot site 
primary care-based 
complex care management 
model in areas that may 
include addressing 
treatment gaps, reducing 
missed appointments, 
inpatient or emergency 
care patterns or follow-up, 
improving patient 
engagement or 
satisfaction, and/or 
wellness/clinical 
indicators. 

• Written report • Internal hospital 
records/documentation 
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Project 2.6: Establish a Multi Disciplinary Education and Simulation Center 
 
Project Goal 
The goal of this project is to improve patient safety and quality and to improve the delivery of 
high-quality health care through education, training and research. Programs will utilize 
experiential, simulated scenarios and participatory courses to focus on effective communication, 
collaboration, crisis management and cultural competency.  A multidisciplinary team approach— 
rather than a traditional, siloed approach—will be utilized to allow for training, in a true 
simulated environment, of all related hospital staff responsible for the care and treatment of 
patients (e.g. physicians, nurses, pharmacists, etc.).  Curricula will be designed to reflect this 
multidisciplinary approach and to address the multicultural needs of a safety net population.  The 
project will focus on continuous quality improvement and will consist of the creation of a state-
of-the-art, centralized simulation and education center for its core community, including 
clinicians, residents, students, nurses, pharmacists, allied health professions and potentially the 
community at large for certification courses. The Simulation Center will accommodate the needs 
of multiple departments, including surgery, anesthesiology, nursing, pediatrics, medicine, and 
obstetrics/gynecology.  
 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Design, staff, and open a dedicated, multi-disciplinary Simulation and Education Center. 

B. Create a Simulation Center clinical implementation work group. 

C. Identify training programs to be offered. 

D. Develop curriculum and materials for multidisciplinary team training programs. 

E. Train multidisciplinary team members across hospital. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with 
their associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Identify and design space 

for creation of a 
Simulation Center. 

• Documentation that space 
has been identified 

• Documentation that the 
Center has been designed 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with 
their associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
2. Create Simulation Center 

clinical implementation 
workgroup and identify 
training programs to be 
offered; begin planning 
for implementation. 

• Provide list of Simulation 
Center workgroup 
members and meeting 
agenda 

• Provide outline of 
recommended list of 
Simulation Center 
training programs for 
SFY 2013 and 2014 

• Simulation Center Training 
Summary 

 

3. Develop curriculum 
materials for initial 
Simulation Center 
training program after 
thorough review of the 
literature. 

• Copy of curriculum 
materials 

• Summary of literature 
review 

 
 

• Hospital Simulation Center 
training materials 

 

4. Develop materials for 
additional training teams. 

• Copy of additional 
training materials 

• Hospital Simulation Center 
training materials 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with 
their associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1.   Provide training to X 

number of clinical staff. 
• Documentation of 

training to X number 
of clinical staff, 
including pre- and 
post-skills 
assessments, where 
applicable. 

• Hospital Simulation Center 
attendance records 
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Project 2.7: Implement Process Improvement Methodologies to Improve Safety Quality and 
Efficiency 

 
Project Goal 
The goal of this project is to implement process improvement methodologies to improve safety, 
quality, and efficiency.  Hospitals may design customized initiatives based on various process 
improvement methodologies such as Lean, Care Logistics, Nurses Improving Care for Healthsystem 
Elders (NICHE) among others.   
 
For example, the Lean methodology as applied to medicine evaluates the use of resources, measures 
the value to the patient, considers the use of resources in terms of their value to the patient, and 
eliminates those that are wasteful.  Using methodologies such as Lean that are proven to eliminate 
waste and redundancies and optimize patient flow, hospitals may customize a project that will develop 
and implement a program of continuous improvement that will increase communication, integrate 
system workflows, provide actionable data to providers and patients, and identify and improve models 
of patient-centered care that address issues of safety, quality, and efficiency. Implementation 
frequently requires a new “operational mindset” using tools such as Lean to identify and progressively 
eliminate inefficiencies while at the same time linking human performance, process performance and 
system performance into transformational performance in the delivery system.53  The process 
improvement, as a further example, may include elements such as identifying the value to the patient, 
managing the patient’s journey, facilitating the smooth flow of patients and information, introducing 
“pull” in the patient’s journey (e.g. advanced access), and/or continuously reducing waste by 
developing and amending processes awhile at the same time smoothing flow and enhancing quality 
and driving down cost.54 
 
Furthermore, projects designed and implemented using the Care Logistics™ patient-centered, care 
coordination model involves managing the simultaneous logistics of a patient moving through the 
hospital.  It may be used to help hospitals transform their operations to improve patient flow into cross 
departmental hubs and provide actionable data in real-time on key performance indicators, such as, 
but not limited to, length of stay, patient flow times, discharge process times, re-admission rates, and 
patient, provider and staff satisfaction.55 
 
In addition, hospitals may design a process improvement initiative utilizing the NICHE program 
framework, which aims to facilitate the infusion of evidence-based geriatric best practices throughout 
institutions to improve nursing care for older adult patients.  NICHE is based on the use of principles 
and tools to support a systemic change in nursing practice and in the culture of healthcare facilities to 
achieve patient-centered care.56  

 
 
 
 

Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
                     
53 Oujiri J, Ferrara C. “The Phoenix Project – Integrating Effective Disease Management Into Primary Care Using 
Lean Six-Sigma Tools.” Duluth Clinic Presentation. 2010. 
54 Bibby J. “Lean in Primary Care:  The Basics – Sustaining Transformation.” Asian Hospital and Healthcare 
Management (2011) 18.   
55 http://www.carelogistics.com/ 
56 http://www.nicheprogram.org/ 
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Provide training and education to clinical and administrative staff on process improvement 

strategies, methodologies, and culture. 

B. Develop an employee suggestion system that allows for the identification of issues that impact the 
work environment, patient care and satisfaction, efficiency and other issues aligned with 
continuous process improvement. 

C. Design, develop, and implement a program of continuous, rapid process improvement that will 
address issues of safety, quality, and efficiency. 

D. Define key safety, quality, and efficiency performance indicators and develop a system for 
continuous data collection, analysis, and dissemination of results. 

E. Develop standard workflow process maps, staffing and care coordination models, protocols, and 
documentation to support continuous process improvement. 

F. Implement software to integrate workflows and provide real-time performance feedback. 

G. Evaluate the impact of the process improvement program and assess opportunities to expand, 
refine, or change processes based on the results of key performance indicators. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Senior hospital leadership 

collect information on a 
patient-centered flow 
management system (e.g., 
Care Logistics Model) to gain 
new ideas on best practices 
with qualitative and 
quantitative, evidence-based 
information. 

• Site visit to hospital that has 
implemented the patient-
centered flow management 
system 

• Confirmation of visit 

2. Senior hospital leadership 
attend educational seminars on 
a patient-centered flow 
management system (e.g., 
Care Logistics Model). 

• Attendance on a seminar on 
the patient-centered flow 
management system 

• Seminar attendance list 

3. Hire vendor to implement a 
care management system at 
the hospital (e.g., Care 
Logistics Model). 

• Agreement with system 
vendor 

• Documentation of 
agreement 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
4. Conduct educational sessions 

for hospital leadership, 
executives, and other hospital 
staff on the care management 
system. 

• Completion of education 
sessions 

• Evaluation surveys 

5. Define current state of care 
management at the hospital. 

• Completion of reports • Documentation of report 

6. Define operational procedures 
needed to improve overall 
efficiencies in care 
management. 

• Report on at least 2 new 
operational procedures 
needed to improve overall 
efficiencies in care 
management  

• Report on two new 
operational procedures 

7. Adopt new care 
coordination/management 
model. 

• New care coordination 
model report 

• Documentation of report 

8. Implement new care 
management software (e.g., 
Care Logistics) to integrate 
workflows and provide real-
time performance feedback. 

• Installation of new care 
management software 

• Health system HIT 
documentation 

9. Train hospital staff on new 
care coordination model. 

• Training schedule and 
attendance list 

• Documentation of training 
schedule and attendance 
list 

10. Define key performance 
indicators for the new care 
coordination/ management 
model. 

• Report on new care 
management indicators 

• Conduct GIAMP study 
(Geriatric Institutional 
Assessment Profile) 

• Documentation of report 

11. Finalize communication plan 
on the new care coordination/ 
management model. 

• Hospital Care Coordination 
Communication Plan 

• Documentation of plan 

12. Develop baseline rate of 
Emergency Department 
patients who leave without 
being seen.  

• Report on ED patient 
throughput over a 6 month 
period 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
13. Implement a Lean Workplace 

Standardization class at 
primary care practices.  

• Completion of Lean 
Workplace Standardization 
class at X primary care 
practices. 

 

• On site verification 

14. Complete a Lean Workplace 
goal setting process at primary 
care practices.  

• Completion of Lean 
Workplace goal setting 
process at X primary care 
practices, including 
completion of: 
 Develop a balanced 

score card with practice 
level goals for people, 
quality, and reduction of 
waste from the patient’s 
perspective 

 Develop patient safety 
cross for each practice 

• Documentation of plan 

15. Complete an employee 
suggestion system in X 
number of practices.   

• Develop an employee 
suggestion system which 
identifies issues that impact 
the associate’s work 
environment, quality, 
patient satisfaction, 
financial issues or practice 
growth, aligned with the 
balanced scorecard goals, 
done at minimal cost by the 
submitter and within the 
submitter’s area of 
responsibility.   

• On site verification 

16. Collect baseline measurement 
in one or more of the 
following:  documentation of 
BMI, smoking status, or 
medication reconciliation in X 
number of practices. 

• Completion of baseline data 
collection for one or more 
of the following: 
documentation of BMI, 
smoking status, or 
medication reconciliation in 
X number of practices. 

• Documentation of each 
metric at the pilot 
practices. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
17. Complete a kaizen 

assessment.  
• Implement at least one 

patient care centered 
process improvement 
project in X number of 
practices 

• Measure process by 
documentation of standard 
work for patient process 
improvement 

• Develop and use standard 
leader work for checking 
improvement success 

• Kaizen event reports 

18. Complete care improvement 
educational program. 

• Number of staff completing 

• X% of staff completing 
educational program 

• Course record 

19. Certify nursing staff in 
geriatric care. 

• Number of staff receiving 
ANCC certification 

• X% of staff receiving 
ANCC certification 

• Documentation of 
certification 

20. Conduct GIAP survey 
(Geriatric Institutional 
Assessment Profile). 

• X% staff participating in 
survey 

• Survey results 

21. Establish baseline measures 
and set improvement targets 
on a minimum of X key 
performance indicators. Key 
performance indicators could 
include, but are not limited to: 
length of stay, patient flow 
times, discharge process 
times, ED patient holds. 

• Report on baseline 
measures, key performance 
indicators and improvement 
targets. 

• Documentation of report 
on baseline measures, key 
performance indicators and 
improvement targets 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
22. Complete clinical leadership 

training. 
• Number of staff completing 

• X% of staff completing 
educational program 

• Course record 

23. Develop education and 
marketing on new care 
coordination models. 

• Creation of educational / 
promotional materials 

• Documentation of 
materials 

24. Analysis of GIAP survey 
(Geriatric Institutional 
Assessment Profile). 

• Completion of analysis 
identifying gaps and starting 
points for education 

• Internal hospital 
records/documentation 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. “Go-live” with the New 

Care Coordination Model. 
• HIT system configuration 

confirmation 
• Documentation of HIT 

system configuration 
confirmation 

2. Reduce rate of ED patients 
who leave without being 
seen. 

• X percent reduction from 
previous year baseline in 
ED patients who leave 
without being seen 
(measured over a 6 month 
period) 

• Internal hospital 
records/documentation 

3. Implement a minimum of X 
operational procedures 
needed to improve overall 
efficiencies in care 
management. 

• Report on Implementation 
of New Operational 
Procedures to Improve 
Overall Efficiencies in Care 
Management 

• Documentation of Report 

4. Implement process 
improvement lessons from 
the pilot practices and 
achieve improvement in 
documentation of BMI, 
smoking status or 
medication reconciliation. 

• X% improvement in 
documentation of BMI, 
smoking status or 
medication reconciliation in 
X number of pilot practices 

• Pre-Kaizan assessment 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
5. Reduce rate of falls for 

target population. 
• X % improvement in rate of 

falls 
• X falls per thousand patient 

days or fewer   

• Internal hospital 
records/documentation 

6. Achieve X percent 
improvement for a minimum 
of X key performance 
indicators. Key performance 
indicators could include, but 
are not limited to: length of 
stay, patient flow times, 
discharge process times, ED 
patient holds. 

• Report on key performance 
indicators’ improvement 
from baseline 

• Documentation of report on 
key performance indicators’ 
improvement 

7. Reduce rate of pressure 
ulcers. 

• X % improvement in rate of 
pressure ulcers 

• Internal hospital 
records/documentation 

8. Improved knowledge and 
attitudes. 

• X% improvement in 
surveyed knowledge and 
attitudes 

• Internal hospital 
records/documentation 
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Project 2.8: Provide an Alternative Care Setting for Patients who Seek Non-Emergent 
Department Care 

 
Project Goal 
The goal of this project is to provide an alternative care setting for patients with non-emergent 
complaints who present to the emergency department (ED) for care. This concept will provide patients 
with a convenient primary care access point for those patients who routinely come to the hospital 
campus ED for primary care.  Through patient education about the alternative site, and creative 
staffing with independently licensed providers, patients will be encouraged to use primary care 
providers for non-emergent care rather than the more expensive ED. Despite improvements in primary 
care access in many communities, patients continue to rely on emergency departments for care that 
should be provided in a primary care setting. Having a reliable source of primary care alone is not 
sufficient for these individuals and will not entirely eliminate hospital ED use, however, it remains the 
most effective health care resource to meet and improve a population’s health. 
 
Strong evidence suggests that having a regular source of care produces better health outcomes, 
reduces disparities, and reduces costs. This initiative will reduce overall costs for the state and allow 
for all patients to receive better continuity of care and more efficient care.57 

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Identify the patient population that utilizes ED for non-emergent complaints. 

B. Design and implementation of process and methods to encourage the use of the new PCMH 
primary care site by patients who utilize the ER for non-emergent complaints. 

C. Documentation of process and methods to encourage and educate patients. 

D. Devise methodology to measure financial impact and cost savings associated with ED efficiencies 
using baseline data. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Analyze non-emergent ER 

complaints and identify 
patient population that 
utilizes ER for non-emergent 
complaints. 

• Documentation of baseline 
data on most common non-
emergent patient complaints 
for the most recent 12-month 
period stratified by patient 
demographic and PCP 

• Baseline Data Report from 
Hospital Information 
Systems 

 

                     
57 According to the Commonwealth Fund’s 2006 health Care Quality Survey, health care settings with a medical 
home component that offer a patient a regular source of care, enhanced access to physicians, and timely, well-
organized care, have the potential to eliminate disparities in terms of access to quality care among racial and ethnic 
minorities.  
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

• Documentation of baseline 
number of patients with and 
baseline number of patients 
without PCPs who use ER 
for non-emergent care 

2. Design a screening tool for 
non-emergent care, which 
would serve as the method 
to identify the primary 
reason a patient sought non-
emergent patients, and 
ultimately drive the 
determination of baseline 
population. 
 

• Documentation of screening 
tool 

• Internal hospital 
records/documentation 

3. Perform an environmental 
scan to analyze reasons why 
patients seek ER care for 
non-emergent conditions, 
separate from the complaint 
itself, using a screening tool 
for non-emergent patients. 

 

• Identify the top 5 reasons 
non-emergent patient seek 
care at the ER 

• Documentation of top 5 
reasons. 

4. Design and implement a 
process and develop 
educational materials 
highlighting the value to 
patients of having a medical 
home and continuity of care, 
as well as encourages use of 
the new PCMH primary care 
site by target patient 
population who utilize the 
ER for non-emergent 
complaints. 

• Documentation of process 
and methods to encourage 
and educate patients to use 
the new site 

• Documentation of 
deliberations of ER and 
PCMH Practice 
Collaborative 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
5. Determine baseline number 

of target patient population 
to be educated and 
encouraged to use the 
PCMH site. 

• Documentation of baseline 
number of patients to be 
educated 

• Internal hospital 
records/documentation 

6. Design and implement a 
process and method to 
educate patients without a 
PCP about its value to them 
and schedule a PCP 
appointment before they 
leave the ER. 

• Report on baseline number 
of target patient population 
to be educated and to have 
an appointment with PCP 
scheduled 

• Internal hospital 
records/documentation 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Establish a PCMH primary 

care site within close 
proximity to Hospital ER 
(co-located).  Staff the site, 
gaining approval (e.g. 
FTCA coverage etc.) from 
authorities. 

• Alternative site open and 
operating. 

• Documentation of site 
opening  

2. Educate X percent of target 
patient population about the 
PCMH site. 

• Educate X percent of target 
population 

• Report of targeted 
population and educational 
efforts 

3. Schedule PCP appointments 
for X percent of target 
patient population who do 
not have a PCP. 

• Schedule PCP appointments 
for X percent of target 
population who do not have 
a PCP 

• Documentation of 
appointments scheduled 
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Project 2.9: Reduce Variations in Care for Patients with High Risk Conditions 
 

Project Goal 
Develop and implement evidence-based clinical care pathways to reduce variations in care, improve 
health outcomes, and engage patients in disease management. Effective care management requires the 
standard implementation of clinical best practices as well as patient understanding and engagement in 
care. For conditions such as congestive heart failure or pneumonia, non-uniform care and poor 
communication places patients at high risk for readmission and subsequent complications. This 
project will implement a standard set of “best practices” for conditions with high risk of complication 
and/or readmission. Care pathways will span the continuum of care from inpatient to outpatient, post-
acute care, and home care settings. Pathways will not only reduce variations in care within the 
hospital, but ensure smooth handoffs between hospital departments and from the hospital to post-acute 
care.  

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Identify one or more diagnoses at high risk for readmission, complications, co-morbidities, and/or 

variations in care. 

B. Review and select evidence-based “best practices.” 

C. Define standards for expected duration of stay and use of tests and treatments. 

D. Implement / develop evidence-based standardized clinical care pathways targeting the selected 
high risk condition(s). Elements of care pathways may include, but are not limited to: 

o Clinical care team roles 

o Medications 

o Nutrition 

o Patient teach back—to reinforce and assess if patient or learner is understanding 

o Patient self-management coaching 

o Expectations for follow-up care 

o Transitions from hospital to home, home care, nursing facility, or other post-acute care 
provider. 

E. Examining care team roles to ensure most efficient and appropriate allocation of responsibility. 

F. Improving patient satisfaction with care by educating patients and their families about the plan of 
care and involving them more fully in its implementation. 

G. Identify “lessons learned,” adopt refinements to clinical pathway, including special considerations 
for safety net patient populations. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Identify evidence-based 

frameworks that support 
improved care transitions 
and health care outcomes. 

• Selection of an evidence 
based framework 

• Care management and 
transitions protocol 
documentation 

2. Develop evidence-based 
care pathways. 

• Care pathway • Documentation  

3. Use evidence-based 
framework or pathway in 
patient care. 

• X% utilization of care 
pathway  

• Internal hospital 
records/documentation 

4. Educate hospital clinicians 
(e.g. RNs, hospitalists) on 
use of teach back 
methodologies. 

• X% of targeted hospital 
clinicians are educated on 
teach back methodology 

• Internal hospital 
records/documentation 

5. Pilot evidence-based 
framework or pathway in 
patient care. 

• Use in multidisciplinary 
rounds  

• Internal hospital 
records/documentation 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Complete patient teach back 

for targeted conditions / 
patient populations. 

• X% completion of teach 
back for targeted population 

• Internal hospital 
records/documentation 

2. Decrease 30 day all cause 
readmissions. 

• X% decrease in 30 day all 
cause readmissions 

• Internal hospital 
records/documentation 

3. Decrease CHF 30 day all 
cause readmissions. 

• X% decrease in CHF 30 day 
all cause readmissions 

• Internal hospital 
records/documentation 

4. Decrease PN 30 day all 
cause readmissions. 

• X% decrease in PN 30 day 
all cause readmissions 

• Internal hospital 
records/documentation 

5. Improve overall core 
measure compliance for 
CHF bundle. 

• Xth percentile overall core 
measure compliance for 
CHF bundle 

• Whynotthebest58 

                     
58 The Commonwealth Fund’s website Why Not The BEST? at www.whynotthebest.org, utilizes data derived from 
Medicare’s Hospital Compare database 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
6. Improve overall core 

measure compliance for PN 
bundle. 

• Xth percentile overall core 
measure compliance for PN 
bundle 

• Whynotthebest 

7. Improve overall core 
measure compliance for 
AMI bundle. 

• Xth percentile overall core 
measure compliance for 
AMI bundle 

• Whynotthebest 

8. Expand pharmacy discharge 
interventions. 

• X% pharmacy discharge 
interventions for targeted 
patient population 

• Internal hospital 
records/documentation 
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30. Category 3: Ability to Respond to Statewide Transformation to Value-Based 
Purchasing and to Accept Alternatives to Fee-For-Service Payments that Promote 
System Sustainability. 

The projects identified under Category 3 include an array of initiatives to build safety net 
hospital capacity and core building blocks essential to preparations for payment reform and 
alternative payment models.  Evidence-based and industry best practices indicate a range of 
building blocks are integral to a successful transition, especially for safety net hospital patient 
populations.  The following menu of projects are recognized by leading industry and policy 
groups as key elements in preparation for payment reform and the ability to accept alternative 
payment models.59 60  
 
Examples include:  

i. Enhancement of performance improvement and reporting capabilities 

ii. Development of enhanced infrastructure and operating and systems capabilities that 
would support new integrated care networks and alternative payment models to 
manage within new delivery and payment models 

iii. Development of risk stratification functionalities 

 
Introduction 
Massachusetts, building on its health care coverage expansion, is now moving toward 
payment reforms that focus on alternatives to fee-for-service payments and that align with 
population health, wellness, and models that foster greater accountability and value in the 
health care system.  Massachusetts' safety net hospitals aspire to the Triple Aim goals of 
improving the health of populations, improving the experience of care, and health care cost 
effectiveness. While each of the hospitals has a unique starting place and community context 
for the work ahead, all of the participating hospitals seek to increase their capacities to 
participate in alternative payment arrangements that foster the Triple Aim goals. 
 
The Massachusetts Special Commission on the Health Care Payment System recommended a 
move toward global payment frameworks and models of health care delivery that encourage 
the clinical and financial accountability of networks of providers for the coordinated care of 
patient populations.61 The journey toward new payment reform models necessarily requires a 
transformed health care delivery system to develop the capabilities to take on these new types 
of responsibilities – some of which have previously been vested in payers and other aspects 
are novel.   
 
Safety net hospitals have unique challenges and opportunities in preparing for reform, 
including constraints in financial resources, limited commercial insurance populations, and 

                     
59 Fisher E, McClellan M, et al. “Accountable Care Organization Learning Network Toolkit.”  Engelberg Center for 
Health Care Reform | The Dartmouth Institute and The Brookings Institution. Jan. 2011. 
60 Moore K, Coddington D. “The Work Ahead:  Activities and Costs to Develop An Accountable Care 
Organization.”  American Hospital Association and McMannis Consulting 2011. 
61 “Recommendations of the Massachusetts Special Commission on the Health Care Payment System.” 
Massachusetts Special Commission on the Health Care Payment System. July 16, 2009. 
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high concentration of Medicaid and low-income patient populations that present a set of 
unique characteristics, including multiple chronic health conditions. 
 
Safety net hospitals and health systems need to develop a set of core capabilities to transform 
health care delivery in the context of new payment reform models and the highly 
concentrated government payer populations they serve.  New models have the potential to 
overcome existing gaps in care delivery by moving clinical care management activities to the 
point of care and aligning incentives more effectively at the provider level. To meet these 
goals, safety net hospitals and systems must organize with: (1) a clear mission; (2) a set of 
core capabilities; (3) collaborative relationships across their communities, providers, and 
payers; and (4) strong executive and provider leadership.62 There is an opportunity to 
develop and begin to implement a range of models in different Massachusetts safety net 
hospital delivery system contexts. 
New accountable care models require hospitals and providers to consider organizational, 
governance and operational requirements to operate in new payment paradigms, enhance 
performance measurement and data and health care analytics, and transform health care 
delivery to ultimately achieve better health and high-value health care.63 A recent case study 
identified 23 activity areas in 4 domains (network development and management; care 
coordination, quality improvement and utilization management; clinical information systems; 
and data analytics) important in the development of accountable care or other organizational 
models that seek to manage the health of a defined population and accept performance-based 
reimbursement.64 
 
For Medicaid and low-income populations, new delivery system models require a strong 
foundation in patient-centered, team-based care to manage patients across a continuum of 
medical, behavioral, and social services. Targeted and intensive complex care management is 
needed to identify, outreach to, and tailor care management to a subset of the high-need, 
high-cost patients. Robust data systems and analysis skills, including risk stratification, 
business intelligence and clinical decision support and reporting, are required to translate 
clinical and claims-based information into care management activities.65 
 
The Category 3 DSTI projects reflect a customized set of initiatives for the eligible 
Massachusetts safety net hospitals to develop core capabilities to prepare for alternative 
payment models and strategies to be successful in this new environment. 
 
The eligible safety net systems may select from among the following projects, as specified, 
for inclusion in their Category 3 DSTI plans. 

 
 
 
 
                     
62 McGinnis, T. and Small, D. “Accountable Care Organizations in Medicaid:  Emerging Practices to Guide 
Program Design.” Center for Health Care Strategies. Policy Brief (Feb. 2012) pages 1-2. 
63 Fisher E, McClellan M, et al. “Accountable Care Organization Learning Network Toolkit.”  Engelberg Center for 
Health Care Reform | The Dartmouth Institute and The Brookings Institution. Jan. 2011. 
64 Moore K, Coddington D. “The Work Ahead:  Activities and Costs to Develop An Accountable Care 
Organization.”  American Hospital Association and McMannis Consulting. 2011. 
65 McGinnis, T. and Small, D. “Accountable Care Organizations in Medicaid:  Emerging Practices to Guide 
Program Design,” Center for Health Care Strategies. Policy Brief (Feb. 2012) page 2. 
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Project 3.1: Develop Risk Stratification Capabilities for Patient Populations and Alternative 
Payment Models 

 
Project Goal 
As a core part of preparations toward accepting alternative payment methods and improving quality 
and coordination of patient care, hospitals need to develop the capabilities for risk stratification, risk 
adjustment, and/or the development of comprehensive diagnostic patient profiles. These capabilities 
are essential tools to support effective strategies to improve the care, outcomes, and cost-effectiveness 
of care for high-risk patients and/or patients with specific chronic conditions by collecting and 
disseminating accurate patient data and stratifying by health risk indicators and utilization indicators. 
Hospitals plan to develop the capability to target high-risk patients by collecting accurate patient data 
and stratifying the patient population by health risk indicators and utilization indicators.  The 
development of risk stratification capabilities has been identified by health care experts and learning 
collaboratives, such as the American Hospital Association and Brookings-Dartmouth, as integral to 
accepting alternative payment models and impacting the Triple Aim goals.66 67 
 
Risk stratification means arranging patients according to the severity of their illness, utilization, costs, 
and/or other factors that classify patients according to risk profiles. Implicit in this definition is the 

ability to predict outcomes from a given intervention based on preexisting illness or the severity of 
intervention.  The usefulness of any risk stratification system arises from how the system links 
severity to a specific outcome.68   
 
Through these projects, hospital system will acquire a better understanding of the chronic conditions, 
risk, and utilization profile of their patient population. This process may include sharing data between 
the hospital system and insurers to better understand the health risk indicators, utilization trends and 
patterns, and costs of the shared patients.  The hospital system may utilize patient profiling and/or risk 
stratification for determining the most prevalent chronic conditions and/or the top highest risk, highest 
cost patients. These risk stratification tools will allow the hospital system to assign patients to care 
management and/or design interventions to better coordinate care, to improve health, and contain cost. 
In developing these capabilities, the safety net hospital system will be positioned to better manage 
utilization and population health under alternative payment methodologies, and advance the Triple 
Aim goals. 

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Develop risk stratification criterion that may be payer population-specific, to better identify high- 

risk patients or patients that would benefit from care management, disease management and other 
special programs. 

B. Develop capabilities to work with risk stratification information to identify high-risk patients. 

C. Conduct risk stratification for patients with the health risk and utilization indicators and/or 
                     
66 Fisher E, McClellan M, et al. “Accountable Care Organization Learning Network Toolkit.”  Engelberg Center for 
Health Care Reform | The Dartmouth Institute and The Brookings Institution. Jan. 2011. 
67 Moore K, Coddington D. “The Work Ahead:  Activities and Costs to Develop An Accountable Care 
Organization.”  American Hospital Association and McMannis Consulting. 2011.  
68. Ferraris V, Ferraris S. “Risk Stratification and Comorbidity: Historical Perspectives and the Purpose of Outcome 
Assessment: Nightingale Codman, and Cochrane.” Cardiac Surgery in the Adult 3rd Edition  (2003) p.187-224. 
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 

targeted chronic conditions. 

D. Apply the risk stratification methodology, utilize risk scores for the patients, and assign associated 
patients to the appropriate medical home, primary care based care management, centralized care 
management, or disease management program. 

E. Expand risk stratification capabilities from an initial insurer population to one or more additional 
insurer populations. 

F. Develop organizational plan to improve accuracy in hierarchical condition categories (HCC) data 
submissions to accurately reflect the health status of a patient population. 

G. Deploy hospital resources to improve the quality and accuracy of patient records. 

H. Develop reports to identify patients that require a scheduled provider visit. 

I. Identify patients with chronic conditions requiring management or monitoring and prioritize those 
with high-cost cases. 

J. Develop reporting tools on the prevalence of specific health conditions in the patient populations 
and to ensure patients with specific conditions receive proper testing and evaluation. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Obtain risk stratification 

information from X number 
of insurers for a target 
patient population(s), 
document payer-population-
specific criteria for 
identifying the top X% high-
risk patients, and produce 
risk scores for the top X% 
highest risk patients. 

• Documentation that risk 
stratification information 
has been obtained 

• Document insurer-specific 
criteria for identification of 
top X % high-risk patients 
and identify or obtain top 
X% high-risk patients by 
applying the risk 
stratification methodology 
and producing risk scores 
for top X% payer-specific 
patients 

• Internal hospital 
records/documentation and 
insurer data 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
2. Identify patients in the target 

patient group who have not 
had an office visit in the 
prior year and/or have a 
chronic condition and 
contact X percent/number of 
them to schedule a PCP 
appointment/risk 
assessment. 

• Number of patients in the 
target patient group and 
percent or number contacted 
to schedule a PCP 
appointment or risk 
assessment 

• Payer data 
• Baseline risk adjustment 

factor 
• Medical record 

3. Develop organizational plan 
to improve accuracy in 
hierarchical condition 
categories data submissions 
for a target patient 
population. 

• Approved organizational 
protocol 

• # of Provider education 
sessions aimed at reviewing 
risk status of members and 
care management plan 

 

• Internal hospital 
records/documentation 

4. Hire a documentation 
specialist to review/audit 
medical records. 

• Documentation specialist 
hired  

• Chart review by 
Documentation Specialist  

• Develop database to enter 
data reported by 
Documentation specialist 

• Hospital internal records 
• Log of charts reviewed by 

documentation specialist 
• Payer data 
• Patient management report 

generated from hospital Data 
Warehouse 

5. Conduct PCP educational 
sessions aimed at reviewing 
risk status of members and 
care management plans. 

• Completion of PCP 
educational sessions aimed at 
reviewing risk status of 
members and care 
management plans 

• Education log 
• Departmental minutes  
• Managed Care Portal 

educational summaries 

6. Collect baseline data on 
target patients with 
diagnosis of diabetes 
mellitus in SFY12 identify 
patients who are in need of 
hemoglobin A1c testing. 

• Completion of baseline data 
collection  

• Payer Data 
• Patient management report 

generated from hospital Data 
Warehouse  

• Medical Record  

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
1. Number/percentage of target 

patient population contacted 
to schedule a PCP 
visit/annual risk assessment. 

• X percent improvement of 
target patient population 
contacted to schedule a PCP 
visit/annual risk assessment 

• Internal hospital 
records/documentation 

2. Increase in the number of 
payer-specific initiatives 
that the hospital is 
undertaking related to 
alternative payment models 
and related risk stratification 
activities within the payer-
specific patient 
population(s). 

• Documentation that the 
hospital has initiated an 
increasing number of payer-
specific initiatives that 
relates to related risk 
stratification activities 
within the payer-specific 
patient population(s). 

• Internal hospital 
records/documentation 

3. Assign top X% highest risk 
patients identified through 
risk stratification process to 
primary care site-based care 
management or centralized 
care management, as 
appropriate. Hospital may 
propose to increase the 
number of patients identified 
through risk stratification 
processes assigned to 
primary care-based care 
management or centralized 
care management, which 
may be achieved in a payer-
specific cohort and/or as 
additional payer-specific 
populations are added to the 
initiative. 

• Total number or percent of 
the top X % cohort of 
patient for that insurer 
assigned to primary care-
based care management or 
centralized care 
management 

• Increase in the number of 
patients identified through 
risk stratification processes 
assigned to primary care-
based care management or 
centralized care 
management 

• Internal hospital 
records/documentation 
and/or insurer data 

4. X% of selected population 
outreached and scheduled 
for PCP visit/annual risk 
assessment. 

• % of risk Assessments 
completed vs. baseline total 
# patients identified in 
population 

• Risk assessments identified 
by documentation specialists 
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Project 3.2: Design and Implement a Hospital-Based 360 Degree Patient Care Program 

 
Project Goal 
The goal of this project is to design and implement an innovative, comprehensive program to identify 
and manage the most seriously ill members of a defined managed care population, on the theory that 
“paying the best and brightest physicians to care for the sickest patients as simply and effectively as 
humanly possible”69 will yield the best medical and psychosocial patient outcomes, yet decrease 
overall costs of care by eliminating that which is neither necessary nor desirable.  
 
A novel, highly sophisticated managed care team, involving clinical and administrative team 
members, will be dedicated to working with the most severely ill members of the managed care 
population to enhance the care experience and ensure optimal care planning, coordination and 
integration.  This hybrid of 360-degree Patient Care program [without the fees] and the patient-
centered medical home70, taking the best attributes of both, will improve the transitions of care for 
patients who are covered in population risk products and will ultimately improve quality and reduce 
costs. An integrated, coordinated and well-structured program can improve outcomes by reducing 
hospital admissions and length of stay, improving the quality of care and simultaneously decreasing 
the cost for the highest risk patients in the designated population, as measured initially by decreased 
admission rates.  The care of patients enrolled in this program will be safe, high quality, cost effective, 
coordinated with a tremendous degree of patient and family satisfaction. 

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Define the role of the hospital based team members, including:  1) Determining skill sets and 

education required; 2) Identifying chronic conditions to be followed; and 3) Creating essential 
policies, protocols and pathways for care. 

B. Identify risk population to be served initially. 
C. Implement 360 Degree Patient Care Program. 
D. Coordinate complex care.   
E. Validate arrived follow-up visits.  
F. Coordinate with post-acute care, including visiting nurses. 
G. Track and report on progress, such as number of co-managed patients, hospital admissions data. 
H. Develop an implementation plan: 

1. Create a communication plan; 
2. Develop a budget; 
3. Develop a scorecard to measure outcomes; 
4. Determine when to add resources and expand coverage; 
5. Develop a risk evaluation tool. 

 
                     
69 Browne M. “Concierge and Primary Care Medical Home Hybrid Model of Care  Policy “ Pershing Yoakley & 
Associates. 2011. 
70 Pines J, Meisel Z. “Can Better Access to Health Care Really Lower Costs?  Concierge medicine versus patient-
centered medical homes: debating the benefits of enhanced access to care.” Medical Insider (2012) Jan. 23. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Establish a physician led-

team at the hospital to 
design and begin 
implementation of a 360- 
Degree Patient Care 
program to identify and 
coordinate care for a cohort 
of severely and chronically 
ill high-risk patients 
enrolled in a managed care 
plan. 

• Start-up team hired 

• Training started 

• Ability to identify the target 
population through 
emergency department 
registration developed 

• Team schedule reflects five 
day/week coverage of service 

• Call coverage schedule and 
contact numbers published 

• Contracts signed for 
continuum of care 
case/disease management 

• Communications expectations 
documented and met 

• Meetings occur regularly 
(with special exceptions) 

• Balanced scorecard created 
and maintained consistently 

• Human resources: 
identification of team and 
orientation plan; 
communication plan 

• ED Tracker example (with 
personal identifiers 
removed) of identification 
of risk population members 

• Health Plans 

• Published schedules 

• Case Management Contract 

• Minutes of meetings 

• Balanced score card goal 
and measurement samples 

2. Increase staffing for the 
360-Degree Patient Care 
Program and implement a 
process to follow selected 
patients post hospital 
discharge. 

• Clinical staff hired 

• Seven day/week coverage 
initiated by sample schedule 

• Follow up visits documented 

• Care coordination 
documented by samples with 
personal data obscured 

 

• Human resources: 
identification of second 
nurse practitioner 

• Call coverage schedule 

• Sample ambulatory arrived 
visit notes (absent patient 
identifiers) 

• Care coordination 
documentation in meeting 
minutes 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
3. Hospital team for 360 

Degree Patient Care 
Program will co-manage 
the patient cohort, 
implement a risk 
assessment tool, and track 
hospital admission rates. 

• Number of co-managed 
patients during reporting 
period 

• Risk evaluation tool on file 

• Pathway for risk evaluation 
screening 

• Pathway for risk patient 
evaluation and intervention 

• Report on other potential 
areas for improvement 

 

• Managed care team 
documents for co-managed 
panels, evaluation tools; 
sample pathway for risk 
patients  

• Hospital data warehouse 
 

4. Create a pathway to 
evaluate and proactively 
intervene with patients 
deemed high-risk by the 
evaluation screening 
process. 

 

List of patients evaluated and 
documentation of interventions 
for the identified population 

 

• Managed care team 
documents for co-managed 
panels, evaluation tools; 
sample pathway for risk 
patients  

• Hospital data warehouse 
 

5. Collect baseline 
measurement of percentage 
of target patients who 
complete a scheduled post-
discharge visit with their 
PCP or specialist. 

Completion of baseline data 
collection 

• Appointment records 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Develop outpatient follow-

up visit process for certain 
discharged patients based on 
severity and complexity of 
illness. 

• One month log documenting 
patients with outpatient 
management by the 360-
Degree Patient Care 
Program Hospitalist team 

 

• Internal hospital 
records/documentation  

2. Develop process to 
coordinate care with SNF 
rounder, VNA, palliative 
care, hospice, primary and 
specialist physicians. 

• Summary of case notes from 
10 charts demonstrating the 
team’s coordination with 
community resources 

• Internal hospital 
records/documentation  

3. Improvement in percentage 
of target patients who 
complete a scheduled post-
discharge visit with their 
PCP or specialist. 

• X percent of percentage of 
target patients who complete 
a scheduled post-discharge 
visit with their PCP or 
specialist over baseline 

• Appointment records 
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Project 3.3:  Develop Governance, Administrative, and Operational Capacities to Accept Global 
Payments/Alternative Payment 

 
Project Goal 
The goal of this project is to develop governance, administrative and operational safety net health 
system capacity to transform toward alternative payment models including global payments and other 
models.  Hospital-defined projects will focus on building blocks and key capabilities needed by the 
specific-hospital system to move along the continuum towards participating in new payment models. 
Key capacities may include creation of appropriate legal entities, operating agreements, completion of 
health information technology inventory, development of information management capabilities in 
preparation for accepting alternative payments, health information exchange capabilities, 
formalization of leadership models to manage the transition to new accountable care models, 
development of new care management and clinical care models, education of network physicians 
about local opportunities for managing cost and quality, and quality/cost benchmarking among others. 
 
In addition, this project may evaluate models for an Accountable Care Organization (ACO) that take 
responsibility for providing care to a defined population, and establish a system that provides 
comprehensive and coordinated care and assures access across the continuum. The accountable care or 
integrated care organizational models of care delivery are specific recommendations of leading 
national organizations and experts to address the challenges inherent in the current fee-for-service 
system, such as the volume driven use of services toward a high value system focused on better 
health, better quality and patient experience of care, and improved cost-effectiveness of care.71  Key 
issues facing the delivery of care to medically vulnerable populations include: 1) assuring quality of 
care and appropriate and timely access to services; 2) delivering care in a more cost-effective manner 
by eliminating duplications and lack of coordination; and 3) assuring that this new delivery system 
approach results in a healthier population.  
 
Integrated delivery systems are focused on a number of transformative goals aligned with the Triple 
Aim including: 

• Improving care and reducing cost; 
• Advancing the management of chronic disease; 
• Reducing avoidable hospital admissions and preventable readmissions; 
• Improving patient satisfaction; 
• Managing financial risk for performance under an alternative payment or global payment 

arrangement over time. 
 

Hospitals electing this project have different organizational structures, initial operational capabilities, 
and different pathways for advancing next steps toward payment reform readiness. 

 
 

                     
71 Fisher, E.S. “Doctor’s pay, a key to health care reform: share saving with doctors.” The New York Times  (2009) 
June 18 Message posted to http://www.roomfordebate.blogs.nytimes.com/2009/06/18/better-medical-carefor. 
 

http://www.roomfor/
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Develop expertise in preparation for transition to a risk-bearing Accountable Care Organization. 
B. Develop information management capabilities in preparation for accepting alternative payment 

methodologies. 
C. Formalize hospital leaders to manage transition to accountable care. 
D. Contract with outside parties to produce ACO development report and work plan. 
E. Begin implementation of appropriate consultant recommendations toward ACO development. 
F. Analyze data to create baseline and identify potential savings opportunities. 
G. Develop governance and legal entity that will be able to accept an array of alterative payment 

models across payers, including:  (1) Governance documents; (2) Operational agreement; (3) 
Medical staff organization (4) Roles and responsibilities for all partners; and (5) Establishment of 
a clinical advisory council or steering group. 

H. Determine the health status, outcomes and disparities for the population(s) to be served. 
I. Complete health information technology inventory. 
J. Develop health information technology plan that includes care management and care management 

capacities. 
K. Complete gap analysis of global payment contracting and management system capacities. 
L. Determine model for clinical care delivery. 
M. Develop a pilot program, such as a proposal to a payer to serve dual eligible, Medicaid, or other 

population under an alternative payment arrangement. 
 

Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Create new legal entity that 

may contract for an array of 
global payment systems 
across public and 
commercial payers. 

• Certificate of organization 
filed with the 
Commonwealth of 
Massachusetts 

• Document of submission  

2. Develop operational 
agreement addressing roles 
and responsibilities for 
collaborating entities.  

• Operational agreement • Operational agreement 

3. Select Health Information 
Exchange (HIE) platform to 
exchange data with 
physician groups in the 
community. 

• Agreement/contract with 
HIE platform vendor 

• Documentation of 
agreement/contract 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
4. Develop implementation 

plan for at least X number of 
HIE platform components, 
tools or applications. 

• Implementation plan for 2 
HIE Platform components 

• Documentation of 
implementation plan 

5. Establish baseline for the 
number of physician offices 
utilizing HIE platform 
components, tools or 
applications. 

• The number of physician 
offices utilizing HIE 
platform components, tools 
or applications 

• Health System IT Report 

6. Develop plan to expand HIT 
care management and care 
coordination capacities.  

• HIT expansion plan • Documentation of plan 

7. Survey a sample of 
collaborating physician 
groups to determine interest 
levels in participating in a 
dual eligible and/or 
Medicaid pilot. 

• Report on physician survey 
result 

• Documentation of report 

8. Develop a pilot program 
proposal for payer to serve 
dual eligible and/or 
Medicaid population.  

• Copy of proposal to payer • Documentation of proposal 

9. Establish Special Advisory 
Council to promote 
integration and coordination 
of care for beneficiaries. 

• Special Advisory Council 
Membership list with 
representation across 
multiple specialty 
disciplines 

• Documentation of Specialist 
Advisory Council 
membership list 

10. Develop a plan on quality 
and cost performance.  

• Quality and Cost 
Performance Incentive Plan 

• Documentation of plan 

11. Develop plan to institute 
quality and cost 
benchmarking, 
measurement, and reporting. 

• Plan for Patient Quality and 
Cost Benchmarking 
Reporting measure 

• Documentation of plan 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
12. Establish an Accountable 

Care Organization (ACO) 
steering committee and 
subcommittees that focus on 
Finance, Clinical, Quality, 
and Informational 
Technology. 

• List of steering committee 
and subcommittee 
membership 

• Copies of steering 
committee and 
subcommittee meeting 
agendas 

• Documentation of 
attendance at ACO 
training/conferences 

• Internal hospital 
records/documentation  

13. Determine estimated 
number of primary care 
patients by payer at 
affiliated community health 
center sites. 

• Copy of primary care patient 
report 

• Internal hospital 
records/documentation 

14. Prepare an ACO concept 
paper. 

• Copy of paper • Hospital and CHC data 

15. Hire a consultant to assess 
ACO development needs. 

• Documentation of 
consultant hired 

• Copy of consultant scope of 
work to include assessment 
of readiness to achieve 
NCQA ACO accreditation 

• Hospital internal documents 

• NCQA ACO standards 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
16. Assess the current state of 

utilization and cost of care 
information and tools 
available to health care 
community to control costs 
and improve quality. 

• Survey and review data 
available to hospital’s key 
provider partners 

• Explore with both 
commercial payers and 
Medicaid MCOs the 
opportunities and criteria to 
secure data from existing 
sources 

• Plan and schedule 
educational seminars and 
written communications for 
provider community about 
health care transformation 
including opportunities to 
manage cost of care and 
utilize local clinical 
resources 

• Survey sheets 

• Meeting minutes 

• Written documentation of 
communications to 
providers about educational 
programs 

17. Hire a consultant to assist in 
ascertaining gaps in 
available information and 
types of data systems that 
would be required to 
administer and succeed and 
under alternative payment 
methodologies. 

• Write an RFP to engage a 
consultant to assist and 
review data needs and 
planning process to move to 
alternative payments 

• Review proposals to choose 
the ideal candidate or group 

• Devise a work plan and 
timeframes to make 
investments in systems or 
processes for data collection 
on quality reporting and 
utilization that incorporates 
the health care community, 
including physicians, 
hospitals, and ancillary care 
providers.  

• Documentation of RFP 

• Candidate interview 
evaluation form 

• Work plan for system 
investments 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
18. Produce an ACO 

development report (by 
consultant) and internal 
timeline for future ACO 
activity. 

• Copy of consultant’s report 

• Copy of implementation 
data 

• Internal hospital 
records/documentation 

19. Participation in ACO 
education sessions offered 
by nationally recognized 
entities (e.g. NCQA, 
Brookings/Dartmouth).  

• Documentation of 
attendance at ACO 
educational sessions 

• Internal hospital 
records/documentation 

 
• Vendor records 

20. Steering Committee and 
Board review and approval 
of appropriate components 
of ACO consultant report. 

• Copy of Steering Committee 
minutes 

• Copy of Board vote 

• Internal hospital 
records/documentation 

 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Implement plan to go “live” 

with at least one HIE 
component, tool, or 
application.  

• Screen shot(s) of HIE 
component, tool or 
application 

• Hospital IT system 

2. Implement quality and cost 
benchmarking plan that 
includes elements of the 
Specialist Advisory Council 
Quality and Cost 
Performance Incentive Plan 
and the CMS-approved 
MSSP Quality Performance 
Standards. 

• Copies of quality and cost 
benchmarking and 
measurement reports 

• Documentation of quality 
and cost benchmarking 
reports 

3. Increase the number of 
physician offices utilizing 
HIE platform components, 
tools, or applications by X 
offices over baseline. 

• Increase by X the number of 
physician offices utilizing 
HIE platform components, 
tools or applications 
 

• Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
4. Begin implementation of 

approved steps from 
consultant report toward 
achieving NCQA ACO 
Accreditation. 

• Schedule of implementation 

• Documentation of 
implementation 

• Internal hospital 
records/documentation 

5. Implement systems or 
processes that will facilitate 
keeping care local, lowering 
cost, improving quality, and 
accepting alternative 
payment methodology. 

 

• Implement Year One work 
plan to have access to a 
system to help manage 
utilization costs and quality 
improvement  

• Produce leakage reports that 
will define the types of care 
leaving the hospital 
community, the locations 
where that care is being 
delivered, and the cost of 
that care as compared to the 
cost at the hospital.  Both 
quality and utilization data, 
measured against national 
standards, will be reviewed 
by committee in order to 
identify action plans 
including peer 
recommendations for 
identified outliers  

• Workflow diagram, 
documentation of 
infrastructure investment, 
meeting minutes 

• Utilization and quality 
reports 

• Leakage Reports 
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Project 3.4: Develop an Integrated Care Organization to Enhance Capacity and to Respond to 
Alternative Payment Systems 

 
Project Goal 
In order to transform toward value-based purchasing and build the capacity to respond to alternative 
payment systems, it is critical for hospitals and affiliated independent physicians and independent 
physician groups to develop and implement integrated organizational structures, including governance 
structure and board, physician leadership and administrative staff. This integrated care organizational 
structure is essential to advance shared accountability for the cost and quality of care for a population 
of patients. The ICO is distinct from an ACO because it does not envision comprising all of the 
components of health care delivery from academic medical center to nursing homes, and home care.  
Rather it is a component of an ACO, built on a health system’s capabilities, and expertise, accountable 
but not comprising all of the parts.  It envisions participation in a larger accountable care organization. 
For hospitals without a network of owned or employed physicians, it is imperative to develop a 
strategy that aligns the hospital and independent physicians through both clinical and administrative 
integration.  

 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Structure or re-structure and design the hospital’s related Physician-Hospital Organization (PHO) 

into an Integrated Care Organization (ICO) to advance integration between the hospital and local 
medical community. 

B. Develop associated organizational and governance requirements, such as Articles of Organization 
and bylaws. 

C. Design the integrated ICO’s organizational structure. 

D. Build initial capacity, including essential personnel and systems, to administer the integrated ICO. 

E. Identify and develop physician leadership for integrated ICO. 

F. Devise work plan and timelines for ICO initiatives in systems and care coordination capabilities. 

G. Design integrated ICO proposal for a payer population to accept an alternative payment method. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Restructure and redesign the 

hospital-related Physician 
Hospital Organization 
(PHO), referred to as an 
Integrated Care 
Organization (ICO), based 

• Develop and file PHO 
Articles of Organization and 
By-Laws 

• Establish a governing board 
and hold at least one ICO 
Board meeting 

• Secretary of State Filings 
• ICO Board Meeting Minutes 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

upon an investigation of 
successful regional 
affiliation models and 
structures to advance the 
integration of the hospital 
and local medical 
community. 

 

2. Continue to support E.H.R. 
implementation in 
community physician 
offices and evaluate options 
for connectivity between 
hospital and physician 
practices, allowing for 
greater patient safety by 
having more timely and 
accurate results. 

• Provide project manager 
support and continue E.H.R. 
implementation 

• Pilot delivery of hospital 
laboratory results to one 
clinical information system 
in at least one physician 
practice 

• Create list of all ambulatory 
E.H.R. vendors in hospital’s 
community physician 
practices 

• E.H.R. project for all 
practices 

• System report of lab results 
delivery activity 

• Vendor list 

3. Identify and develop 
physician leadership for ICO 
to lead clinical integration 
activities. 

• Identify at least 3 
prospective ICO physician 
leaders from among the 
local medical community 

• Provider leadership training 
for the prospective ICO 
physician leaders to assist in 
education of the entire 
physician community 

• Meeting minutes 
• Proof of attendance at 

educational sessions 

4. Design an organizational 
structure and build capacity 
to run initial critical 
functions of the ICO. 

• Draft an organizational chart 
for approval by ICO Board 
that identifies the staffing 
disciplines and priority 
required to run the ICO 

• Hire at least two ICO 
personnel identified as high 
priority on the 
organizational chart who 
may include: care managers, 
data analyst, and 

• Documentation of the hiring 
of organizational chart and 
ICO Board meeting minutes 

• Human Resources hiring 
record 

• Board meeting minutes and 
work plan 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 

administrative staff 
• Establish a Clinical 

Integration Committee 
responsible for devising a 
work plan and timeframes 
for additional investments in 
IT connectivity and care 
management initiatives, 
including creating a vehicle 
for enhanced 
communication from 
provider to provider  

5. Further develop 
infrastructure necessary to 
enhance capacity to respond 
to alternative payment 
systems. 

• Implement critical 
components of Clinical 
Integration work plan to 
create seamless transfers 
between providers for the 
care of patients 

• Documentation of work plan 
action and hiring of staff to 
help implement the work 
plan  

6. Design an ICO alternative 
payment method proposal 
for a payer population. 

• Present ICO proposal to at 
least one payer under an 
alternative payment method 

• Documentation of proposal 

 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Develop a clinical 

integration plan to include 
expanding E.H.R. 
implementation support and 
interface development. 

• Achieve E.H.R. 
implementation with X 
practices or X percent of 
total practices, resulting in 
improved coordinated 
patient care 

• Extend opportunity to the X 
practices for electronic 
laboratory and radiology 
results delivery 

• E.H.R. project plan for X 
practices 

• Documentation of 
opportunity offered 
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Project 3.5: Develop Administrative, Organizational, and Clinical Capacities to Manage the 
Care for Complex Patients  

 
Project Goal 
The goal of this project is to develop administrative, organizational and clinical capacities to manage 
the care of complex patients, including populations in a global payment environment. Key capacities 
include a comprehensive, coordinated, and continuous care approach for managing the care of 
complex patients that is person-centered and integrated using an interdisciplinary team approach to 
needs assessment and care planning. Key capacities also include health information and financial 
management.  Development of the capacities to manage complex patients will also provide significant 
learning opportunities to be utilized in expanding care management models in a global payment 
environment.    
 
The interdisciplinary team integrates care provided by multiple, individual providers into a single 
comprehensive, individualized care plan that takes into account the need for care 24 hours a day, 7 
days a week, 365 days a year. This patient-centered approach represents a fundamental shift from the 
current fee-for-service model to a model based on the clinical and financial accountability for the 
population and ensuring the appropriate care, at the appropriate time, and in the appropriate setting.   
This system of care will have the following benefits: 1) integrated financing; 2) increased 
accountability; 3) an improved standard for care; 4) prevention and timely intervention; 5) inclusion of 
patients and family caregivers; 6) education and training for a specific workforce (caregivers and 
providers); and 7) transportation support. 

 
 

Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Determine the number of potentially eligible participants in the targeted service area. 
B. Select a physical site for program operations and create a physical hub for health care and services 

in one convenient location in close proximity to the population to be served. 
C. Develop a marketing/communication plan. 
D. Strategic assessment of how this specific plan for care of the dual eligible population might fit into 

existing operations, including: 
1. Gap analysis of existing care coordination, HIT, and accounting systems;  
2. Primary, behavioral health and specialty care capacity;  
3. Long term and end-of-life care;  
4. Preventive and rehab services;  
5. Access to diagnostic and pharmacy services. 

E. Develop plan for care and services based on strategic assessment, including: 
1. Identify capital requirements; 
2. Determine financial risk;  
3. Determine transportation needs;  
4. Select performance indicators 

F. Determine organizational structure. 
G. Develop comprehensive training and orientation program for workforce. 
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
H. Establish contracts for services as appropriate. 
I. Enroll first group of participants. 

 
 

Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Select physical site for 

program operations. 
• Hospital approves site • Board of Trustee minutes 

2. Develop program policies 
and procedures to align with 
requirements and 
specifications of insurance 
payers. 

• Policies and procedures are 
developed to meet various 
requirements and 
specifications for dual-
eligible population in global 
payment configurations 

• Hospital policies and 
procedures 

3. Finalize engineering study 
for site development. 

• Engineering study • Documentation of 
engineering study 

4. Complete analysis of 
existing health system 
information technology, care 
coordination, cost 
management, and 
accounting systems in light 
of global payment and care 
management requirements”). 

• Analysis Report:  Findings 
and Recommendations 

• Gap Analysis Report 

5. Identify the mix of health 
care and supportive services 
to be selected from, but not 
limited to: preventive, 
primary, acute, behavioral, 
pharmacy, long-term, end-
of-life care, transportation, 
meals, safe housing. 

• Plan for Health and 
Supportive Services Mix 

• Plan for Health and 
Supportive Services Mix 

6. Development of 
comprehensive training and 
orientation program on 
Complex Patient Program 
Philosophy and Clinical 
Model. 

• Successful production of 
Comprehensive Training 
and Orientation Program 

• Comprehensive Training 
and Orientation Program 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
7. Establish contracts for 

services to be provided. 
• Agreements in place for 

services to be provided 
• Hospital System Contracts 

8. Train and orient employees 
on Complex Patient Program 
philosophy and clinical 
model. 

• Completion of Complex 
Patient Training Program 

• Copies of Employee 
Certificates of Completion 

9. Develop report(s) on 
“lessons learned” to educate 
hospital system to foster 
innovative thinking in 
developing alternative 
models of patient-centered 
care. 

• Lessons Learned Report(s) • Documentation of Report (s) 

10. Conduct baseline study on 
patients’ experience of care 
and utilization. 

• Study of patients’ 
experience of care and 
utilization 

• Documentation of study 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Implement at least X 

number of recommendations 
from analysis report. 

• Report on how at least X 
number of recommendations 
from analysis report on HIT, 
care coordination, cost 
management, and 
accounting system were 
implemented 

• Report 

2. Enroll first group of 
program participants. 

• Enrollment forms • Enrollment records 

3. Deliver Comprehensive 
Training and Orientation 
Program on Complex 
Patient Program Philosophy 
and Clinical Model for a 
minimum of X employees. 

• Completion of training and 
orientation program 

• Training and orientation 
program 
curriculum/documentation 
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Project 3.6: Establish an Enterprise-Wide Strategy for Information Management and Business 
Intelligence 

 
Project Goal 
The focus of this project is to implement an enterprise-wide strategy to move from fragmented silos of 
information and integrate data into a unified data warehouse, enhancing the efficiency by which 
clinical and operational reporting and analytical activities are conducted.  Goals may also include 
developing information management and business intelligence tools to improve performance and 
decision making, placing greater emphasis on monitoring and improving costs and quality. New 
delivery models, such as the patient-centered medical home and alternative reimbursement 
methodologies, will require hospitals to leverage the new information management platform to 
address the myriad of alternative reimbursement methodologies challenges and imperatives facing the 
healthcare industry by applying the tools to perform analyses areas that may include the following: 

• Financial analysis - Needed visibility into the full scope of financial operations, use of 
resources by patients and providers; 

• Quality performance and safety analysis – monitoring performance comparisons across 
quality, patient access, patient satisfaction and utilization; 

• Market and patient satisfaction analysis – reporting on patient satisfaction supports the goal 
within the organization for increased accountability among healthcare providers; 

• Claims and clinical data analysis – analyzing and monitoring claims will help determine the 
biggest risk areas and devise the most effective rate structures and pricing when participating 
in alternative reimbursement methodologies or bundled payments; 

• Patient care analysis – the new strategy will enable the right people to access the right 
information at the right time, delivering a single platform for sharing information with patients 
for better decision-making and connecting patients across hospital, nursing home, physician 
office, and community social support settings.  

 
The data warehouse may provide the capabilities over time to compare providers by: patient outcomes 
based on National Patient Safety and Quality measures; utilization of resources for their Top 10 
clinical diagnoses, Volumes by Top 10 clinical diagnoses, and mortality rates. Key performance 
indicator (KPI) goals and benchmarks are additional areas of focus that a hospital may develop to 
empower the organization to answer crucial questions such as: 

• How are physicians performing in relation to costs and quality? 

• What could be done to improve performance in individual departments? 

• How to improve capacity and throughput without modifying facilities? 

• How to identify patients during a hospital stay who are at risk for readmission? 
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Evaluate current data collection systems by performing a gap analysis to determine ability to 

respond to value-based purchasing and continuous quality improvement: 
1. Where is patient data collected? 
2. Who is collecting data? 
3. How is it collected and how is it used? 

B. Identify current alternative reimbursement methodologies and KPI field requirements, which are 
not, captured electronically utilizing the data collection systems identified in the gap analysis. 

C. Document requirements for assessment of data warehouse and business intelligence software to 
include capabilities to include integration with hospital and provider health information systems, 
web user interface, and ability to create data marts and real-time dashboards related to business 
operations and select best-qualified vendor. 

D. Identify human and capital resources needed to create and utilize data warehouse and business 
intelligence tools. 

E. Develop a training and education plan for data warehouse and business intelligence tool users. 
F. Implement population improvement projects that utilize data warehouse and business intelligence 

tools. 
G. Develop dashboards and reports that enable quality improvement and respond to alternative 

payment methodologies. 
 

Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Perform gap analysis of 

current data collection 
systems. 

• Complete gap analysis and 
determine ability to 
respond to alternative 
reimbursement 
methodologies in a 
concurrent fashion 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
2. Identify current alternative 

reimbursement 
methodologies field 
requirements that are not 
captured electronically 
utilizing the data collection 
systems identified in the gap 
analysis. 

• List of data fields not 
captured electronically for 
the alternative 
reimbursement 
methodologies 
requirements 

• Gap analysis, requirements 
for alternative reimbursement 
methodologies, existing 
systems 

3. Determine requirements for 
assessment of data 
warehouse and business 
intelligence vendor 
selection/approach. 

• Requirements document 
for assessment of data 
warehouse and business 
intelligence software 

• Quality, information systems 

4. Post job description and 
identify resource to create 
and utilize data warehouse 
and business intelligence 
tools. 

• Job description developed 
and posted 

• Information Systems 
• Human Resources 

5. Fill resource to create and 
utilize business intelligence 
tools. 

• Resource hired • Information Systems 
• Human Resources 

6. Hire a data warehouse and 
business intelligence vendor. 

• Vendor hired • Documentation of vendor 
hired 

7. Conduct staff training on 
business intelligence 
software and benefits, 
complexities, and challenges 
of developing a business 
intelligence environment. 

• Evidence of training. 
• Training materials 

provided to the 
organization 

• Business Intelligence Vendor 
• Quality Improvement 

8. Implement, at a minimum, 
three targeted population 
improvement projects to 
respond to statewide 
transformation to alternative 
reimbursement 
methodologies.  

• Identify baseline of the 
three targeted populations 
based on an assessment of 
high prevalence and/or 
high risk conditions or 
patient characteristics 
identified via the data 
warehouse 

• Data warehouse 
• Business Intelligence 

Software 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
9. Using data, ID gaps in 

population-focused 
improvements. 

• Percent of population-
focused gaps in 
improvement of care 

• Internal hospital 
records/documentation 

 
 
 
 

Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1.   Create current alternative 

reimbursement 
methodologies requirement 
dashboards and reports. 

• Documentation of dashboards 
and reports 

• Quality, data warehouse 
• Business Intelligence 

Software 

2. Design reporting of 
Emergency Department 
visits for patients with 
chronic diseases such as 
heart failure, COPD, 
diabetes, depression, etc. 

• X percent decrease of the 
identified chronic disease 
patient population with 
Emergency Department visits 

• Data warehouse 

3. Design reporting of 
admissions for patients with 
chronic diseases such as 
heart failure, COPD, 
diabetes, depression, etc., by 
primary care physician. 

• X percent decrease of 
admissions of the identified 
chronic disease patient 
population by primary care 
physician 

• Data warehouse 
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Project 3.7: Develop Capacity to Address the Population Health of the Community Associated 
with the Triple Aim and Alternative Payment Models 

 
Project Goal 
The goal of this project is to develop the capacity to promote the Triple Aim goal of improved 
population health, the safety net hospital proposes a population health initiative to develop the 
capabilities and processes to assess, monitor, and eventually improve population health. 
In order to prepare to accept alternative or global payment models, hospitals and health systems need 
to understand their overall patient population in the context of the communities they serve.  Hospitals 
electing this population health project may not yet be reimbursed for these activities through 
alternative payment models, as these initiatives are being undertaken to prepare for future 
participation in alternative payment models that reward population health improvement. State and 
federal policymakers have expressed interest in developing indicators of progress for how new 
accountable care organizations and integrated care models are charting the course for improvements in 
the Triple Aim in this regard. One area that has been identified is the “measurement of and fixed 
accountability for the health status and health needs of designated populations.”72  It is recognized that 
“the ‘actual’ causes of mortality in the United States lie in the behavior that the individual health care 
system addresses unreliably or not at all, such smoking, violence, physical inactivity, poor nutrition, 
and unsafe choices.”73 74 Hospitals undertaking this population health initiative need to build the 
functionality to understand their overall population, morbidities, and compare what is learned to the 
public health indicators of the population in our target communities. Thus, a more system-level 
approach is developed in addition to the panel management of patients managed under accountable 
care arrangements. 
 
Upon identifying the major morbidities of the hospital system’s population and its relationship to the 
population health of communities within the hospital’s service area, the safety net hospital will 
embark upon the development and implementation of an evidence-based population health 
intervention, in areas that are locally developed and consistent with the Centers for Disease Control 
and Prevention’s winnable battles. These “winnable battles” are those leading public health challenges 
and causes of death and disability that have large-scale impact and known, effective strategies to 
combat them such as tobacco use identification and cessation, obesity and physical activity, nutrition, 
and global immunization.75  
 
Collaborations with community and public health organizations are integral to the development of 
population health capacity and initiatives.  Over the three-year period, the hospital system will be able 
to evaluate the lessons learned to inform a future population health agenda. By developing initial 
capabilities to address these population health issues in its patient population, the hospital system will 
                     
72 Berwick D, Nolan, T, Whittington J. ” The Triple Aim: Care, Health, and Cost.” Health Affairs 27 3 (May/June 2008): 
759-769.   
73  Berwick D, Nolan, T, Whittington J. ” The Triple Aim: Care, Health, and Cost.” Health Affairs 27 3 (May/June 2008): 
759-769.     
74 McGinnis J.M, Foege W.H. “Actual Causes of Death in the United States.” Journal of the American Medical Association 
270, no. 18 (1993): 2207-2212; and Mokdad, A.H. et al, “Actual Causes of Death in the United States, 2000.” Journal of 
the American Medical Association 291, no. 10 (2004): 1238-1245. 
75 “Winnable Battles.” Centers for Disease Control and Prevention. http://www.cdc.gov/winnablebattles/, retrieved on May 
11, 2012. 

http://www.cdc.gov/winnablebattles/
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Project Goal 
develop an ongoing capacity for population-based risk assessment and monitoring, aimed at making 
foundational and meaningful progress toward the Triple Aim goal of improving the health of the 
community. 
 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Create a data tool for reporting on the hospital’s population morbidities and social determinants of 

health.  

B. Identify the leading morbidities in the primary care population and the health indicators of local 
communities. 

C. Prioritize an intervention. 

D. Develop a plan for intervention, which may include sites for intervention, baseline data, required 
patient care workflows, and electronic medical record tools to support the intervention. 

E. Train providers on the protocol for identifying and documenting the specified at-risk population. 

F. Implement and monitor the intervention, including reporting, which may include screening rates, 
clinical indicators, and/or interventions. 

G. Document lessons learned and application/recommendations for future population health work 
associated with the Triple Aim. 

 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1.  Convene population health 

workgroup. 
• Documentation of formation 

and implementation of 
Population Health 
workgroup as evidenced by 
workgroup charter, meeting 
minutes, and roster or 
participants 

• Internal records of 
population health 
workgroup report to hospital 
leadership 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
2.   Design and develop initial 

data tool for reporting on 
the hospital’s primary care 
population morbidities and 
behavioral risk factors 
The tool will help identify 
the major morbidities of the 
hospital’s patient and will 
be compared to the 
behavioral risk factors and 
major morbidities of the 
community served by the 
hospital. 

• Data analytic tool developed 
that can be used to assess 
and report on the 
morbidities of the patient 
population.  This tool will 
draw from the hospital’s 
data warehouse in real time 

• Screen shot of the data tool 
and report listing numbers 
of patients with each 
morbidity 

 

3.   Review and analyze 
population health data and 
health indicators of local 
communities.  Select an 
intervention for 
implementation. 

 

• Criteria for potential 
intervention documented, 
findings from the analysis, 
identification of area for 
intervention, such as 
tobacco use prevention and 
cessation or another public 
health challenge such as 
those identified by the 
Centers for Disease Control 
and Prevention Winnable 
Battles 

• Internal data, minutes from 
meetings, report on data 
from target communities 

4.   Develop intervention to 
address population health, 
such as tobacco use or other 
population health initiative 
in areas such as obesity, 
cardiovascular risk, 
behavioral health screening 
among others. 

• Documentation of 
intervention plan which may 
include components related 
to the specific intervention 
such as those outlined below 
related to tobacco use 
prevention and cessation: 
 Establish baseline data 

such as: percentage of 
primary care patients 18 
years of age and older 
with tobacco use 
presenting at adult 
primary care sites 
(numerator is the 

• Internal data and records 
and EMR report 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

number of patients 18 
years of age and older 
with active tobacco use 
and denominator is the 
total number of patients 
18 years of age and 
older at primary care 
sites) 

 Identification of primary 
care sites for 
intervention 

 Develop Intervention 
Workflow such as: 
Tobacco Verification 
and Counseling 
Workflow for primary 
care so that tobacco use 
is verified at primary 
care visit 

  Develop tools in the 
Electronic Medical 
Record (EMR) for 
support of intervention 

5. Evaluate the population 
health process and report on 
lessons learned, including 
about collaboration with 
community and public 
health organizations, and 
application/recommendation
s for future and ongoing 
population health work 
associated with the Triple 
Aim. 

• Documentation of 
recommendations from first 
three years of work on 
population health 

• Internal hospital 
records/documentation and 
report 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
6. Document baseline rate of 

Obesity – BMI Screening.  
• Establish baseline 

percentage of adult primary 
care patient population with 
a clinical visit at 
participating pilot site(s) 
during the measurement 
period who have a BMI in 
the obesity category linked 
to NQF 421 or other 
measure 

• Internal data from electronic 
medical record 

7. Document baseline rate of 
Obesity - Adult Height and 
Weight Verification. 

• Establish baseline 
percentage of adult primary 
care patient population with 
a clinical visit at 
participating pilot site(s) 
during the measurement 
period who received 
verification of height and 
weight 

• Internal data from electronic 
medical record 

8. Document baseline rate of 
Cardiovascular Risk 
Screening. 

• Establish baseline 
percentage of adult primary 
care patient population with 
a clinical visit at 
participating pilot site(s) 
during the measurement 
period who were identified 
with cardiovascular risk 
factors linked to NQF 17 or 
other measure 

• Internal data from electronic 
medical record 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
9. Document baseline rate of 

Behavioral Health 
Screening. 

• Establish baseline 
percentage of adult primary 
care patient population with 
a clinical visit at 
participating pilot site(s) 
during the measurement 
period who received an 
annual behavioral health 
screening using an approved 
screening instrument linked 
to NQF 418 or other 
measure 

• Internal data from electronic 
medical record 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Implement the population 

health pilot intervention at X 
number of primary care 
sites. Hospital may propose 
to increase the number of 
primary care sites for the 
population health 
intervention. 

• Documentation that X 
number of primary care 
sites’ providers have been 
trained on the protocol for 
identifying and documenting 
the specified at-risk 
population 

• Establish baseline measure 
related to intervention at 
pilot sites, such as tobacco 
status verification, as 
measured by:  
 Numerator: number of 

primary care visits for 
patients 18 and older 
where tobacco use 
verified at pilot primary 
care site(s) 

 Denominator: total 
number of primary care 
visits for patients 18 
years of age and older, 

• Internal hospital 
records/documentation: EMR 
report, email instructions 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

seen at pilot primary 
care site(s) during the 
previous month 
(Measure is a monthly 
measure of tobacco 
status verification, 
linked to NQF 0028a but 
with a different 
measurement period)  

2. Increase screening rates for 
population health 
intervention such as tobacco 
status verification, at first 
pilot site. 

• Increase screening rate by 
X% above baseline for 
population health measure, 
such as tobacco status 
verification, at first pilot site 

• Internal hospital 
records/documentation 

3. Establish targeted 
population health indicator, 
such as tobacco prevention 
and cessation as an 
institutional improvement 
measure. 

• Reports on population health 
matter verified during 
primary care visits, such as 
reports on tobacco use 
verification documented for 
all primary care sites 
 Numerator: number of 

primary care visits for 
patients 18 and older 
where tobacco use status 
verified at primary care 
sites. 

 Denominator: total 
number of primary care 
visits for patients 18 
years of age and older, 
seen at primary care 
sites during the previous 
month 

 (Monthly data will be 
aggregated for baseline 
comparison to future 
performance) 

• Establish baseline data on 
population health 

 Internal hospital 
records/documentation 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

intervention such as 
smoking cessation 
intervention measure across 
all primary care sites to 
inform future improvement 
work: 
 Percentage of patients 18 

years and older, 
identified as tobacco 
users, who received 
cessation intervention in 
the past 24 months, 
using the MA PCMHI 
measure (PCMHI 
0028b) and NQF 
Measure (NQF 0028b) 

 Numerator: patients 18 
and older who are 
tobacco users who 
received a cessation 
intervention, including 
counseling, diagnosis, 
and/or medication 
intervention in past 24 
months 

 Denominator: all 
patients 18 and older 
who are identified as 
being tobacco users, 
who have had at least 2 
visits to the primary care 
site in the past 24 
months 

4. Improve rate of Obesity – 
BMI Screening.  

• X percent increase over 
established baseline in the 
percentage of adult primary 
care patient population with 
a clinical visit during the 

Internal data from electronic 
medical record 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 

measurement period who 
have a BMI in the obesity 
category at participating 
pilot site(s) (linked to NQF 
421 or other measure) 

5. Improve rate of Obesity - 
Adult Height and Weight 
Verification. 

• X percent increase over 
established baseline in the 
percentage of adult primary 
care patient population with 
a clinical visit during the 
measurement period who 
received verification of 
height and weight at 
participating pilot site(s) 

Internal data from electronic 
medical record 

6. Improve rate of 
Cardiovascular Risk 
Screening. 

• X percent increase over 
established baseline in the 
percentage of adult primary 
care patient population with 
a clinical visit during the 
measurement period who 
were identified with 
cardiovascular risk factors at 
participating pilot site(s) 
(linked to NQF 17 or other 
measure) 

Internal data from electronic 
medical record 

7. Improve rate of Behavioral 
Health Screening. 

• X percent increase over 
established baseline in the 
percentage of adult primary 
care patient population with 
a clinical visit during the 
measurement period who 
received an annual 
behavioral health screening 
using an approved screening 
instrument at participating 
pilot site(s) (linked to NQF 
418 or other measure) 

Internal data from electronic 
medical record 
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Project 3.8: Implement Global /Risk-Based Payments 

 
Project Goal 
Ultimately, all DSTI projects should rapidly transition safety net providers to operate under value-
driven global payment arrangements that reward quality and care coordination, rather than volume of 
Medicaid patients.  In particular for the selected safety net hospitals, it is important that infrastructure 
is developed to implement alternatives to fee-for-service reimbursement from public payers.  Global 
payment arrangements are an effective alternative to the traditional fee-for-service model, as global 
payment and shared risk arrangements reward the appropriate management of lower total medical 
expenses and more importantly, high quality care in the right settings. Under this project, DSTI 
hospitals will work with MassHealth, state government, and/or other payer(s) who provide services to 
eligible state-subsidized low-income patients (herein after, the “payers”) to implement a global 
payment, risk-based, or ACO-like demonstration.  
 
Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 
A. Collaborate with a payer(s) for state-subsidized low-income patients to develop and refine features 

of the demonstration. 
B. Develop data-sharing capabilities and execution of data-sharing agreement with payer(s). 
C. Execution of global payment contractual agreement with payer(s). 
D. Implement risk-based contracts with physicians and post-acute providers. 
E. Educate impacted physicians and post-acute providers. 
 
Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Submit Letter of Intent to 

participate in / develop 
global/risk-based payment 
pilot. 

• Submission of Letter of 
Intent 
 

• Letter of Intent 

2. Submit data use and/or data 
sharing agreement. 

• Development / signing of 
formal data use and/or data 
sharing agreement 

• Signed agreement 

3. Assess physician and/or 
post-acute provider 
contracting for opportunities 
to align with global / risk-
based structure. 

• Completion of analysis or 
report on contracting and 
opportunities 

• Internal hospital 
records/documentation 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
4. Amend physician and/or 

post-acute provider contracts 
to align with global / risk-
based structure. 

• Completion of contract 
amendments 

• Amended 
contract/documentation 

5. Develop education materials 
for physicians and/or post-
acute providers in network 
regarding global / risk-based 
payment strategies. 

• Completion of educational 
materials 

• Documentation of 
educational materials 

6. Conduct educational 
outreach to physicians 
and/or post-acute providers 
in network regarding global / 
risk-based payment 
strategies. 

• Number of educational 
sessions held 

• Number of physicians 
and/or post-acute providers 
provided educational 
materials 

• Internal hospital 
records/documentation 

7. Provide preliminary quality 
data based on MSSP set to 
payer(s). 

• Submission of preliminary 
quality report based on 
MSSP 

• Documentation 

8. Execute final agreement to 
accept global / risk-based 
payments for aligned 
patients. 

• Signed agreement with 
payer(s) for reimbursement 
under global / risk-based 
arrangement 

• Agreement 

 
Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. Accept global / risk-based 

payment for increasing 
portion of aligned patient 
population. 

• X% of aligned patient 
population reimbursed under 
global or risk-based payment 
arrangement 

• Documentation 

2. Reduce trend for aligned 
patient population. 

• X% reduced trend in 
expenditures (total medical 
expense) year to year 

• Health status adjusted total 
medical expense trend X% 
below comparable patient 
population 

• Performance report 
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Key Improvement Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
3. Accept increasing level of 

risk for aligned patient 
population. 

• X% risk sharing for 
achieved savings/loss 

• X% increase in risk sharing 
for achieved savings/loss 

• Documentation 

 
  



ATTACHMENT J 
RESERVED FOR MASTER DSTI PLAN AND REIMSBURSEMENT AND FUNDING 

PROTOCOL  

 MassHealth STCs Appendices H-J                                                                              Page 196 of 214                                                                                                                                                                                         
Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 

Project 3.9: Participate in a Learning Collaborative (mandatory) 

 
Project Goal 
Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to 
significantly transform the care experience for Massachusetts residents served by eligible safety net 
hospitals.  As important as individual hospital efforts will be, there is even greater potential value in 
leveraging the hospitals’ efforts for delivery system transformation through the sharing of best 
practices. Participation in a learning collaborative will provide a forum for eligible DSTI safety net 
providers to learn from other providers that share similar goals and to capitalize on potential synergies 
in their efforts. The learning collaborative model supports the development of a shared culture of 
continuous improvement and innovation, which will facilitate and enhance the individual hospitals’ 
efforts to advance the Triple Aim through their DSTI projects. Through this project, each hospital 
participating in DSTI will join an existing learning collaborative – such as the Brookings-Dartmouth 
ACO Learning Network or another ongoing learning collaborative that aligns with DSTI goals – or 
will develop a new learning collaborative designed to support its transformation goals. As an initial 
step, in the first year of the Demonstration period, eligible DSTI safety net hospitals will explore 
existing and/or potential new opportunities for participation in a learning collaborative.  
 
Potential Project Elements 
All DSTI hospitals must select from among the following project elements: 
A. Explore existing and/or potential new opportunities for participation in a learning collaborative 

whose goals align with the Triple Aim and DSTI transformation objectives.  
B. Select a learning collaborative in which to participate, which may consist of either: 

1. Identifying and joining an existing learning collaborative whose goals align with the Triple 
Aim and DSTI objectives; OR 

2. Developing a new learning collaborative structure designed to support the hospital’s delivery 
system transformation goals and to align with the Triple Aim and DSTI objectives. 

C. In the case that a hospital elects to develop a new learning collaborative, establish and implement 
a new learning collaborative designed to support the hospital’s delivery system transformation 
goals under DSTI and to align with the Triple Aim and DSTI objectives. 

D. Participate actively in the selected or new learning collaborative. 
E. Report on lessons learned from participation in a learning collaborative as they relate to the 

hospital’s delivery system transformation goals under DSTI. 
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Key Process Measures 
DSTI hospitals undertaking this project may select from among the following measures, with their 
associated metrics and data sources. 
Measure Metric(s) Data Source(s) 
1. DY 15: Explore existing 

and/or potential new 
opportunities for 
participation in a learning 
collaborative. 

• Hospital meeting minutes 
and/or documentation of 
research findings on 
learning collaboratives 
 

• Internal hospital 
documentation 

2. DY 16 option: Select and 
join an existing learning 
collaborative (if selecting 
option 1 of Project Element 
B, above). 

• Documentation of hospital 
joining learning 
collaborative 

• Internal hospital 
documentation and/or 
learning collaborative 
documents 

3. DY 16 option: Develop a 
new learning collaborative 
structure (if selecting option 
2 of Project Element B, 
above). 

• Documentation of new 
learning collaborative goals, 
structure and membership 

• Signed agreement with 
facilitator of new learning 
collaborative (if applicable) 

• Learning collaborative 
documents 
 

• Agreement 

4. DY 16 option: Establish and 
implement a new learning 
collaborative (if selecting 
option 2 of Project Element 
B, above).  

• Documentation of learning 
collaborative activities 

• Learning collaborative 
documents 

5. DY 16 and DY 17: 
Participate actively in a 
learning collaborative. 

• Documentation of 
attendance at and/or 
participation in learning 
collaborative activities 

• Internal hospital 
documentation 

• Learning collaborative 
documents 

6. DY 17: Report on lessons 
learned from participation in 
a learning collaborative as 
they relate to the hospital’s 
delivery system 
transformation goals under 
DSTI. 

• Hospital report on lessons 
learned 

• Hospital report 
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31. Category 4: Population-Focused Improvements 

This section includes a menu of Category 4 measures related to population-focused improvements. 
The purpose of Category 4 is to evaluate the impact of the investments and system changes 
described in Categories 1, 2 and 3 through population-focused measures. Category 4 metrics shall 
recognize that the population-focused objectives do not guarantee outcomes but result in learning, 
adaptation, and progress. As such, eligible safety net hospitals will measure and report on selected 
measures but will not have milestones associated with the achievement of specific improvements. 
Hospitals shall commence reporting Category 4 measures starting in Demonstration Year 16 (SFY 
2013). 

 
a) Common measures: All participating safety net hospitals will develop plans to report on a 

core set of Category 4 measures that are included below.  Hospitals shall report on 11 
Common Measures in Demonstration Year 16 (SFY 2013) and report on one additional 
Common Measure in Demonstration Year 17 (SFY 2014), for a total of 12 Common 
Measures in Demonstration Year 17. 

 
b) Hospital-specific measures: For each project a hospital selects in its individual DSTI plan, 

the hospital shall elect at least one Category 4 hospital-specific measures up to a total of 15 
Category 4 hospital-specific measures for all the hospital’s projects on which the hospital 
will include a plan to report, selected from the list included in below. Project 3.9:  
Participate in a Learning Collaborative will not have associated Category 4 hospital-
specific measures.   

 
Hospitals must ensure that sampling procedures consistently produce statistically valid and useful 
data. If a hospital’s denominator population for a given measure is not sufficiently large to produce 
statistically valid data, then hospitals shall not be required to report the data under Category 4 
measures.  
 
Introduction 
 
As defined in the Massachusetts Section 1115 Demonstration Special Terms and Conditions, the 
purpose of Category 4 is to evaluate the population-focused objectives and improvements related to 
the projects selected by hospitals in Categories 1, 2, and 3. In recognition that the transformation 
projects do not guarantee outcomes but result in learning, adaptation, and progress, eligible safety 
net hospitals will measure and report on the population-focused measures outlined below but will 
not have milestones associated with the achievement of specific improvements. 
 
Because this category involves evaluating the initiatives and system changes described in 
Categories 1, 2, and 3 through population-focused objectives, the common measure set is organized 
around the Triple Aim: 
 

• Better Care: Improve the overall quality of the US health system by making health care 
more patient-centered, reliable, accessible, and safe.   
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• Better Health: Improve the health of the population by supporting proven interventions 
and enhancing the quality of care delivered.  

• Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery 
for individuals, families, employers, and the government.  

 
Table 1:  Category 4 Common Measures76 
 
Better Care: Improve the overall quality of the US health system by making health care more 
patient-centered, reliable, accessible, and safe.  These goals, set forward by the Institute of 
Medicine in Crossing the Quality Chasm, are important domains for assessing the effectiveness of 
care improvements. In the context of the DSTI program, there is a focus on both the quality and 
experience of patient care.  
 
One area of increasing national attention has been a focus on improvement of care transitions 
between providers or settings of care. Health care transitions, such as moves in and out of hospitals 
to post-acute care/nursing home care, home care (with and without home care supports), or 
outpatient care have been shown to be prone to medical errors; poor care coordination, infections 
and incorrect usage of medications—leading to potentially avoidable hospital readmissions, less 
than optimal patient health outcomes, and added health care costs.   This is especially the case for 
complex care needs, patients with social acuity, and co-occurring health conditions.  
 
Given the importance of examining patient care transitions and their effect on patient outcomes, 
three Common Measures, utilizing patient experience of care measures from the Hospital 
Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey focus on whether 
patients’ felt they had a good understanding of their medications and care needs post-discharge. 
Medication adherence and errors are a leading source of unnecessary emergency and acute care; 
therefore, it is an area of shared focus.77  Included within the HCAHPS measures is the Three-Item 
Care Transition Measure (CTM-3). This measure set has recently been added as a voluntary option 
to the HCAHPS survey.  
 
Better Care also includes a focus on care in Emergency Departments. Reducing the time patients 
remain in the emergency department (ED) can improve access to treatment and increase quality of 
care. Reducing this time potentially improves access to care specific to the patient condition and 
increases the capability to provide additional treatment. Overcrowding and heavy emergency 
resource demand have led to a number of problems, including prolonged patient waiting times, 
increased suffering for those who wait, rushed and unpleasant treatment environments, and 
potentially poor patient outcomes. 

 
 

                     
76 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a hospital’s 
denominator population for a given measure is not sufficiently large to produce statistically valid data, then hospitals shall 
not be required to report the data under Category 4 measures.  
77 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge from the 
Hospital.” Ann Intern Med. (2003) 138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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Better Care  
Common Measures 

DY 16 
Measure-
ment 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.1 Care Transitions Measure Set 
(CTM-3) 
 
Voluntary HCAHPS questions 
 
Data Source: Hospital vendor or 
Hospital Compare as available 

Not 
applicable in 
DY16. 
Requires 
new data 
capture. 

Not 
applicable in 
DY16. 
Requires 
new data 
capture. 

07/01/12 – 
06/30/13 

7/31/14 

4.2: Patients who reported that 
staff "Always" explained about 
medicines before giving it to 
them. 
 
HCAHPS Composite (Questions 
16 & 17) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.3: Patients at each hospital who 
reported that YES, they were 
given information about what to 
do during their recovery at home. 
 
HCAHPS Composite (Questions 
19 & 20) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.4: ED Wait Time: Door to 
Diagnostic Evaluation by a 
Qualified Medical Personnel  
 
CMS IQR  measure (OP-20) 
 
Data Source: Hospital Compare 

01/1/2012 - 
06/30/12 

1/31/13 07/1/2012 - 
06/30/13 

1/31/14 

 
Better Health: Improve the health of the population by supporting proven interventions and 
enhancing the quality of care delivered. Many of today’s individual health care processes are 
designed to respond to the acute needs of individual patients, rather than to anticipate and shape 
patterns of care for important subgroups. Population health focuses on segmenting the population, 
perhaps according to health status, level of support from family or others, and socioeconomic 
status, to facilitate efficient and appropriate care delivery. The Category 4 common measures share 
a focus on examining population dynamics. Two CMS Inpatient Quality Reporting/Joint 
Commission measures report on proven immunization interventions that can improve the health of 
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hospitalized populations following discharge—preventing subsequent care interventions.78 Two 
other ambulatory- sensitive measures examine acute admissions for chronic obstructive pulmonary 
disease (COPD) and congestive heart failure (CHF) patients—two patient populations of particular 
concern given their chronic care needs. A fifth measure looks at maternal and child health—
examining the incidence of low-birth weight children, a leading determinant of newborn health 
especially important for Medicaid populations. 

 

Better Health Common 
Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.5: Pneumonia Immunization 
 
CMS IQR/Joint Commission 
measure  
IMM-1a 79 
 
Data Source: Hospital Compare 

01/01/12 – 
06/30/12 
 

01/31/13 07/01/12 – 
06/30/13 
 

01/31/14 

4.6: Influenza Immunization 
(seasonal measure) 
 
CMS IQR/Joint Commission 
measure  
IMM-2 80 
 
Data Source: Hospital Compare 

01/01/12 - 
03/30/12 
 

01/31/13 10/01/12-
03/30/13 
 

01/31/14 

4.7: Percent of discharged 
patients under age 75 who were 
hospitalized for Chronic 
Obstructive Pulmonary Disease 
(Ambulatory Sensitive-Condition 
Admissions Measure) 
Modified AHRQ PQI-5: 
denominator modified to include 
only discharged hospital 
inpatients 
Data Source: Hospital billing 
data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

                     
78 See Specifications Manual for National Hospital Inpatient Quality Measures for selected references on clinical 
effectiveness of immunizations. Available at http://www.qualitynet.org 
79 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a 
includes all inpatients.  
80 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 includes 
all inpatients. 



ATTACHMENT J 
RESERVED FOR MASTER DSTI PLAN AND REIMSBURSEMENT AND FUNDING 

PROTOCOL  

 MassHealth STCs Appendices H-J                                                                              Page 202 of 214                                                                                                                                                                                         
Approval Period: December 20, 2011 through June 30, 2014 
Amended October 1, 2013 

Better Health Common 
Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.8: Percent of discharged 
patients under age 75 who were 
hospitalized for Congestive Heart 
Failure (Ambulatory Sensitive-
Condition Admissions Measure) 
Modified AHRQ PQI-8; 
denominator modified to include 
only discharged hospital 
inpatients 
Data Source: Hospital billing 
data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.9: Low Birth Weight Rate: 
number of low birth weight 
infants per 100 births81  
AHRQ PQI-9 
Data Source: Hospital records 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

 
Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for 
individuals, families, employers, and the government.  Measures that provide insights both into 
improved opportunities for health care delivery and health care cost-effectiveness are an area of 
particular focus in the Triple Aim. Many of the DSTI Category 1-3 projects include a specific 
focus on improving population health outside of the walls of the hospital (e.g. Primary Care 
Medical Homes, Health Information Exchanges, ACO development, etc.); therefore, it will be 
important to examine measures within the Category 4 Common Measures that look at hospital care 
indicators that are ambulatory-sensitive and that have the potential for better care coordination or 
care venues.  Preventable readmissions are an area of nationwide focus, both for their cost and 
health implications, but also because many readmissions are the result of poor care hand-offs and 
lack of care coordination post discharge. Similarly, many pediatric asthma emergency department 
visits are potentially avoidable with concerted outpatient management and care plans; therefore, an 
ambulatory-care sensitive pediatric asthma measure, relevant to Medicaid populations, has been 
included.  Lastly, a measure of early elective delivery examines a practice of care for which the 
evidence-base suggests can lead to unnecessary newborn complications and health care costs.82 
 
 

 
 

                     
81 Hospitals without maternity services are exempted from this measure. 
82 Clark, S., Miller, D.,et al. “Neonatal and maternal outcomes associated with elective delivery.” Am J Obstet Gynecol. 
(2009) 200:156.e1-156.e4. 
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Cost-Effective Care Common 
Measures 

DY 16 
Measure-
ment 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.10: Hospital 30-day, all-cause 
readmission rate to the index 
hospital following a 
hospitalization for all patients 18 
and older (not risk adjusted) 
See CMS IQR Readmissions 
Measures (AMI, CHF, and 
Pneumonia) for a list of standard 
exclusions, including: 1) index 
admissions for patients with an 
in-hospital death, 2) patients 
transferred from the index facility 
to another acute care facility, and 
3) patients discharged against 
medical advice.83  
Data Source: Hospital billing 
data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.11: Percent of Emergency 
Department visits for children age 
18 or less with a primary 
diagnosis of asthma--Ambulatory 
Sensitive-Condition  
See AHRQ PDI-14 for numerator 
specification. Denominator 
specification includes children 
ages 2 to 17 with an ED visit 
Data Source: Hospital ED billing 
data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.12: Percent of patients with 
elective vaginal deliveries or 
elective cesarean sections at 
greater than or equal to 37 weeks 
and less than 39 weeks of 
gestation completed84  
MassHealth Maternity Measure-3 
Data Source: MassHealth Quality 
Exchange(MassQEX) 

07/01/11-
06/30/12 

1/31/13 07/01/12-
06/30/13 

1/31/14 

   
                     
83 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is 
counted as a readmission. No admissions within 30 days of discharge from an index admission are considered as additional 
index admissions. The next eligible admission after the 30-day time period following an index admission will be considered 
another index admission. 
84 Hospitals without maternity services are exempted from this measure. 
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Category 4 Hospital-Specific Measures 
 
In addition to the common measures listed in Table 1 above, hospitals must select hospital-specific 
measures on which to report according to the projects they have selected in Categories 1-3. 
Hospitals must select for reporting in Category 4 a minimum of one measure per project up to a 
total of 15 Category 4 hospital-specific measures for projects selected in Categories 1-3. Project 
3.9:  Participate in a Learning Collaborative will not have associated Category 4 hospital-specific 
measures.  Hospitals shall choose from the options listed below in Table 2, which are associated 
with the project in Categories 1-3 to which they pertain.85  
 
Given the innovative nature of delivery system transformation and its highly-specific application 
relative to the existing needs, capacities, and opportunities for improvement at each DSTI hospital, 
some Category 4 hospital-specific measures include customized measurement to appropriately and 
meaningfully evaluate the progress and improvements related to projects hospitals have selected in 
Categories 1, 2, and 3.  In the case of some DSTI projects, the program of activities does not lend 
itself to standard measures.  In other cases, such measures are not a fit with the specific 
transformation goals of the project and/or reporting capabilities of the hospital based on the data 
available to them. Therefore, the menu of hospital-specific measures includes a blend of nationally 
recognized measures and hospital-specific customized measures.  In many cases, the hospital-
specific measures are customized to the nature of the transformation project, the patient population, 
available payer-specific data, the measurement period, and/or hospital data capabilities including 
whether hospital systems include employed physicians or ambulatory care.  Additionally, 
customized measures provide feasible data collection opportunities while providing valuable 
evaluative information on transformation goals.  Each hospital, in their hospital-specific plan, will 
include a narrative on the hospital-specific Category 4 measures it has elected and the rationale for 
how that measure fits with evaluating the impact of the transformation project being undertaken by 
the hospital.   

 
Table 2 Category 4: Hospital-Specific Measures  
 
Project 1.1 Patient Centered Medical Home 

ID Measure 

PCMHI 0033 Average third next available appointment (wait time) for the practice 

PCMHI 0035 Average panel size for the practice 

Press Ganey Medical practice satisfaction: overall rating score on Medical Practice 
Survey for two large medical practices 

NQF 0031 Percent of eligible women 40-69 who receive a mammogram in a two-year 
period 

                     
85 Hospitals must ensure that sampling procedures consistently produce 
statistically valid and useful data. If a hospital’s denominator population for a 
given measure is not sufficiently large to produce statistically valid data, then 
hospitals shall not be required to report the data under Category 4 measures.  
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Customized 
Measure 

Percent of patients with a minimum of one chronic disease in each adult and 
pediatric practice 

Customized 
Measure 

Hospital 30-day, all-cause readmission rate to the index hospital following a 
hospitalization for patients 18 and older discharged with a diagnosis of 
diabetes 

Customization of 
Patient Continuity 
of Care 

Continuity of Care Measure: measures visit continuity for patients with their 
primary care physician or the primary care physician and/or the primary care 
team 

Project 1.2 Integrate Physical Health & Behavioral Health 

ID Measure 

NQF 0575 Percent of patients 18–75 years of age with diabetes (type 1 or type 2) who 
were screened for depression using PHQ-2 or other approved screening 
instruments during the measurement period. 

NQF 0712 Percent of patients 18 years of age and older receiving depression screening 
through the use of PHQ-2 or other approved screening instruments within 
the measurement period. 

Customized 
Measure 

Percent of Emergency Department patients who screen positive for 
substance abuse using Screening, Brief Intervention, and Referral to 
Treatment (SBIRT) Protocol 

Customized 
Measure 

Average length of Emergency Department stay for mental health/substance 
abuse patients in hospital Emergency Department 

Customized 
Measure 

The rate of ED patients who leave without being treated by a Licensed 
Independent Practitioner 

Customized 
Measure 

The percentage of patients 18 years and older with a new episode of 
depression and started on an anti-depressant medication in primary care, 
who have had a 50 percent reduction in their PHQ9 Score during the 16-
week acute phase, at pilot site(s). 

1.3 Further Develop Integrated Care Network for Primary and Specialty Care 

ID Measure 

Customized 
Measure 

Urgent Care Volume 

Customized 
Measure 

Volume of patients obtaining care in hospital-based Express Care as it 
relates to total Emergency Dept visits. Report as change in percentage of 
hospital-based Express Care visits compared to total visits for patients at 
ambulatory based Urgent Care during operational hours. 
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Customized 
Measure 

Number of primary care physician FTEs and  attributed patients  

Customized 
Measure 

Percent of hospital's non-emergent Emergency Department patients sampled 
that are unable to identify a Primary Care Physician 

Customized 
Measure 

Using survey sampling techniques, determine time to first appointment and 
time to third next appointment for patients seeking care with PCP  

1.4 Establish Health Data Exchange Capability to Facilitate Integrated Patient Care 
ID Measure 
USPHTF Baseline compliance with USPHTF measure for 2 providers for ALL of the 

following:  
BP screening 
Br CA screening 
Cervical CA screening 
Cholesterol screening (M and F) 
Colon CA screening 
Osteoporosis screening 
Tobacco Screening 

Customized 
Measure 

Percent of providers with integrated Electronic Health Records into the 
Health Information Exchange whose patients had a duplicate or unnecessary 
test. 

1.5 Practice Support Center 

ID Measure 

Press Ganey Medical practice satisfaction: percent of patients surveyed answering “good” 
or “very good” to Press Ganey survey question regarding “ease of getting 
clinic on phone”  

Press Ganey Medical practice satisfaction: percent of patients surveyed answering “good” 
or “very good” for Press Ganey survey questions regarding “ease of 
scheduling appointments”  

1.6 Implement Patient Navigation Services 

ID Measure 

Customized 
Measure 

Frequent User ED Visits 

Customized 
Measure 

Unnecessary ED Visits 
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1.7 Develop Integrated Acute and Post-Acute Network Across the Continuum of Care 

ID Measure 

Customized 
Measure 

X% reduced hospital 30-day all-cause readmissions from prior year baseline 

Customized 
Measure 

X% reduced readmissions from specified post-acute setting from prior year 
baseline 

2.1 Implement Care Management Interventions for Patients with Chronic Diseases 

ID Measure 

NQF 0575 with 
adjustment to 
measurement 
period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 
had HbA1c < 8.0% during the measurement period at implemented pilot 
sites. 

NQF 0059 with 
adjustment to 
measurement 
period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 
had HbA1c > 9.0% during the measurement period at implemented pilot 
sites.  

NQF 0061with 
adjustment to 
measurement 
period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 
had BP <140/90 mmHg during the measurement period at implemented pilot 
sites.  

NQF 0064 with 
adjustment to 
measurement 
period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 
had LDL C <100mg/dL during the measurement period at implemented pilot 
sites. 

NQF 0055 with 
adjustment to 
measurement 
period 

Percent of adult patients with diabetes (type 1 or type 2) who had eye exam 
at least once during the measurement period at implementation sites. 

NQF 0057 Percent of patients 18-75 of age with diabetes who received one or more 
A1c test(s) per year 

NQF 0062 Percent of adult patients with diabetes (type 1 or type 2) who had micro-
albumin screening at least once during the measurement period at 
implemented pilot sites. 

NQF 0018 The percentage of patients 18–85 years of age who had a diagnosis of 
hypertension (HTN) and whose blood pressure (BP) was adequately 
controlled during the measurement period at implementation sites. 

Customized 
Measure 

Repeat ED visit rate 
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Modified NQF 
0330 

Hospital 30-day, all-cause, readmission rate to the index hospital following a 
hospitalization for patients 18 and older discharged with a primary diagnosis 
of heart failure 

Customized 
Measure 

Hospital 30-day, all-cause, readmission rate to the index hospital following a 
hospitalization for patients 18 and older discharged with a primary diagnosis 
of chronic obstructive pulmonary disease (COPD) 

Customized 
Measure 

Percent of patients enrolled in Heart Failure disease management program 
with evaluation of LVS function 

Customized 
Measure 

Percent of LVSD patients enrolled in Heart Failure disease management 
program prescribed ACEI or ARB at discharge 

Customized 
Measure 

Percent of patients who smoke and are enrolled in Heart Failure disease 
management program who receive adult smoking cessation 
advice/counseling 

Customized 
Measure 

Percent of patients enrolled in Heart Failure disease management program 
contacted within 24 hours post discharge 

Customized 
Measure  

Percent of targeted chronic disease patients who received a follow up 
appointment within 7 days of being discharged from the hospital with PCP 

Customized 
Measure 

Percent of Tele-health eligible patients enrolled in Heart Failure disease 
management program with Tele-health capabilities post discharge 

Customized 
Measure 

Percent of patients enrolled in Heart Failure disease management program 
discharged with home support post discharge 

Customized 
Measure 

Percent of adult patients with diabetes (type 1 or type 2) who had a 
hospitalization at the index hospital at least once during the measurement 
period at implemented pilot sites. 

Customized 
Measure 

Percent of COPD patients who go home with their inhaler if it is 
“continued” on their medication discharge instructions. 

2.2 Establish a Chronic Disease Registry 
ID Measure 

Customized 
Measure 

Percent of patients enrolled in the Chronic Disease Registry who are given a 
referral for specialist treatment of a chronic disease 

Customized 
Measure 

For patients enrolled in the Chronic Disease Registry, average turn-around 
time of referral report for specialist treatment of chronic disease 
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Customized 
Measure 

Percent of patients with identified chronic  disease who did not keep follow-
up appointments with Primary Care Physician 

Customized 
Measure 

Percent of patients with identified chronic disease who are referred to attend 
smoking cessation counseling from a certified smoking cessation counselor. 

2.3 Implement Improvements in Care Transitions 

ID Measure 

HCAHPS HCAHPS Discharge Information  

Modified NQF 
0330 

Hospital 30-day, all-cause, readmission rate to the index hospital following a 
hospitalization for patients 18 and older discharged with a primary diagnosis 
of heart failure 

Customized 
Measure 

Hospital 30-day, all-cause readmission rate to the index hospital following a 
hospitalization for high-risk patients (as defined by STARR High Risk Tool) 
18 and older 

HCAHPS 
 

Percent of Patients who reported that their nurses "Always" communicated 
well  
 

2.4 Develop or Expand Projects to re-Engineer Discharge Processes 

ID Measure 

Customized 
Measure 

Hospital 30-day, all-cause readmission rate to the index hospital following a 
hospitalization patients ages 18 – 65, admitted for medical care (non-
surgical and non-maternity) and are MassHealth or Commonwealth Care 
members of the BMC HealthNet Plan, who are served by re-engineered 
discharge process to reduce readmissions 

Customized 
Measure 

Percent of patients ages 18 – 65, admitted for medical care (non-surgical and 
non-maternity) and are MassHealth or Commonwealth Care members of the 
BMC HealthNet Plan, who are served by re-engineered discharge process to 
reduce readmissions 

Customized 
Measure 

Percent of parents or caregivers of patients ages 18 – 65, admitted for 
medical care (non-surgical and non-maternity) to a specific cohort, who 
receive a hospital after care plan at discharge 
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2.5 Implement Primary Care-Based System of Complex Care Management for High Risk 
Population(s) 
ID Measure 

PCMHI 0012 Percent of hospitalized patients who have clinical, telephonic, or face-to-
face follow-up interaction with the care team within 2 days of discharge 
during the measurement month at sites with implemented complex care 
management. 

PCMHI 0013 Percent of patients who have been seen in the Emergency Room with a 
documented chronic illness problem, who have clinical telephonic or face-
to-face follow-up interaction with the care team within 2 days of ER visit 
during the measurement month at sites with implemented complex care 
management.   

2.6 Establish a Multi-Disciplinary Education and Simulation Center 

ID Measure 

Customized 
Measure 

Percent of infants delivered vaginally with shoulder dystocia 

AHRQ PSI 39 Failure to Rescue Rate: Deaths per 1,000 patients having developed 
specified complications of care 
during hospitalization. 

2.7 Implement Process Improvement Methodologies to Improve Safety, Quality and 
Efficiency 
ID Measure 

BCBS AQC Percent of patients aged 18 through 85 enrolled in the Blue Cross Blue 
Shield Alternative Quality Contract who had a diagnosis of hypertension 
and whose blood pressure was adequately controlled (<140/90) 

Standard measure Falls per thousand patient days 

Standard measure Average Length of Stay for all Inpatients 

Customized 
Measure 

Percent of registered Emergency Department Patients leaving Emergency 
Department without being seen 
 

CDC CLASBI Central Line Associated Blood Stream Infections 
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2.8 Provide an Alternative Care Setting for Patients who Seek Non-Emergent Department 
Care 
ID Measure 

Customized 
Measure 

Average monthly non-emergent Hospital emergency department volume that 
is level, 3, 4, and 5 on the ESI scale, separately, as a percentage of the total 
ER volume 

Customized 
Measure 

Measure average monthly visits at new co-located PCMH primary care site 

2.9 Reduce Variations in Care for Patients with High Risk Conditions 

ID Measure 

Customized 
Measure 

30-day all-cause readmissions 

3.1 Develop Risk Stratification Capabilities for Patient Populations and Alternative Payment 
Models 
ID Measure 

Customized 
Measure 

Estimated total costs avoided due to interventions triggered by X percent 
highest risk patient identification and care management in specific payer 
cohort  

Customized 
Measure 

Admits/1,000 (Tufts Medicare Preferred population) 

Customized 
Measure 

Acute Admits/1,000 from a SNF (Tufts Medicare Preferred population) 

3.2 Design and Implement a Hospital-Based 360 Degree Patient Care Program 

ID Measure 

Customized 
Measure 

Admits/1,000 (Tufts Medicare Preferred population) 

3.3 Develop Governance, Administrative, and Operational Capacities to Accept Global 
Payments/Alternative Payment 
ID Measure 

NQF 0036 Percentage of patients who were identified as having persistent asthma and 
who were dispensed a prescription for either an inhaled corticosteroid or 
acceptable alternative medication during the measurement year 

NQMC-1976 Heart failure: percentage of patients aged greater than or equal to 18 years 
with diagnosed heart failure (HF) who also have left ventricular systolic 
dysfunction (LVSD) who were prescribed angiotensin-converting enzyme 
(ACE) inhibitor or angiotensin receptor blocker (ARB) therapy. 

NQMC-6217 Comprehensive diabetes care: percentage of members 18 through 75 years 
of age with diabetes mellitus (type 1 and type 2) whose most recent 
hemoglobin A1c (HbA1c) level is greater than 9.0% (poorly controlled). 
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Customized 
Measure 

For a targeted population, the percentage of women aged 40 through 69 
years who had a mammogram to screen for breast cancer within 24 months. 

Customized 
Measure 

Report of claims based utilization data for targeted population and service 
lines compared to benchmarks 

Customized 
Measure 

Average Length of Stay for existing Mercy/Physician Group Medicare 
Advantage “Virtual” ACO beneficiaries  

Customized 
Measure 

Percentage of existing Mercy/Physician Group Medicare Advantage 
“Virtual” ACO beneficiaries  readmitted < 30 days 

3.4 Develop an Integrated Care Organization to Enhance Capacity and to Respond to 
Alternative Payment Systems 

ID Measure 

Customized 
Measure 

Number of physicians in new ICO  

Customized 
Measure 

Number of patients attributed to PCPs in ICO 

Customized 
Measure 

Percent of primary care physicians who successfully qualify for a Medicare 
or Medicaid EHR Incentive Program payment 

Customized 
Measure 

Count of patients represented by PCPs in the original PHO organization, 
prior to redesigning it to become the ICO. 

3.5 Develop Administrative, Organizational, and Clinical Capacities to Manage the Care for 
Complex Patients 

ID Measure 

Customized 
Measure 

Number of Dual Eligible Inpatient  Admissions  

Customized 
Measure 

Number of Dual Eligible ED visits  

Customized 
Measure 

Percent of Dual Eligible Patients readmitted all cause < 30 days 
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3.6 Establish an Enterprise-Wide Strategy for Information Management and Business 
Intelligence 
ID Measure 
Customized 
Measure 

Identify top 5 most costly providers compared to 30 day readmission rates 
for HF 

Customized 
Measure 

Percent of identified “high risk” for readmission patients who are scheduled 
a follow up visit prior to discharge using nationally recognized evaluation 
tool (e.g. STAAR)  for  identifying high risk patients for readmission. 

Customized 
Measure 

Percentage of times critical information is transmitted at the time of 
discharge on identified high risk patients to the next site of care, i.e., home 
health, LTC, rehab and/or PCP office 

3.7 Develop Capacity to Address the Population Health of the Community Associated with 
the Triple Aim and Alternative Payment Models 

ID Measure 

NQF 0028a with 
adjustment to 
measurement 
period 

Percent of patients 18 years and older who were queried about tobacco use 
in the past 24 months (at implementing pilot site(s)) 

NQF 0028b with 
adjustment to 
measurement 
period 

Percent of patients 18 years and older, identified as tobacco users, who 
received cessation intervention in the past 24 months (at implementing pilot 
site(s)) 

Obesity – BMI 
Screening (linked 
to NQF 421) 

Percent of adult primary care patient population with a clinical visit during 
the measurement period who have a BMI in the obesity category during the 
measurement period (at implementing pilot site(s)) 

Obesity - Adult 
Height and Weight 
Verification 

Percent of adult primary care patient population with a clinical visit during 
the measurement period who received verification of height and weight 
during the measurement period (at implementing pilot site(s)) 

Cardiovascular 
Risk Screening 
(linked to NQF 17) 

Percent of adult primary care patient population with a clinical visit during 
the measurement period who were identified with cardiovascular risk factors 
during the measurement period (at implementing pilot site(s)) 

Behavioral Health 
Screening (linked 
to NQF 418) 

Percent of adult primary care patient population with a clinical visit during 
the measurement period who received an annual behavioral health screening 
using an approved screening instrument during the measurement period (at 
implementing pilot site(s)) 

3.8 Global Payment Pilot Project  

ID Measure  
Customized 
Measure 

X% of aligned patient population reimbursed under global payment 
arrangement 

3.9 Participate in a Learning Collaborative 

N/A N/A 
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XI. DSTI EVALUATION 

 
32. State Process for Developing an Evaluation of DSTI 

A draft design for the evaluation of DSTI will be included in the draft evaluation design for the 
1115 Medicaid Demonstration, to be submitted in accordance with STC section 84. The evaluation 
design will be refined further after CMS approval of the master DSTI plan and hospital specific 
plans. The Commonwealth will contract with an external evaluator to develop an evaluation plan in 
accordance with STCs 84-86.  
 
The DSTI evaluation will include both process and outcome measures and will draw on both 
qualitative and quantitative data sources.  Content analyses of DSTI project documents, including 
the master DSTI plan contained in these STCs, will advise the specification of a delivery system 
theory of change, specific evaluation measures and specifications, and data sources.   

 
 
 













































































































































































Massachusetts MassHealth Section 1115 Demonstration Safety Net Care Pool 
Uncompensated Care Cost Limit Protocol  

December 11, 2013  
 
 
Introduction 
 
This cost limit protocol will meet the required protocol specifications pursuant to 
Massachusetts 1115 Demonstration Special Terms and Conditions (STC) 50(f).  
According to this protocol: 
 

1) The cost limit must be calculated on a provider-specific basis. 
2) Only the providers receiving SNCP payments for uncompensated care 

pursuant to STC 49(c) will be subject to the protocol.    
a. All Medicaid Fee-for-Service payments for services and managed care 

payments, including any supplemental or enhanced Medicaid 
payments made under the State plan 1, SNCP payments subject to the 
Provider Cap pursuant to STC 50(c), and any other revenue received 
by the providers by or on behalf of Medicaid-eligible individuals or 
uninsured patients are offset against the eligible cost.  Payments that 
are not service payments for the provision of medical care are not 
offset against the eligible cost.  Since the following payments are not 
payments for the provision of medical care, they are not offset against 
the eligible cost: SNCP grants and performance-based, incentive, and 
shared savings payments. These include performance- and incentive-
based payments and grants and awards both currently in existence and 
those that may be implemented during future demonstration renewal 
periods, such as those listed below. 

 
b. Performance- and incentive-based payments, including but not limited 

to: 
i. Pay-for-performance payments made under the Medicaid state 

plan; 
ii. Quality incentive payments associated with an alternative 

payment arrangement authorized under the Medicaid state plan 
or the section 1115 demonstration; 

iii. Delivery System Transformation Initiative payments made 
under the 1115 demonstration; 

iv. Patient Centered Medical Home Initiative payments, including 
care management and coordination payments, made under the 
1115 demonstration; 

v. Shared savings and other risk-based payments under an 
alternative payment arrangement (e.g., Primary Care Payment 
Reform, subject to CMS approval), authorized under the 
Medicaid state plan or the section 1115 demonstration; 

1 State Plan supplemental payments include, but may not be limited to, Essential MassHealth Hospital Payments, 
Freestanding Pediatric Acute Hospital Payments, Acute Hospitals with High Medicaid Discharges Payments, and 
Infant and Pediatric Outlier Payment Adjustments. Safety Net Care Pool supplemental payments under the 1115 
demonstration include Public Service Hospital Payments. 
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Massachusetts MassHealth Section 1115 Demonstration Safety Net Care Pool 
Uncompensated Care Cost Limit Protocol  
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vi. Medicaid EHR incentive payments, including eligible provider 
and hospital Electronic Health Record (EHR) incentive 
payments, made in accordance with the CMS-approved state 
Medicaid Plan and CMS regulations. 
 

c. Grants and awards: 
i. Infrastructure and Capacity Building grants and any other 

grants or awards awarded by the Commonwealth of 
Massachusetts or any of its agencies; 

ii. Any grants or awards through the CMS Innovation Center or 
other federal programs; 

iii. Any grants or awards by a private foundation or other entity. 
 

Acute Inpatient and Outpatient Hospital Protocol for Medicaid and Uncompensated 
Care Cost 

 
Determination of Allowable Medicaid and Uninsured Costs 
 

a. Disproportionate Share Hospital (DSH) Allowable Costs 
i. Per STC 50(f), the Commonwealth will use the Medicaid DSH 

statutory, regulatory, and policy definitions of allowable inpatient 
hospital and outpatient hospital services and allowable Medicaid and 
uninsured costs in determining hospital-specific cost limits in its cost 
protocols.  To the extent that the determination of uncompensated care 
costs varies from the Medicaid DSH requirements, the process must be 
accounted for in this document.  

ii. Allowable pharmacy costs include the cost of drugs and pharmacy 
supplies requested by patient care departments and drugs charged to 
patients.  Pharmacy service costs that are not part of an inpatient or 
outpatient service, such as retail pharmacy costs, are not considered 
eligible for inclusion in the hospital-specific uncompensated cost limit 
allowable under DSH. To the extent that the determination of 
allowable pharmacy costs varies from the Medicaid DSH 
requirements, the process must be accounted for in this document. 

iii. Costs included must be for services that meet the federal definition and 
the approved Massachusetts State plan definition of “hospital services” 
for medical assistance.  “Medical assistance” is defined as the cost of 
care and services “for individuals, and, with respect to physicians’ or 
dentists’ services, at the option of the State, to individuals [who are 
eligible]…” per Section 1905 of the Act. 

b. Medicaid State Plan Allowable Costs 
i. Massachusetts will use the same definition for all inpatient hospital, 

outpatient hospital, and physician services, clinic services, non-
hospital services, etc. as described in its approved Medicaid State plan, 
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and in accordance with Section 1905 of the Social Security Act and the 
regulations promulgated thereunder, to define allowable service costs 
provided by acute inpatient and outpatient hospitals. Massachusetts 
identifies other service costs, subject to CMS approval, that are not 
included in the Medicaid state plan definitions to be included as 
allowable uncompensated care costs in this document (see Cost 
Element table).  

1. Inpatient acute hospital services: Medical services provided to 
a member admitted to an acute inpatient hospital. Such services 
are as described in Section 1905 of the Social Security Act and 
the regulations promulgated thereunder.   

2. Outpatient acute hospital services: Outpatient Hospital Services 
include medical services provided to a member in a hospital 
outpatient department. Such services include, but are not 
limited to, emergency services, primary-care services, 
observation services, ancillary services, and day-surgery 
services. Outpatient Services include medical services provided 
to a member in an outpatient setting including but not limited 
to hospital outpatient departments, hospital-licensed health 
centers or other hospital satellite clinics, hospital-based 
physicians’ offices, hospital-based nurse practitioners’ offices, 
freestanding ambulatory surgery centers, day treatment centers, 
or the member’s home. Such services are as described in 
Section 1905 of the Social Security Act and the regulations 
promulgated thereunder.  

c. 1115 Demonstration Allowable Costs 
i. 1115 Demonstration Expenditures: Costs incurred by acute hospitals 

for providing Medicaid state plan services to members eligible for 
Medicaid through the 1115 demonstration (i.e., expansion populations) 
will be counted as allowable costs.  In addition, allowable costs of 
services that are not authorized under the Medicaid state plan and are 
provided by acute hospitals under the 1115 demonstration include 
expenditures related to services provided in the programs below and 
described in the Cost Element table. All services authorized under the 
section 1115 demonstration are subject to the requirements and 
limitations specified in the STCs. 

1. The Commonwealth must not claim costs for the Pediatric 
Asthma Pilot Program until receiving CMS approval of the 
Pediatric Asthma Program payment protocol as described in 
Special Term and Condition 40(h).  

2. Intensive Early Intervention Services for Children with Autism 
Spectrum Disorder. The Commonwealth must not claim costs 
for the Intensive Early Intervention Services for Children with 
Autism Spectrum disorder until CMS approves the Intensive 
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Early Intervention Services for Children with Autism Spectrum 
Disorder the Pediatric Asthma Pilot Program payment protocol 
as specified in STC 40(h).   

3. Diversionary Behavioral Health Services. 
d. Medicaid Managed Care Costs: Costs incurred by acute hospitals for 

providing services to members enrolled in Medicaid managed care 
organizations including Senior Care Organizations (SCOs) and Integrated 
Care Organization (ICOs), prepaid inpatient health plans, and any prepaid 
ambulatory health plans. Eligible costs are determined using the same 
methodology under this section. 

e. Other Allowable Costs, Approved 1915(c) Waivers – Allowable costs are 
defined in the Cost Element table.  

f. Additional Allowable Costs – Allowable costs are defined in the Cost Element 
table. 

 
 

I. Summary of 2552-10 Cost Report (CMS 2552 cost report) 
 

Worksheet A: Reclassification and Adjustment of Trial Balance of Expenses  
Worksheet A provides for recording the trial balance of expense accounts from your 
accounting books and records. It also provides for the necessary reclassifications and 
adjustments to certain accounts. Not included on Worksheet A are items that conflict 
with Medicare regulations, manuals, or instructions but which providers may wish to 
claim and contest. 
 
The trial balance of expenses is broken down into the following categories to 
facilitate the transfer of costs to the various worksheets: 

1) General service cost centers 
2) Inpatient routine service cost centers 
3) Ancillary service cost centers 
4) Outpatient service cost centers 
5) Other reimbursable cost centers 
6) Special purpose cost centers 
7) Other special purpose cost centers not previously identified 
8) Costs applicable to nonreimbursable cost centers to which general service 

costs apply 
9) Nonreimbursable cost center to accumulate the cost incurred by you for 

services related to the physicians’ private practice 
 
Worksheet B  
Worksheet B allocates overhead (originally identified as general service cost centers) 
to all other cost centers, including the non-reimbursable costs identified in lines 96 
through 100.  
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Cost finding is the process of recasting data derived from the accounts ordinarily kept 
by the provider to ascertain costs of the various types of services rendered; i.e., the 
allocation of the expenses of each general service cost center to those cost centers 
which receive the services. The CMS 2552 approved method of cost finding is 
recognized and outlined in 42 CFR 413.24 and is based on the accrual basis of 
accounting except where government institutions operate on a cash basis of 
accounting.  
 
Worksheet C 
Worksheet C computes the ratio of cost to charges (RCC) for inpatient services, 
ancillary services, outpatient services, and other reimbursable services. The total cost 
for each cost center is derived from Worksheet B after the overhead allocation, and 
the total charge for each cost center is determined from the provider’s records. This 
RCC is used on Worksheet D, Worksheet D-3, Worksheet D-4, Worksheet H-3, and 
Worksheet J-2 to determine the program's share of ancillary service costs in 
accordance with 42 CFR 413.53. This worksheet is also needed to determine the 
adjusted total costs used on Worksheet D-1. 
 
Worksheet D 
This series of worksheets is where the total costs from Worksheet B are apportioned 
to different payer programs.  Apportionment is the process by which a cost center's 
total cost is allocated to a specific payer or program or service type. Apportionment is 
used to arrive at Medicare hospital inpatient routine and ancillary cost and Medicare 
hospital outpatient cost, etc. 
 
Worksheet D consists of the following five parts: 

1) Part I: Apportionment of Inpatient Routine Service Capital Costs 
2) Part II: Apportionment of Inpatient Ancillary Service Capital Costs 
3) Part III: Apportionment of Inpatient Routine Service Other Pass Through 

Costs 
4) Part IV: Apportionment of Inpatient/Outpatient Ancillary Service Other Pass 

Through Costs  
5) Part V: Apportionment of Medical and Other Health Services Costs 

 
Worksheet D-1: All providers will complete this worksheet, which provides for the 
computation of hospital inpatient operating cost in accordance with 42 CFR 413.53 
(determination of cost of services to beneficiaries), 42 CFR 413.40 (ceiling on rate of 
hospital cost increases), and 42 CFR 412.1 through 412.125 (prospective payment).  
 
Worksheet D-2: Worksheet D-2 apportions the cost of services rendered by interns 
and residents across the following two parts: 

1) Part I: Not in Approved Teaching Program. This part is used by the provider 
only if it has interns and residents that are not in an approved teaching 
program. 
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2) Part II: In an Approved Teaching Program (Title XVIII, Part B Inpatient 
Routine Costs Only). This part provides for reimbursement for inpatient 
routine services rendered by interns and residents in approved teaching 
programs to Medicaid beneficiaries.  

 
Worksheet D-3: Worksheet D-3 apportions inpatient ancillary services.  
 
Worksheet D-4: Worksheet D-4 computes organ acquisition costs and charges for 
hospitals that are certified transplant centers.  
 
Worksheet D-5: Apportions cost for the services of teaching physicians. 
 
Worksheet E 
Worksheet E worksheets will be used to calculate Title XIX settlement for inpatient 
prospective payment system (IPPS) hospital services, medical and other health 
services.  
 
 
NOTES: 
 

For purposes of utilizing the CMS 2552 cost report to determine Medicare 
reimbursements, the term “as filed 2552 cost report” refers to the cost report filed 
on or before the last day of the fifth month following the close of the provider’s 
cost reporting period. The cost reporting period covers a 12-month period of 
operations based upon the provider’s accounting year.  

 
 
II. Uniform Medicaid & Uncompensated Care Cost & Charge Report 

(UCCR)  
 

In relation to Medicaid reimbursement, the CMS 2552 report does not sufficiently 
capture costs for Massachusetts hospitals because costs cannot be allocated across 
other payers, nor are costs reimbursed through the CMS 2552 inclusive of those 
incurred for providing the types of services that support the Medicaid-eligible and 
uninsured populations, such as those approved in this cost limit protocol as additional 
allowable costs.  
 
The Commonwealth will use the CMS 25522 and Uniform Medicaid & 
Uncompensated Care Cost & Charge Report (UCCR) to determine Medicaid and 
uninsured costs.  To supplement the CMS 2552 cost report, hospitals subject to the 
cost limit protocol will file the UCCR to allocate allowable 2552 costs to Medicaid 

2 Community Based Detoxification Centers are the only provider type subject to the cost limit that does not 
submit the CMS 2552 cost report. 
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and uninsured services and, in accordance with the Cost Element table, recognize 
additional costs that are not otherwise reimbursed through the CMS 2552. 
 
 
The UCCR report includes cost-center specific data by payer and its purpose is to 
capture uncompensated costs that safety net providers incur from supporting a large 
proportion of Medicaid and uninsured individuals.  The UCCR also captures costs 
that are specifically allocated toward “funding required for the operation of the Safety 
Net Health Care System” on Schedule E, which was designed to reflect costs that are 
incurred disproportionately on behalf of Medicaid and uninsured patients (e.g., social, 
financial, and interpreter costs; unreimbursed costs for Dual Eligibles, etc. and other 
additional allowable costs approved in this cost limit protocol).   
 
Overview 
 
Acute hospitals must submit cost, charge and patient day data via the UCCR, an 
electronic report developed by the Commonwealth, based on the CMS 2552, and 
currently used to record Medicaid- and uncompensated care costs for certain safety 
net providers.  For the Commonwealth’s use in calculating provider-specific 
uncompensated care cost limits, data submitted by the provider shall be based on 
information supplied on the hospital’s CMS 2552, as filed with and audited/settled by 
the Medicare fiscal intermediary, hospital records, and the UCCR.  

 
 

NOTES:  
 

The Medicaid- eligible population includes those individuals who are eligible for 
Medicaid but have private insurance; Medicaid FFS and Medicaid Managed Care, 
including individuals dually eligible for Medicaid and Medicare.   
 
“Uninsured individuals” for whom uncompensated care costs are allowable 
includes the population for which HSN payments are made.  Costs associated 
with Medicaid-eligible individuals who are uninsured for the service are 
allowable under this population, assuming the service meets all other criteria 
outlined in this protocol, including but not limited to being “medically necessary.”  
Additionally, costs associated with the Medicaid- eligible population must not be 
duplicative of the uninsured individual costs.    
 
The costs incurred for providing the services below are approved by CMS as 
additional allowable services not otherwise captured and/or allocated to the 
Medicaid-eligible and uninsured population through the CMS 2552 allocation 
method. 
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For the purposes of the UCCR, a Massachusetts Medicaid Managed Care 
Organization (otherwise referred to as “MMCO”) includes MCOs, Integrated 
Care Organizations (ICOs), Senior Care Organizations (SCOs), Programs of All-
inclusive Care for the Elderly (PACE), and Prepaid Inpatient or Ambulatory 
Health Plan (including the behavioral health PIHP). 

 
 

Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment – 
 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Professional 
component of 
provider-based 
physician 
costs, 
including 
contracted 
physician 
costs, which 
are not part of 
the inpatient 
hospital billing 

X X X X X X   

Provider 
component of 
provider-based 
physician costs 
reduced by 
Medicare 
reasonable 
compensation 
equivalency 
(RCE) limits, 
subject to 
applicable 
Medicare cost 
principles 

X X X X X X   

Administrative 
costs of the 
hospital’s 
billing 
activities 
associated 
with physician 
services who 
are employees 
of the hospital 
billed and 
received by the 
hospital 

X X X X X X   
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment – 
 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Patient and 
community 
education 
programs, 
excluding cost 
of marketing 
activities 

X X X X X X X X 

Telemedicine 
services X X X X X X X X 

Addiction 
Services X X X X X X  X 

Community 
Psychiatric 
Support and 
Treatment 

 X  X  X  X 

Medication 
Administration  X    X   

Vision Care  X       
Health care for 
the house 
bound and the 
homeless, 
family 
planning, and 
pre-natal, 
labor, and 
post-natal 
support for at 
risk 
pregnancies. 
CMS 255-10, 
Line 193 

 X       

Social, 
Financial, 
Interpreter, 
Coordinated 
Care and other 
services for 
Medicaid-
eligible and 
uninsured 
patients 

X X X X X X X X 

340b and other 
pharmacy 
costs  

 X       

Graduate 
Medical 
Education 

X X X X X X   
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment – 
 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Outlier Day: 
Each day 
beyond 20 
acute days, 
during a single 
admission, for 
which a 
member 
remains 
hospitalized at 
acute status   

X        

Psychiatric 
Day Treatment 
Program 
Services 

 X    X   

Dental 
Services  X       

Intensive Early 
Intervention 
Services for 
Children with 
Autism 
Spectrum 
Disorder 

X X       
 

Diversionary 
Behavioral 
Health 
Services  

X X X X X X X X 

Public 
Hospital 
Pensions and 
Retiree 
Benefits 

X X       

 
 
UCCR Instructions 
 
Schedule A: Computation of MassHealth Fee-for-Service (FFS) Costs 
 
 
Column 1 – Reported Costs  
 
Enter costs from the hospital’s most recently filed Medicare cost report (CMS 2552) 
Worksheet B, Part 1, column 24. This column includes costs that have already been 
reclassified, adjusted and stepped down through the A and B worksheet series and 
includes costs related to interns and residents. 
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Column 2 – Reclassification of Observation Costs and inclusion of Post-Stepdown 
Costs 
Reclassify observation costs from Line 30 to Line 92. The observation costs are 
derived from the CMS-2552, Worksheet C, Part I, Column 5, Line 92. 
 
Add post-step-down costs from Supplemental Worksheet B-2, Column 4, Lines 54, 
60, 89 & 90, except costs related to interns and residents.   
 
For line 30 (Adults and Pediatrics), include a decreasing adjustment, if applicable, for 
the swing bed costs reported on Worksheet D-1, Part I, line 26, and for the private 
room differential costs reported on Worksheet D-1, Part I, line 36. 
 
 
Column 3 – Total Costs 
 
Sum of costs from column 1 and column 2. [This column will auto-populate.] 
 
 
Column 4 – Charges  
 
Enter charges from the hospital’s most recently filed Medicare cost report (CMS 
2552) Worksheet C, Part I, column 8.   
 
 
Column 5 – Hospital Cost-to-Charge Ratios 
 
Calculate the cost-to-charge ratio for each cost center by dividing the total costs for 
each cost center from column 3 by the respective charges from column 4.  [This 
column will auto-populate.] 
 
 
Column 6 – Total MassHealth Fee-for-Service Inpatient Charges:  
 
Enter from hospital records inpatient charges by cost center related to MassHealth 
Fee-for-Service (FFS) patients. 
 

• MassHealth FFS Inpatient Charges include only those charges for the 
following: 

o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered inpatient hospital services provided to 

MassHealth patients eligible pursuant to Titles XIX and XXI at the 
time of service delivery.   
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• MassHealth FFS Inpatient Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges associated with the professional component of hospital-based 
physician services. 

 
 
Column 7 – MassHealth FFS Inpatient Costs 
 
For Lines 50 through 117, calculate the MassHealth FFS inpatient costs by 
multiplying for each cost center the MassHealth FFS inpatient charges from column 8 
by the respective hospital cost-to-charge ratios from column 5.  [These lines will 
auto-populate.]  For lines 30-46, costs are determined using a per diem methodology; 
these cells will automatically be populated after Schedule B (column 5) has been 
completed.   
 
 
Column 8 – MassHealth Fee-for-Service Outpatient Charges 
 
Enter from hospital records outpatient charges by cost center related to MassHealth 
Fee-for-Service (FFS) patients. 
 

• MassHealth FFS Outpatient Charges include only those charges for the 
following:  

o Medically necessary services as defined in 130 CMR 450.204; and 
o MassHealth covered outpatient hospital services provided to 

MassHealth patients eligible pursuant to Titles XIX and XXI at the 
time of service delivery. 
 

• MassHealth FFS Outpatient Charges may not include: 
o Charges associated with services provided to MassHealth members 

where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX or Title 
XXI programs (e.g., the Children’s Medical Security Plan); or 
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o Charges associated with the professional component of hospital-based 
physician services. 

 
 
Column 9 – MassHealth Fee-for-Service Outpatient Costs 
 
MassHealth FFS outpatient costs are determined by multiplying the MassHealth 
outpatient charges for each cost center from column 8 by the respective hospital cost-
to-charge ratios from column 5. [This column will auto-populate.] 
 
 
Column 10 – Total MassHealth Fee-for-Service Inpatient and Outpatient Costs  
 

Total MassHealth FFS costs are determined by adding the MassHealth inpatient 
costs from column 7 and the MassHealth outpatient costs from column 9. [This 
column will auto-populate.] 

 
 

Schedule B: Computation of Inpatient Routine Cost Center Per Diems 
 
For the purposes of completing Schedule B, patient days entered in Columns 2, 4, 6 
and 8 must include only those days wherein a patient fully met, at the time of service, 
the criteria for the given category (FFS, MMCO, HSN and Uninsured Care), as set 
forth in the Instructions to Schedules A and C.  The SNF, NF, and LTC cost centers 
must be removed from Schedule B, since these costs cannot be claimed as part of the 
hospital uncompensated care costs. 
 
 
Column 1 – Total Routine Cost Center Inpatient Costs  
 
Enter total costs for each routine cost center as reported on UCCR Schedule A, 
Column 3, lines 30-46. [This column will auto-populate.] 
 
 
Column 2 – Total Inpatient Days 
 
Enter total patient days for each routine cost center from CMS-2552 Worksheet S-3, 
Part 1, Column 8.   
 
 
Column 3 – Per Diem 
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Calculate the average cost per day (per diem) by dividing total costs for each cost 
center in column 1 by the respective total patient days in column 2. [This column will 
auto-populate.] 
 
 
Column 4 – MassHealth Fee-for-Service Inpatient Days 
 
Enter total MassHealth FFS inpatient days for each routine cost center on lines 30-46 
from provider records. 
 
 
Column 5 – Total MassHealth FFS Inpatient Costs 
 
Calculate total FFS inpatient costs for each routine cost center by multiplying the 
days in column 4 by the per diem in column 3.  [This column will auto-populate.] 
 
 
Column 6 – Medicaid Managed Care Inpatient Days 
 
Enter total Medicaid Managed Care inpatient days for each routine cost center on 
lines 30-46 from provider records. 
 
 
Column 7 – Total Medicaid Managed Care Inpatient Costs 
 
Calculate total MMCO inpatient costs for each routine cost center by multiplying the 
days in column 6 by the per diem in column 3.  [This column will auto-populate.]  
 
 
Column 8 – HSN and Uninsured Care Inpatient Days 
 
Enter total HSN and Uninsured Care inpatient days for each routine cost center on 
lines 30-46 from provider records. 
 
 
Column 9 – Total HSN and Uninsured Care Inpatient Costs 
 
Calculate total HSN and Uninsured Care inpatient costs for each routine cost center 
by multiplying the days in column 8 by the per diem in column 3.   [This column will 
auto-populate.]   

 
 

Schedule C: Computation of Massachusetts Medicaid Managed Care (MMCO) and 
HSN and Uninsured Costs 
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For the purposes of completing Schedule C: 
 

• Massachusetts Medicaid Managed Care Charges include only those charges 
for the following: 

o Medically necessary services as defined in 130 CMR 450.204;  
o MassHealth covered inpatient and outpatient hospital services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI and enrolled in a MassHealth contracting MCO, SCO, PACE, 
PIHP and PAHP (MMCO) at the time of service delivery.   

 
• Medicaid Managed Care Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered under MassHealth Fee-for-Service, 
including the Primary Care Clinician program; 

o Charges associated with claims that have been final denied for 
payment by the MMCO; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan);  

o Charges reported as HSN and Uninsured Care (below). 
 

• HSN and Uninsured Care Inpatient and Outpatient Charges are defined as 
those charges associated with care provided by hospitals for medically 
necessary services, including services reasonably calculated to prevent, 
diagnose, prevent the worsening of, alleviate, correct, or cure conditions in the 
member that endanger life, cause suffering or pain, cause physical deformity 
or malfunction, threaten to cause or to aggravate a handicap, or result in 
illness or infirmity provided to: 
 

o Individuals with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) whose public or private health 
insurance plan does not cover the cost of the particular service 
(excluding unpaid coinsurance and/or deductible amounts); or 

o Medicaid-eligible patients whose medical service is not paid by 
MassHealth or the Massachusetts Medicaid Managed Care 
Organizations, SCO, ICO, PACE, PIHP or PAHP; 
 

• HSN and Uninsured Care Charges, for the purpose of Schedule C of the 
UCCR, shall exclude charges associated with: 

 
o Professional component of physician charges; 
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o Overhead charges related to physician services. 
 

 
Column 1 – Hospital Cost-to-Charge Ratios  
 
Enter the hospital cost-to-charge ratio for each cost center from Schedule A: 
MassHealth Fee-for-Service (FFS) Costs column 5. [This column will auto-populate.] 
 
 
Column 2 – Massachusetts Medicaid Managed Care Inpatient Charges 
 
Enter from hospital records inpatient charges, by cost center, related to Massachusetts 
Medicaid managed care patients. 
 
 
Column 3 – Massachusetts Medicaid Managed Care Inpatient Costs 
 
Massachusetts Medicaid managed care inpatient costs are determined by multiplying 
the Massachusetts Medicaid managed care inpatient charges for each cost center from 
column 2 by the respective hospital cost-to-charge ratios from column 1. However, 
for lines 30-46, costs are determined using a per diem methodology via Schedule B.  
[This column will auto-populate.]  
 
 
Column 4 – Massachusetts Medicaid Managed Care Outpatient Charges 
 
Enter from hospital records outpatient charges, by cost center, related to 
Massachusetts Medicaid managed care patients.  
 
 
Column 5 – Massachusetts Medicaid Managed Care Outpatient Costs 
 
Massachusetts Medicaid managed care outpatient costs are determined by multiplying 
the Massachusetts Medicaid managed care outpatient charges for each cost center 
from column 4 by the respective hospital cost-to-charge ratios from column 1. 
 
 
Column 6 – Total Massachusetts Medicaid Managed Care Inpatient and Outpatient 
Costs 
 
Total Massachusetts Medicaid managed care inpatient and outpatient costs are 
determined by adding the Massachusetts Medicaid managed care inpatient costs from 
column 3 and the Massachusetts Medicaid managed care outpatient costs from 
column 5. 
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Column 7 – HSN and Uninsured Care Inpatient Charges 
 
Enter from hospital records inpatient charges, by cost center, related to HSN and 
Uninsured Care patients. 
 
 
Column 8 – HSN and Uninsured Care Inpatient Costs 
 
For Lines 50 through 117, HSN and Uninsured Care inpatient costs are determined by 
multiplying the HSN and Uninsured Care inpatient charges for each cost center from 
column 7 by the respective hospital cost-to-charge ratios from column 1; for lines 30-
46, costs are determined using a per diem methodology via Schedule B.  [This 
column will auto-populate through line 94.]  
    
 
Column 9 – HSN and Uninsured Care Outpatient Charges 
 
Enter from the hospital records outpatient charges by cost center related to HSN and 
Uninsured Care patients. 
 
 
Column 10 – HSN and Uninsured Care Outpatient Costs 

 
Uncompensated care outpatient costs are determined by multiplying the HSN and 
Uninsured Care outpatient charges for each cost center from column 9 by the 
respective hospital cost-to-charge ratios from column 1. 
 
 
Column 11 – Total HSN and Uninsured Care  Costs 
 
Total HSN and Uninsured Care inpatient and outpatient costs are determined by 
adding the HSN and Uninsured Care inpatient costs from column 8 and the HSN and 
Uninsured Care outpatient costs from column 10. 
 
 
Schedule D: Computation of Uncompensated Physician Costs 
 
For purposes of completing Schedule D:  
 
Uncompensated Physician Costs are limited to those charges incurred by hospital-
based physicians for professional services. 
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• MassHealth FFS Charges include only those charges for the following: 
o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered hospital-based physician professional services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI at the time of service delivery.   

o Charges associated with the professional component of hospital-based 
physicians services. 

 
• MassHealth FFS Hospital-Based Physician Professional Charges may not 

include: 
o Charges associated with services provided to MassHealth members 

where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

 
• Massachusetts Medicaid Managed Care Charges include only those charges 

for the following: 
o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered hospital-based physician professional services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI and enrolled in a MassHealth contracting MCO, SCO, PACE, 
PIHP and PAHP (MMCO) at the time of service delivery;    

o Charges associated with professional component of hospital-based 
physician services. 

 
• Medicaid Managed Care Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered under MassHealth Fee-for-Service, 
including the Primary Care Clinician program; 

o Charges associated with claims that have been final denied for 
payment by the MMCO; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges reported as HSN and Uninsured Care (below). 
 

• HSN and Uninsured Physician Charges are defined as those physician charges 
associated with care provided for medically necessary services, including 
services reasonably calculated to prevent, diagnose, prevent the worsening of, 
alleviate, correct, or cure conditions in the member that endanger life, cause 
suffering or pain, cause physical deformity or malfunction, threaten to cause 
or to aggravate a handicap, or result in illness or infirmity provided to: 
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o Individuals with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) whose public or private health 
insurance plan does not cover the cost of a particular service 
(excluding unpaid coinsurance and/or deductible amounts); or 

o Medicaid-eligible patients whose medical service is not paid by 
MassHealth or the Massachusetts Medicaid Managed Care 
Organizations, SCO, ICO, PACE, PIHP or PAHP; 

 
 
Column 1 – Professional Component of Physicians’ Costs 
 
The professional component of physicians’ costs come from the hospital’s most 
recently filed Medicare cost report (CMS 2552) Worksheet A-8-2, column 4.   
 
 
Column 2 – Overhead Costs Related to Physicians’ Services 
 
If the overhead costs related to physicians’ services were adjusted out of the 
physicians’ costs entered on Worksheet A-8-2, enter those overhead costs from 
Worksheet A-8 to the corresponding cost center. 
 
 
Column 3 – Total Physicians’ Costs 
 
Total Physicians’ costs are determined by adding column 1 and column 2. [This 
column will auto-populate.] 
 
 
Column 4 – Total Physician Inpatient and Outpatient Charges 
 
Enter the total charges related to physician inpatient and outpatient services from 
hospital records to the corresponding cost center. 
 
 
Column 5 – Cost-to-Charge Ratios 
 
For each cost center, a cost-to-charge ratio is calculated by dividing total physicians’ 
costs in column 3 by total physician charges in column 4. [This column will auto-
populate.] 
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Column 6 – MassHealth FFS Physician Inpatient and Outpatient Charges 
 
Enter by cost center the total charges related to physician inpatient and outpatient 
services for MassHealth FFS patients from hospital records. 
 
 
Column 7 – MassHealth FFS Physician Inpatient and Outpatient Costs 
 
MassHealth FFS physician inpatient and outpatient costs are determined for each cost 
center by multiplying the MassHealth FFS inpatient and outpatient physician charges 
from column 6 by the cost-to-charge ratio from column 5. [This column will auto-
populate.] 
 
 
Column 8 – Massachusetts Medicaid Managed Care Physician Inpatient and 
Outpatient Charges 
 
Enter the total charges related to physician inpatient and outpatient services for 
Massachusetts Medicaid managed care patients from hospital records. 
 
 
Column 9 – Massachusetts Medicaid Managed Care Physician Inpatient and 
Outpatient Costs 
 
Massachusetts Medicaid managed care physician inpatient and outpatient costs are 
determined for each cost center by multiplying the Massachusetts Medicaid managed 
care inpatient and outpatient physician charges from column 8 by the cost-to-charge 
ratio from column 5. [This column will auto-populate.] 
 
 
Column 10 – HSN and Uninsured Care Physician Inpatient and Outpatient Charges 
 
From provider records, enter the charges related to physician inpatient and outpatient 
services for HSN and Uninsured Care patients as defined above. 
 
 
Column 11 – HSN and Uninsured Care Physician Inpatient and Outpatient Costs 
 
HSN and Uninsured Care physician inpatient and outpatient costs are determined for 
each cost center by multiplying the HSN and Uninsured Care inpatient and outpatient 
physician charges from column 10 by the cost-to-charge ratio from column 5. [This 
column will auto-populate.] 
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Column 12 – Total Massachusetts Medicaid Fee-for-Service, Medicaid Managed Care 
and HSN and Uninsured Care Inpatient and Outpatient Physician Costs 
 
Total Massachusetts Medicaid fee-for-service, managed care and HSN and Uninsured  
Care inpatient and outpatient physician costs are determined by adding column 7, 
column 9 and column 11. 
 
 
Schedule E: Safety Net Health Care System (SNCHS) Expenditures 
 
Pursuant to Section 49 (c) of the 1115 demonstration Special Terms and Conditions, 
expenditures for payments to providers is authorized under the safety net care pool to 
support uncompensated care for “Medicaid FFS, Medicaid managed care, and low-
income uninsured individuals.” This Schedule E provides health care providers the 
opportunity to itemize such system expenditures for the Medicaid-eligible and 
uninsured population and includes the additional allowable costs outlined in the 
Development Tool approved by CMS on September 6, 2013 and any additional 
allowable costs described in the Cost Element table of this document.  
 
 
Column 1 – Total System Expenditures 
 
Enter total safety net health care system expenditures for each line item. 
 
 
Column 2 – Medicaid-eligible / HSN and Uninsured Payer Mix Proportion 
 
To determine the proportion of total system expenditures attributable to Medicaid-
eligible and uninsured patients, first estimate the total charges for the year attributable 
to this group; next, estimate the total charges for the year attributable to all patients 
served by the SNHCS.  The ratio of these two numbers will be used to estimate the 
amount of system expenditures attributable to Medicaid-eligible and uninsured 
patients.  Enter this ratio in column 2.  Should an alternative ratio be more 
appropriate, enter that number, and then explain the basis for it in the Narrative 
Description section of Schedule E.    
 
 
Column 3 – Medicaid-eligible / HSN and Uninsured Share of System Expenditures 
Calculate the system expenditures attributable to Medicaid-eligible and uninsured 
patients by multiplying the total system expenditure in column 1 by the payer mix 
proportion in column 2. [This column will auto-populate.] 
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Schedule F: Medicaid and Uninsured Revenue 
 
Note:  Hospitals must ensure that any applicable revenues pertaining to Medicaid or 
uninsured costs allowed in Schedule E are captured in Schedule F and are treated as 
an offset to arrive at net uncompensated care costs. 
 
Line Instructions:   
 
Hospital and Clinic Revenue:   
 
In lines 1-8, enter amounts paid for services provided by the hospital and any 
provider-based satellites, including hospital-licensed health centers.  
 
Line 1 – Payer Medical Claims Revenue 
 
For each column, enter in line 1 the total amount paid by the payer for medical 
claims.  Do not include payments for that are not related to claims, such as pay-for-
performance payments or supplemental payments.  The amounts reported must reflect 
any post-payment reconciliations or recoupments, subject to the availability of that 
data. 
 
 Column 5 - Health Safety Net and Uninsured 
 

In line 1, column 5, report the gross payments received from the HSN and 
Uninsured.  Do not offset the amount of the HSN Assessment. 

 
Line 2 – Pay-for-Performance / Incentive Payment Revenue 
 
This revenue data is reported for informational purposes only.  Payments that are not 
service payments for the provision of medical care are not offset against the eligible 
cost.  Since the following payments are not payments for the provision of medical 
care, they are not offset against the eligible cost: SNCP grants and performance-
based, incentive, and shared savings payments.  These include performance-based and 
incentive-based payments and grants and awards both currently in existence and those 
that may be approved and implemented during future demonstration renewal periods. 
 
Enter in line 2 any amounts paid by the payer for pay-for-performance or other 
incentive payments.  The amount reported must also include any recoveries made by 
the payer for performance issue, such as retrospective performance penalties. 
 
Line 3-5 – Supplemental Payments 
 
Enter in lines 3-5 any amounts paid by the payer for supplemental payments. Specify 
the type of supplemental payment reported by modifying the title of the line. The total 
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gross payment must be reported; do not offset any payment amount by any 
intergovernmental transfer amounts that may have been made by a related public 
entity. 
 
Line 6 – Medicare Revenue 
 
Enter in line 6 any payments amounts received by Medicare for services provided to 
patients who are eligible for both Medicare and the payer noted in the column.   
 
Line 7 – Third Party and Self Pay Revenue 
 
Enter in line 7 any payment amounts received by third parties, the patient, or the 
patient’s guarantor for the cost-sharing or services not covered by the payer noted in 
the column. 
 
Line 8 – Other Revenue 
 
Enter in line 8 any additional revenue from the payer for the Medicaid-eligible and 
uninsured populations not included in lines 1-7.  Specify the type of revenue by 
modifying the title of the line.  Additional information may be provided in the Notes 
tab. 
 
Line 9 – Subtotal Hospital and Clinic 
 
Sum of lines 1-8. [This line will auto-populate.] 
 
Lines 10-15 Physician Revenue   
 
Using the same descriptions in the corresponding lines 1-8, report physician revenue 
related to the payers. 
 
Line 16 – Subtotal Physician Revenue 
 
Sum of lines 10-15.  [This line will auto-populate.] 
 
Line 17 – Total Revenue. 
 
Sum of lines 9 and 16.  [This line will auto-populate.] 
 
 
Column Instructions. 
 
 
Column 1 – Medicaid FFS Inpatient Revenue 
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Report in column 1, amounts paid by MassHealth for inpatient services provided to 
members enrolled in the MassHealth program, excluding those enrolled in 
MassHealth managed care programs. 
 
 
Column 2 – Medicaid FFS Outpatient Revenue 
 
Report in column 2, amounts paid by MassHealth for outpatient services provided to 
members enrolled in the MassHealth program, excluding those enrolled in 
MassHealth managed care programs. 
 
 
Column 3 – Medicaid Managed Care Inpatient Revenue  
 
Report in column 3, amounts paid by Medicaid Managed Care Organizations for 
inpatient services provided to members. 
 
 
Column 4 – Medicaid Managed Care Outpatient Revenue 
 
Report in column 4, amounts paid by Medicaid Managed Care Organizations for 
outpatient services provided to members. 
 
 
Column 5 – HSN and Uninsured Inpatient and Outpatient Revenue 
 
Report in column 5, amounts paid by the HSN and uninsured individuals for inpatient 
and outpatient services provided. Report the gross payments received from the HSN. 
Do not offset the amount of the HSN Assessment. 
 
 
Column 6 – Total Revenue 
 
Sum of columns 1 through 5. [This column will auto-populate.] 
 
 
Schedule G: Notes 
 
Providers may use Schedule G to provide additional information on the data reported.   
 
 
 
III. Reconciliation 
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Interim Reconciliation  
 
Each provider's uncompensated care costs must be computed based on the provider's 
as-filed CMS 25523 cost report and Uniform Medicaid & Uncompensated Care Cost 
& Charge Report (UCCR) and for the actual service period.  The CMS 2552 cost 
report is filed with the Medicare contractor five months after the close of the cost 
reporting period.  The UCCR must be filed three months after the CMS 2552 is filed.  
For SNCP payments subject to the cost limit pursuant to STC 49(c), each provider’s 
allowable Medicaid, uncompensated care, and uninsured costs must be reconciled 
against associated applicable payments received for the year for which the payments 
were made.   
 
For hospitals whose accounting fiscal year aligns with the cost limit reporting fiscal 
year (Federal fiscal year), the Medicaid and uninsured costs will be reflected in the 
CMS 2552 and UCCR that is submitted for the accounting fiscal year. For acute 
hospitals whose accounting fiscal years do not align with the reporting fiscal year, the 
reporting year cost limit will be calculated by applying the appropriate percentage of 
the two contiguous CMS 2552 and UCCR cost reports that span the reporting fiscal 
year so that the Federal fiscal year will be represented in the cost limit calculation. 

 
The Commonwealth must recover provider overpayments as it determines necessary 
based on its reconciliation calculations and availability of federal financial 
participation.  
 
If an overpayment exists, the Commonwealth must determine if the overpayment 
occurred due to Health Safety Net (HSN) Trust Fund payments or other SNCP 
payments, or from both payments.  To the extent that the overpayment is a result of 
overpaid funds from the HSN Trust Fund payments, the Commonwealth must recover 
from the provider the amount overpaid to the provider from the HSN Trust Fund and 
credit that amount to the HSN Trust Fund.  The HSN Trust Fund will redistribute 
such amounts to other providers as appropriate.  To the extent that the overpayment is 
not the result of HSN Trust Fund payments, the Commonwealth must recover from 
the provider the overpayment, and the Commonwealth must properly credit the 
federal share to the federal government.   

 
The interim reconciliation described above must be performed and completed within 
twelve months after the filing of the UCCR(s). 
 
 
Final Reconciliation  

3 Community Based Detoxification Centers are the only provider type subject to the cost limit that does not 
submit the CMS 2552 cost report. 
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Each provider's uncompensated care costs must be recomputed based on the 
provider's audited CMS 2552 cost report for the actual service period.  These 
recomputed costs must be carried over to the UCCR.  The CMS 2552 cost report is 
audited and settled by the Medicare contractor to determine final allowable costs and 
reimbursement amounts as recognized by Medicare.  For SNCP payments subject to 
the cost limit pursuant to STC 49(c), each provider’s allowable Medicaid, 
uncompensated care, and uninsured costs must be reconciled against associated 
applicable payments received for the year for which the payments were made.  SNCP 
uncompensated care payments made to the provider for a cost limit reporting year 
cannot exceed the recomputed uncompensated care cost limit. If, at the end of the 
final reconciliation process, it is determined that expenditures claimed exceeded the 
individual provider's uncompensated care cost limit, thereby causing an overpayment, 
the Commonwealth must recoup the overpayment from the provider.  Specifically, if 
an overpayment exists, the Commonwealth must determine if the overpayment 
occurred due to HSN Trust Fund payments or other SNCP payments, or from both 
payments.  To the extent that the overpayment is a result of overpaid funds from the 
HSN Trust Fund, the Commonwealth must recover from the provider the amount 
overpaid to the provider from the HSN Trust Fund and credit that amount to the HSN 
Trust Fund.  The HSN Trust Fund will redistribute such amounts to other providers as 
appropriate.  To the extent that the overpayment is not the result of HSN Trust Fund 
payments, the Commonwealth must recover from the provider the overpayment, and 
the Commonwealth must properly credit the federal share to the federal government.   
 
For hospitals whose accounting fiscal year aligns with the cost limit reporting fiscal 
year (Federal fiscal year), the Medicaid and uninsured costs will be reflected in the 
CMS 2552 and UCCR that is submitted for the accounting fiscal year. For acute 
hospitals whose accounting fiscal years do not align with the reporting fiscal year, the 
reporting year cost limit will be calculated by applying the appropriate percentage of 
the two contiguous CMS 2552 and UCCR cost reports that span the reporting fiscal 
year so that the Federal fiscal year will be represented in the cost limit calculation. 
 
The Commonwealth must recover provider overpayments as it determines necessary 
based on its reconciliation calculations and availability of federal financial 
participation.  
 
The final reconciliation described above must be performed and completed within 
twelve months after all final, audited CMS 2552 cost reports become available online. 
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Public Chronic Disease & Rehabilitation and Psychiatric Inpatient and Outpatient 

Hospital Protocol for Medicaid and Uncompensated Care Cost 
 
Determination of Allowable Medicaid and Uninsured Costs 
 

a. DSH Allowable Costs 
i. Per STC 50(f), the cost limit protocol will use the Medicaid DSH 

statutory, regulatory, and policy definitions of allowable inpatient 
hospital and outpatient hospital services and allowable Medicaid 
and uninsured costs in determining hospital-specific cost limits. To 
the extent that the determination of uncompensated care costs 
varies from the Medicaid DSH requirements, the process must be 
accounted for in this document.  

ii. Allowable pharmacy costs include the cost of drugs and pharmacy 
supplies requested by patient care departments and drugs charged 
to patients. Pharmacy service costs that are not part of an inpatient 
or outpatient service, such as retail pharmacy costs, are not 
considered eligible for inclusion in the hospital-specific 
uncompensated cost limit allowable under DSH. To the extent that 
the determination of allowable pharmacy costs varies from the 
Medicaid DSH requirements, the process must be accounted for in 
this document. 

iii. Costs included must be for services that meet the federal definition 
and the approved Massachusetts State plan definition of “hospital 
services” for medical assistance. “Medical assistance” is defined as 
the cost of care and services “for individuals, and, with respect to 
physicians’ or dentists’ services, at the option of the State, to 
individuals [who are eligible]…”  Section 1905 of the Act. 

b. Medicaid State Plan Allowable Costs 
i. Massachusetts must use the same definition for all inpatient 

hospital, outpatient hospital, and physician services, clinic 
services, non-hospital services, etc. as described in its approved 
Medicaid state plan, and in accordance with Section 1905 of the 
Social Security Act and the regulations promulgated thereunder, to 
define allowable service costs provided by inpatient and outpatient 
hospitals. Massachusetts identifies other service costs, subject to 
CMS approval, that are not included in the Medicaid state plan 
definitions to be included as allowable uncompensated care costs 
in this document (see Cost Element table).  

1. Inpatient chronic disease and rehabilitation hospital 
services: Inpatient services are routine and ancillary 
services that are provided to recipients admitted as patients 
to a chronic disease or rehabilitation hospital. Such services 
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are as described in Section 1905 of the Social Security Act 
and the regulations promulgated thereunder.   

2. Inpatient psychiatric hospital services: Psychiatric 
treatment provided under the direction of a psychiatrist in a 
psychiatric inpatient hospital. Such services are as 
described in Section 1905 of the Social Security Act and 
the regulations promulgated thereunder.   

3. Outpatient chronic disease and rehabilitation hospital 
services: Rehabilitative and medical services provided to a 
member in a chronic disease or rehabilitation outpatient 
setting including but not limited to chronic disease or 
rehabilitation hospital outpatient departments, hospital-
licensed health centers or other hospital satellite clinics, 
physicians’ offices, nurse practitioners’ offices, 
freestanding ambulatory surgery centers, day treatment 
centers, or the member’s home. Such services include, but 
are not limited to, radiology, laboratory, diagnostic testing, 
therapy services (i.e., physical, speech, occupational and 
respiratory) and Day surgery services. Such services are as 
described in Section 1905 of the Social Security Act and 
the regulations promulgated thereunder.   

4. Outpatient psychiatric hospital services: Services provided 
to members on an outpatient basis in a psychiatric hospital. 
Such services are as described in Section 1905 of the Social 
Security Act and the regulations promulgated thereunder.   

c. 1115 Demonstration Allowable Costs 
i. 1115 Demonstration Expenditures: Costs incurred by psychiatric 

and chronic disease and rehabilitation hospitals for providing 
services to members eligible for Medicaid through the section 
1115 demonstration (i.e., expansion populations) will be counted 
as allowable costs. In addition, allowable costs of services that are 
not authorized under the 1115 demonstration include expenditures 
related to services provided in the programs below and described 
in the Cost Element table. All services authorized under the section 
1115 demonstration are subject to the requirements and limitations 
specified in the STCs.  

1. Diversionary Behavioral Health Services. 
d. Medicaid Managed Care Costs: Costs incurred by psychiatric and chronic 

disease and rehabilitation hospitals for providing services to members 
enrolled in Medicaid managed care organizations including SCOs and 
ICOs, prepaid inpatient health plans, and any prepaid ambulatory health 
plans. Eligible costs are determined using the same methodology under 
this section. 
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e. Other Allowable Costs, Approved 1915(c) Waivers – Allowable costs are 
defined in the Cost Element table.  

f. Additional Allowable Costs – Allowable costs are defined in the Cost 
Element table. 

 
 

I. Certified Public Expenditures – Determination of Allowable Safety Net 
Care Pool Costs  

 
In accordance with the approved MassHealth Section 1115 demonstration, beginning 
July 1, 2014, the estimated fiscal year expenditures will be based on the actual fiscal 
year CMS 2552 and UCCR cost reports. 

 
General Description of Methodology 
 
The certified public expenditures (CPEs) for special population State-Owned Non-
Acute hospitals operated by the Department of Public Health (DPH) and Department 
of Mental Health (DMH) are claimed annually under the Safety Net Care Pool 
(SNCP) based upon the unreimbursed Medicaid and uninsured.  The CPE interim 
payments made under the SNCP will follow the same methodology as contained in 
the Commonwealth’s Medicaid State Plan.  

 
 

II. Summary of 2552-10 Cost Report  
 

Worksheet A: Reclassification and Adjustment of Trial Balance of Expenses  
Worksheet A provides for recording the trial balance of expense accounts from your 
accounting books and records. It also provides for the necessary reclassifications and 
adjustments to certain accounts.  Not included on Worksheet A are items that conflict 
with Medicare regulations, manuals, or instructions but which providers may wish to 
claim and contest. 
 
The trial balance of expenses is broken down into the following categories to 
facilitate the transfer of costs to the various worksheets: 

1) General service cost centers 
2) Inpatient routine service cost centers 
3) Ancillary service cost centers 
4) Outpatient service cost centers 
5) Other reimbursable cost centers 
6) Special purpose cost centers 
7) Other special purpose cost centers not previously identified 
8) Costs applicable to nonreimbursable cost centers to which general service 

costs apply 
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9) Nonreimbursable cost center to accumulate the cost incurred by you for 
services related to the physicians’ private practice 

 
Worksheet B  
Worksheet B allocates overhead (originally identified as general service cost centers) 
to all other cost centers, including the non-reimbursable costs identified in lines 96 
through 100.  
 
Cost finding is the process of recasting data derived from the accounts ordinarily kept 
by the provider to ascertain costs of the various types of services rendered; i.e., the 
allocation of the expenses of each general service cost center to those cost centers 
which receive the services. The CMS 2552 approved method of cost finding is 
recognized and outlined in 42 CFR 413.24 and is based on the accrual basis of 
accounting except where government institutions operate on a cash basis of 
accounting.  
 
Worksheet C 
Worksheet C computes the ratio of cost to charges (RCC) for inpatient services, 
ancillary services, outpatient services, and other reimbursable services. The total cost 
for each cost center is derived from Worksheet B after the overhead allocation, and 
the total charge for each cost center is determined from the provider’s records. This 
RCC is used on Worksheet D, Worksheet D-3, Worksheet D-4, Worksheet H-3, and 
Worksheet J-2 to determine the program's share of ancillary service costs in 
accordance with 42 CFR 413.53. This worksheet is also needed to determine the 
adjusted total costs used on Worksheet D-1. 
 
Worksheet D 
This series of worksheets is where the total costs from Worksheet B are apportioned 
to different payer programs.  Apportionment is the process by which a cost center's 
total cost is allocated to a specific payer or program or service type. Apportionment is 
used to arrive at Medicare hospital inpatient routine and ancillary cost and Medicare 
hospital outpatient cost, etc. 
 
Worksheet D consists of the following five parts: 

1) Part I: Apportionment of Inpatient Routine Service Capital Costs 
2) Part II: Apportionment of Inpatient Ancillary Service Capital Costs 
3) Part III: Apportionment of Inpatient Routine Service Other Pass Through 

Costs 
4) Part IV: Apportionment of Inpatient/Outpatient Ancillary Service Other Pass 

Through Costs  
5) Part V: Apportionment of Medical and Other Health Services Costs 

 
Worksheet D-1: All providers will complete this worksheet, which provides for the 
computation of hospital inpatient operating cost in accordance with 42 CFR 413.53 
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(determination of cost of services to beneficiaries), 42 CFR 413.40 (ceiling on rate of 
hospital cost increases), and 42 CFR 412.1 through 412.125 (prospective payment).  
 
Worksheet D-2: Worksheet D-2 apportions the cost of services rendered by interns 
and residents across the following two parts: 

1) Part I: Not in Approved Teaching Program. This part is used by the provider 
only if it has interns and residents that are not in an approved teaching 
program. 

2) Part II: In an Approved Teaching Program (Title XVIII, Part B Inpatient 
Routine Costs Only). This part provides for reimbursement for inpatient 
routine services rendered by interns and residents in approved teaching 
programs to Medicaid beneficiaries.  

 
Worksheet D-3: Worksheet D-3 apportions inpatient ancillary services.  
 
Worksheet D-4: Worksheet D-4 computes organ acquisition costs and charges for 
hospitals that are certified transplant centers.  
 
Worksheet D-5: Apportions cost for the services of teaching physicians. 
 
Worksheet E 
Worksheet E worksheets will be used to calculate Title XIX settlement for inpatient 
prospective payment system (IPPS) hospital services, medical and other health 
services.  
 
 
NOTES: 
 

For purposes of utilizing the CMS 2552 cost report to determine Medicare 
reimbursements, the term “as filed 2552 cost report” refers to the cost report filed 
on or before the last day of the fifth month following the close of the provider’s 
cost reporting period. The cost reporting period covers a 12-month period of 
operations based upon the provider’s accounting year.  

 
 

III. Uniform Medicaid & Uncompensated Care Cost & Charge Report 
(UCCR)  

 
In relation to Medicaid reimbursement, the CMS 2552 report does not sufficiently 
capture costs for Massachusetts providers because costs cannot be allocated across 
other payers, nor are costs reimbursed through the CMS 2552 inclusive of those 
incurred for providing the types of services that support the Medicaid-eligible and 
uninsured populations, such as those approved in this cost limit protocol as additional 
allowable costs.  
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The Commonwealth will use the CMS 25524 and Uniform Medicaid & 
Uncompensated Care Cost & Charge Report (UCCR) to determine Medicaid and 
uninsured costs.  To supplement the Medicare 2552 cost report, hospitals subject to 
the cost protocol will file the UCCR to allocate allowable 2552 costs to Medicaid and 
uninsured services and, in accordance with the Cost Element table, recognize 
additional costs that are not otherwise reimbursed through the CMS 2552. 
 
The UCCR report includes cost-center specific data by payer and its purpose is to 
capture uncompensated costs that safety net providers incur from supporting a large 
proportion of Medicaid-eligible and uninsured individuals.  The UCCR also captures 
costs that are specifically allocated toward “funding required for the operation of the 
Safety Net Health Care System” on Schedule E, which was designed to reflect costs 
that are incurred disproportionately on behalf of Medicaid-eligible and uninsured 
patients (e.g., social, financial, and interpreter costs; unreimbursed costs for Dual 
Eligibles, etc. and other additional allowable costs approved in this cost limit 
protocol).   
 
Overview 
 
Public Chronic Disease & Rehabilitation and Psychiatric Inpatient and Outpatient 
Hospitals must submit cost, charge and patient day data via the UCCR, an electronic 
report developed by the Commonwealth based on the 2552 and currently used to 
record Medicaid and uncompensated care costs for certain safety net providers.  For 
the Commonwealth’s use in calculating provider-specific uncompensated care cost 
limits, data submitted by the provider shall be based on information supplied on the 
hospital’s CMS 2552, as filed with and audited/settled by the Medicare fiscal 
intermediary, hospital records, and the UCCR.   
 

 
NOTES:  
 

The Medicaid-eligible population includes those who are eligible for Medicaid 
but have private insurance; Medicaid FFS and Medicaid Managed Care, including 
individuals dually eligible for Medicaid and Medicare.   
 
“Uninsured individuals” for whom uncompensated care costs are allowable 
includes the population for which HSN payments are made.   Costs associated 
with Medicaid-eligible individuals who are uninsured for the service are 
allowable under this population, assuming the service meets all other criteria 
outlined in this protocol, including but not limited to being “medically necessary.”  

4 Community Based Detoxification Centers are the only provider type subject to the cost limit that does not 
submit the Medicare 2552 cost report. 
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Additionally, costs associated with the Medicaid-eligible population must not be 
duplicative of the uninsured individual costs.   
 
The costs incurred for providing the services below are approved by CMS as 
additional allowable services not otherwise captured and/or allocated to the 
Medicaid-eligible and uninsured population through the CMS 2552 allocation 
method. 
 
For the purposes of the UCCR, a Massachusetts Medicaid Managed Care 
Organization (otherwise referred to as “MMCO”) includes MCOs, Integrated 
Care Organizations (ICOs), Senior Care Organizations (SCOs), Programs of All-
inclusive Care for the Elderly (PACE), and Prepaid Inpatient or Ambulatory 
Health Plan (including the behavioral health PIHP). 

 

Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment – 
 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Professional 
component of 
provider-based 
physician 
costs, 
including 
contracted 
physician 
costs, which 
are not part of 
the inpatient 
hospital billing 

X X X X X X   

Provider 
component of 
provider-based 
physician costs 
reduced by 
Medicare 
reasonable 
compensation 
equivalency 
(RCE) limits, 
subject to 
applicable 
Medicare cost 
principles 

X X X X X X   

Administrative 
costs of the 
hospital’s 
billing 
activities 

X X X X X X   
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment – 
 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
associated 
with physician 
services who 
are employees 
of the hospital 
billed and 
received by the 
hospital 
Patient and 
community 
education 
programs, 
excluding cost 
of marketing 
activities 

X X X X X X X X 

Telemedicine 
services X X X X X X X X 

Addiction 
Services X X X X X X  X 

Community 
Psychiatric 
Support and 
Treatment 

 X  X  X  X 

Medication 
Administration  X    X   

Vision Care  X       
Health care for 
the house 
bound and the 
homeless, 
family 
planning, and 
pre-natal, 
labor, and 
post-natal 
support for at 
risk 
pregnancies. 
CMS 255-10, 
Line 193 

 X       

Social, 
Financial, 
Interpreter, 
Coordinated 
Care and other 
services for 
Medicaid-
eligible and 

X X X X X X X X 
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease 

and 
Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment – 
 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
uninsured 
patients 

340b and other 
pharmacy 
costs  

 X       

Graduate 
Medical 
Education 

X X X X X X   

Outlier Day: 
Each day 
beyond 20 
acute days, 
during a single 
admission, for 
which a 
member 
remains 
hospitalized at 
acute status   

X        

Psychiatric 
Day Treatment 
Program 
Services 

 X    X   

Dental 
Services  X       

Intensive Early 
Intervention 
Services for 
Children with 
Autism 
Spectrum 
Disorder 

X X       
 

Diversionary 
Behavioral 
Health 
Services  

X X X X X X X X 

Public 
Hospital 
Pensions and 
Retiree 
Benefits 

X X       
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UCCR Instructions 

 
Schedule A: Computation of MassHealth Fee-for-Service (FFS) Costs 
 
 
Column 1 – Reported Costs  
 
Enter costs from the hospital’s most recently filed Medicare cost report (CMS 2552) 
Worksheet B, Part 1, column 24. This column includes costs that have already been 
reclassified, adjusted and stepped down through the A and B worksheet series and 
includes costs related to interns and residents. 
 
 
Column 2 – Reclassification of Observation Costs and Inclusion of Post-Stepdown 
Costs 
 
Reclassify observation costs from Line 30 to Line 92.  The observation costs are 
derived from the CMS-2552, Worksheet C, Part I, Column 5, Line 92. 
 
Add post-step-down costs from Supplemental Worksheet B-2, Column 4, Lines 54, 
60, 89 & 90, except costs related to interns and residents.  
 
For line 30 (Adults and Pediatrics), include a decreasing adjustment, if applicable, for 
the swing bed costs reported on Worksheet D-1, Part I, line 26, and for the private 
room differential costs reported on Worksheet D-1, Part I, line 36. 
 
 
Column 3 – Total Costs 
 
Sum of costs from column 1 and column 2. [This column will auto-populate.] 
 
 
Column 4 – Charges  
 
Enter charges from the hospital’s most recently filed Medicare cost report (CMS 
2552) Worksheet C, Part I, column 8.   
 
 
Column 5 – Hospital Cost-to-Charge Ratios 
 
Calculate the cost-to-charge ratio for each cost center by dividing the total costs for 
each cost center from column 3 by the respective charges from column 4.  [This 
column will auto-populate.] 
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Column 6 – Total MassHealth Fee-for-Service Inpatient Charges:  
 
Enter from hospital records inpatient charges by cost center related to MassHealth 
Fee-for-Service (FFS) patients. 
 

• MassHealth FFS Charges include only those charges for the following: 
o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered inpatient hospital services provided to 

MassHealth patients eligible pursuant to Titles XIX and XXI at the 
time of service delivery.   

 
• MassHealth FFS Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges associated with the professional component of hospital-based 
physician services. 

 
 
Column 7 – MassHealth FFS Inpatient Costs 
 
For Lines 50 through 117, calculate the MassHealth FFS inpatient costs by 
multiplying for each cost center the MassHealth FFS inpatient charges from column 8 
by the respective hospital cost-to-charge ratios from column 5.  [These lines will 
auto-populate.]  For lines 30-46, costs are determined using a per diem methodology; 
these cells will automatically be populated after Schedule B (column 5) has been 
completed.   
 
 
Column 8 – MassHealth Fee-for-Service Outpatient Charges 
 
Enter from hospital records outpatient charges by cost center related to MassHealth 
Fee-for-Service (FFS) patients. 
 

• MassHealth FFS Outpatient Charges include only those charges for the 
following:  

o Medically necessary services as defined in 130 CMR 450.204; 
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o MassHealth covered outpatient hospital services provided to 
MassHealth patients eligible pursuant to Titles XIX and XXI at the 
time of service delivery.   
 

• MassHealth FFS Outpatient Charges may not include: 
o Charges associated with services provided to MassHealth members 

where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX or Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges associated with the professional component of hospital-based 
physician services. 

 
 
Column 9 – MassHealth Fee-for-Service Outpatient Costs 
 
MassHealth FFS outpatient costs are determined by multiplying the MassHealth 
outpatient charges for each cost center from column 8 by the respective hospital cost-
to-charge ratios from column 5. [This column will auto-populate.] 
 
 
Column 10 – Total MassHealth Fee-for-Service Inpatient and Outpatient Costs  
 

Total MassHealth FFS costs are determined by adding the MassHealth inpatient 
costs from column 7 and the MassHealth outpatient costs from column 11. [This 
column will auto-populate.] 

 
 
Schedule B: Computation of Inpatient Routine Cost Center Per Diems 
 
For the purposes of completing Schedule B, patient days entered in Columns 2, 4, 6 
and 8 must include only those days wherein a patient fully met, at the time of service, 
the criteria for the given category (FFS, MMCO, HSN and Uninsured Care), as set 
forth in the Instructions to Schedules A and C. 
 
 
Column 1 – Total Routine Cost Center Inpatient Costs  
 
Enter total costs for each routine cost center as reported on UCCR Schedule A, 
Column 3, lines 30-46. [This column will auto-populate.] 
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Column 2 – Total Inpatient Days 
 
Enter total patient days for each routine cost center from CMS-2552 Worksheet S-3, 
Part 1, Column 8.   
 
 
Column 3 – Per Diem 
 
Calculate the average cost per day (per diem) by dividing total costs for each cost 
center in column 1 by the respective total patient days in column 2. [This column will 
auto-populate.] 
 
 
Column 4 – MassHealth Fee-for-Service Inpatient Days 
 
Enter total MassHealth FFS inpatient days for each routine cost center on lines 30-46 
from provider records. 
 
 
Column 5 – Total MassHealth FFS Inpatient Costs 
 
Calculate total FFS inpatient costs for each routine cost center by multiplying the 
days in column 4 by the per diem in column 3. [This column will auto-populate.] 
 
 
Column 6 – Medicaid Managed Care Inpatient Days 
 
Enter total MassHealth managed care inpatient days for each routine cost center on 
lines 30-46 from provider records. 
 
 
Column 7 – Total Medicaid Managed Care Inpatient Costs 
 
Calculate total MMCO inpatient costs for each routine cost center by multiplying the 
days in column 6 by the per diem in column 3. [This column will auto-populate.]  
 
 
Column 8 – HSN and Uninsured Care Inpatient Days 
 
Enter total HSN and Uninsured Care inpatient days for each routine cost center on 
lines 30-46 from provider records. 
 
 
Column 9 – Total HSN and Uninsured Care Inpatient Costs 
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Calculate total HSN and Uninsured Care inpatient costs for each routine cost center 
by multiplying the days in column 8 by the per diem in column 3.  [This column will 
auto-populate.]   

 
 

Schedule C: Computation of Massachusetts Medicaid Managed Care (MMCO) and 
HSN and Uninsured Costs 
 
For the purposes of completing Schedule C: 
 

• Massachusetts Medicaid Managed Care Charges include only those charges 
for the following: 

o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered inpatient and outpatient hospital services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI and enrolled in a MassHealth contracting MCO, SCO, PACE, 
PIHP and PAHP (MMCO) at the time of service delivery.   

 
• Medicaid Managed Care Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered under MassHealth Fee-for-Service, 
including the Primary Care Clinician program; 

o Charges associated with claims that have been final denied for 
payment by the MMCO; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges associated with patients eligible for another state’s Medicaid 
program; 

o Charges reported as HSN and Uninsured Care (below). 
 

• HSN and Uninsured Care Inpatient and Outpatient Charges are defined as 
those charges associated with care provided by hospitals for medically 
necessary services, including services reasonably calculated to prevent, 
diagnose, prevent the worsening of, alleviate, correct, or cure conditions in the 
member that endanger life, cause suffering or pain, cause physical deformity 
or malfunction, threaten to cause or to aggravate a handicap, or result in 
illness or infirmity provided to: 
 

o Individuals with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) whose public or private health 
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insurance plan does not cover the cost of the particular service 
(excluding unpaid coinsurance and/or deductible amounts); or 

o Medicaid-eligible patients whose medical service is not paid by 
MassHealth or the Massachusetts Medicaid Managed Care 
Organizations, SCO, ICO, PACE, PIHP or PAHP; 

 
• HSN and Uninsured Care Charges, for the purpose of Schedule C of the 

UCCR, shall exclude charges associated with: 
 

o Professional component of physician charges; 
o Overhead charges related to physician services. 

 
 
Column 1 – Hospital Cost-to-Charge Ratios  
 
Enter the hospital cost-to-charge ratio for each cost center from Schedule A: 
MassHealth Fee-for-Service (FFS) Costs column 5. [This column will auto-populate.] 
 
 
Column 2 – Massachusetts Medicaid Managed Care Inpatient Charges 
 
Enter from hospital records inpatient charges, by cost center, related to Massachusetts 
Medicaid managed care patients. 
 
 
Column 3 – Massachusetts Medicaid Managed Care Inpatient Costs 
 
Massachusetts Medicaid managed care inpatient costs are determined by multiplying 
the Massachusetts Medicaid managed care inpatient charges for each cost center from 
column 2 by the respective hospital cost-to-charge ratios from column 1. However, 
for lines 30-46, costs are determined using a per diem methodology via Schedule B.  
[This column will auto-populate.]  
 
 
Column 4 – Massachusetts Medicaid Managed Care Outpatient Charges 
 
Enter from hospital records outpatient charges, by cost center, related to 
Massachusetts Medicaid managed care patients.  
 
 
Column 5 – Massachusetts Medicaid Managed Care Outpatient Costs 
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Massachusetts Medicaid managed care outpatient costs are determined by multiplying 
the Massachusetts Medicaid managed care outpatient charges for each cost center 
from column 4 by the respective hospital cost-to-charge ratios from column 1. 
 
 
Column 6 – Total Massachusetts Medicaid managed care Inpatient and Outpatient 
Costs 
 
Total Massachusetts Medicaid managed care inpatient and outpatient costs are 
determined by adding the Massachusetts Medicaid managed care inpatient costs from 
column 3 and the Massachusetts Medicaid managed care outpatient costs from 
column 5. 
 
 
Column 7 – HSN and Uninsured Care Inpatient Charges 
 
Enter from hospital records inpatient charges, by cost center, related to HSN and 
Uninsured Care patients. 
 
 
Column 8 – HSN and Uninsured Care Inpatient Costs 
 
For Lines 50 through 117, HSN and Uninsured Care inpatient costs are determined by 
multiplying the HSN and Uninsured Care inpatient charges for each cost center from 
column 7 by the respective hospital cost-to-charge ratios from column 1; for lines 30-
46, costs are determined using a per diem methodology via Schedule B.  [This 
column will auto-populate through line 94.]   
 
 
Column 9 – HSN and Uninsured Care Outpatient Charges 
 
Enter from the hospital records outpatient charges by cost center related to HSN and 
Uninsured Care patients. 
 
 
Column 10 – HSN and Uninsured Care Outpatient Costs 

 
HSN and Uninsured Care outpatient costs are determined by multiplying the HSN 
and Uninsured Care outpatient charges for each cost center from column 9 by the 
respective hospital cost-to-charge ratios from column 1. 
 
 
Column 11 – Total HSN and Uninsured Care Inpatient and Outpatient Costs 
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Total HSN and Uninsured Care inpatient and outpatient costs are determined by 
adding the HSN and Uninsured Care inpatient costs from column 8 and the HSN and 
Uninsured Care outpatient costs from column 10. 
 
 
Schedule D: Computation of Uncompensated Physician Costs 
 
For purposes of completing Schedule D:  
 
Uncompensated Physician Costs are limited to those charges incurred by hospital-
based physicians for professional services. 
 

• MassHealth FFS Inpatient and Outpatient Charges include only those charges 
for the following: 

o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered hospital-based physician professional services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI at the time of service delivery.   

o Charges associated with the professional component of hospital-based 
physician services. 

 
• MassHealth FFS Hospital-Based Physician Professional Charges may not 

include: 
o Charges associated with services provided to MassHealth members 

where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

 
• Massachusetts Medicaid Managed Care Charges include only those charges 

for the following: 
o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered hospital-based physician services provided to 

MassHealth patients eligible pursuant to Titles XIX and XXI and 
enrolled in a MassHealth contracting MCO, SCO, PACE, PIHP and 
PAHP (MMCO) at the time of service delivery.   

 
• Medicaid Managed Care Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered under MassHealth Fee-for-Service, 
including the Primary Care Clinician program; 
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o Charges associated with claims that have been final denied for 
payment by the MMCO; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges reported as HSN and Uninsured Care (below). 
 

• HSN and Uninsured Care Physician Charges are defined as those physician 
charges associated with care provided for medically necessary services, 
including services reasonably calculated to prevent, diagnose, prevent the 
worsening of, alleviate, correct, or cure conditions in the member that 
endanger life, cause suffering or pain, cause physical deformity or 
malfunction, threaten to cause or to aggravate a handicap, or result in illness 
or infirmity provided to: 

 
o Individuals with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) whose public or private health 
insurance plan does not cover the cost of the particular service 
(excluding unpaid coinsurance and/or deductible amounts); or 

o Medicaid-eligible patients whose medical service is not paid by 
MassHealth or the Massachusetts Medicaid Managed Care 
Organizations, SCO, ICO, PACE, PIHP or PAHP; 

 
 
Column 1 – Professional Component of Physicians’ Costs 
 
The professional component of physicians’ costs come from the hospital’s most 
recently filed Medicare cost report (CMS 2552) Worksheet A-8-2, column 4.   
 
 
Column 2 – Overhead Costs Related to Physicians’ Services 
 
If the overhead costs related to physicians’ services were adjusted out of the 
physicians’ costs entered on Worksheet A-8-2, enter those overhead costs from 
Worksheet A-8 to the corresponding cost center. 
 
 
Column 3 – Total Physicians’ Costs 
 
Total Physicians’ costs are determined by adding column 1 and column 2. [This 
column will auto-populate.] 
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Column 4 – Total Physician Inpatient and Outpatient Charges 
 
Enter the total charges related to physician inpatient and outpatient services from 
hospital records to the corresponding cost center. 
 
 
Column 5 – Cost-to-Charge Ratios 
 
For each cost center, a cost-to-charge ratio is calculated by dividing total physicians’ 
costs in column 3 by total physician charges in column 4. [This column will auto-
populate.] 
 
 
Column 6 – MassHealth FFS Physician Inpatient and Outpatient Charges 
 
Enter by cost center the total charges related to physician inpatient and outpatient 
services for MassHealth FFS patients from hospital records. 
 
 
Column 7 – MassHealth FFS Physician Inpatient and Outpatient Costs 
 
MassHealth FFS physician inpatient and outpatient costs are determined for each cost 
center by multiplying the MassHealth FFS inpatient and outpatient physician charges 
from column 6 by the cost-to-charge ratio from column 5. [This column will auto-
populate.] 
 
 
Column 8 – Massachusetts Medicaid Managed Care Physician Inpatient and 
Outpatient Charges 
 
Enter the total charges related to physician inpatient and outpatient services for 
Massachusetts Medicaid managed care patients from hospital records. 
 
 
Column 9 – Massachusetts Medicaid Managed Care Physician Inpatient and 
Outpatient Costs 
 
Massachusetts Medicaid managed care physician inpatient and outpatient costs are 
determined for each cost center by multiplying the Massachusetts Medicaid managed 
care inpatient and outpatient physician charges from column 8 by the cost-to-charge 
ratio from column 5. [This column will auto-populate.] 
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Column 10 – HSN and Uninsured Care Physician Inpatient and Outpatient Charges 
 
From provider records, enter the charges related to physician inpatient and outpatient 
services for HSN and Uninsured Care patients as defined above. 
 
 
Column 11 – HSN and Uninsured Care Physician Inpatient and Outpatient Costs 
 
HSN and Uninsured Care physician inpatient and outpatient costs are determined for 
each cost center by multiplying the HSN and Uninsured Care inpatient and outpatient 
physician charges from column 10 by the cost-to-charge ratio from column 5. [This 
column will auto-populate.] 
 
 
Column 12 – Total Massachusetts Medicaid Fee For Service Medicaid Managed Care 
and HSN and Uninsured Care Inpatient and Outpatient Physician Costs 
 
Total Massachusetts Medicaid fee for service, managed care and HSN and Uninsured 
Care inpatient and outpatient physician costs are determined by adding column 7, 
column 9 and column 11. 
 
 
Schedule E: Safety Net Health Care System (SNCHS) Expenditures 
 
Pursuant to Section 49 (c) of the 1115 demonstration Special Terms and Conditions, 
expenditures for payments to providers is authorized under the safety net care pool to 
support uncompensated care for “Medicaid FFS, Medicaid managed care, and low-
income uninsured individuals.” This Schedule E provides health care providers the 
opportunity to itemize such system expenditures for the Medicaid-eligible and 
uninsured population and includes the additional allowable costs outlined in the 
Development Tool approved by CMS on September 6, 2013 and any additional 
allowable costs described in the Cost Element table of this document.   
 
 
Column 1 – Total SNHCS Expenditures 
 
Enter total safety net health care system expenditures for each line item. 
 
 
Column 2 – Medicaid-eligible / HSN and Uninsured Payer Mix Proportion 
 
To determine the proportion of total system expenditures attributable to Medicaid-
eligible and uninsured patients, first estimate the total charges for the year attributable 
to this group; next, estimate the total charges for the year attributable to all patients 
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served by the SNHCS.  The ratio of these two numbers will be used to estimate the 
amount of system expenditures attributable to Medicaid-eligible and uninsured 
patients.  Enter this ratio in column 2.  Should an alternative ratio be more 
appropriate, enter that number, and then explain the basis for it in the Narrative 
Description section of Schedule E.    
 
 
Column 3 – Medicaid-eligible / HSN and Uninsured Share of System Expenditures 
 
Calculate the system expenditures attributable to Medicaid-eligible and uninsured 
patients by multiplying the total system expenditure in column 1 by the payer mix 
proportion in column 2. [This column will auto-populate.] 
 
 
Schedule F: Medicaid and Uninsured Revenue 
 
Note:  Hospitals must ensure that any applicable revenues pertaining to Medicaid or 
uninsured costs allowed in Schedule E are captured in Schedule F and are treated as 
an offset to arrive at net uncompensated care costs. 
 
Line Instructions:   
 
Hospital and Clinic Revenue:   
 
In lines 1-8, enter amounts paid for services provided by the hospital and any 
provider-based satellites, including hospital-licensed health centers.  
 
Line 1 – Payer Medical Claims Revenue 
 
For each column, enter in line 1 the total amount paid by the payer for medical 
claims.  Do not include payments for that are not related to claims, such as pay-for-
performance payments or supplemental payments. The amounts reported must reflect 
any post-payment reconciliations or recoupments, subject to the availability of that 
data. 
 Column 5 - Health Safety Net and Uninsured 
 

In line 1, column 5, report the gross payments received from the HSN and 
Uninsured.  Do not offset the amount of the HSN Assessment. 

 
Line 2 – Pay for Performance / Incentive Payment Revenue 
 
This revenue data is reported for informational purposes only. Payments that are not 
service payments for the provision of medical care are not offset against the eligible 
cost.  Since following payments are not payments for the provision of medical care, 
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they are not offset against the eligible cost: SNCP grants and performance-based, 
incentive, and shared savings payments. These include performance- based and 
incentive-based payments and grants and awards both currently in existence and those 
that may be approved and implemented during future demonstration renewal periods. 
 
Enter in line 2 any amounts paid by the payer for pay-for-performance or other 
incentive payments.  The amount reported must also include any recoveries made by 
the payer for performance issue, such as retrospective performance penalties. 
Line 3-5 – Supplemental Payments 
 
Enter in lines 3-5 any amounts paid by the payer for supplemental payments. Specify 
the type of supplemental payment reported by modifying the title of the line. The total 
gross payment must be reported; do not offset any payment amount by any 
intergovernmental transfer amounts that may have been made by a related public 
entity. 
 
Line 6 – Medicare Revenue 
 
Enter in line 6 any payments amounts received by Medicare for services provided to 
patients who are eligible for both Medicare and the payer noted in the column.   
 
Line 7 – Third Party and Self Pay Revenue 
 
Enter in line 7 any payment amounts received by third parties, the patient, or the 
patient’s guarantor for the cost-sharing or services not covered by the payer noted in 
the column. 
 
Line 8 – Other Revenue 
 
Enter in line 8 any additional revenue from the payer for the Medicaid-eligible and 
uninsured populations not included in lines 1-7.  Specify the type of revenue by 
modifying the title of the line.  Additional information may be provided in the Notes 
tab. 
Line 9 – Subtotal Hospital and Clinic 
 
Sum of lines 1-8. [This line will auto-populate.] 
 
Lines 10-15 Physician Revenue   
 
Using the same descriptions in the corresponding lines 1-8, report physician revenue 
related to the payers. 
 
Line 16 – Subtotal Physician Revenue 
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Sum of lines 10-15.  [This line will auto-populate.] 
 
Line 17 – Total Revenue. 
 
Sum of lines 9 and 16.  [This line will auto-populate.] 
 
 
Column Instructions. 
 
 
Column 1 – Medicaid FFS Inpatient Revenue 
 
Report in column 1, amounts paid by MassHealth for inpatient services provided to 
members enrolled in the MassHealth program, excluding those enrolled in 
MassHealth managed care programs. 
 
 
Column 2 – Medicaid FFS Outpatient Revenue 
 
Report in column 2, amounts paid by MassHealth for outpatient services provided to 
members enrolled in the MassHealth program, excluding those enrolled in 
MassHealth managed care programs. 
 
 
Column 3 – Medicaid Managed Care Inpatient Revenue  
 
Report in column 3, amounts paid by Medicaid Managed Care Organizations for 
inpatient services provided to members. 
 
 
Column 4 – Medicaid Managed Care Outpatient Revenue 
 
Report in column 4, amounts paid by Medicaid Managed Care Organizations for 
outpatient services provided to members. 
 
 
Column 5 – HSN and Uninsured Inpatient and Outpatient Revenue 
 
Report in column 5, amounts paid by the HSN and Uninsured individuals for 
inpatient and outpatient services provided. Report the gross payments received from 
the HSN. Do not offset the amount of the HSN Assessment. 
 
 
Column 6 – Total Revenue 
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Sum of columns 1 through 5. [This column will auto-populate.] 
 
 
Schedule G: Notes 
 
Providers may use Schedule G to provide additional information on the data reported.   

 
IV. Reconciliation 
 
Interim Reconciliation  
 
Each provider's uncompensated care costs must be computed based on the provider's 
as-filed CMS 25525 cost report and Uniform Medicaid & Uncompensated Care Cost 
& Charge Report (UCCR) and for the actual service period.  The CMS 2552 cost 
report is filed with the Medicare contractor five months after the close of the cost 
reporting period.  The UCCR must be filed three months after the CMS 2552 is filed.  
For SNCP payments subject to the cost limit pursuant to STC 49(c), each provider’s 
allowable Medicaid, uncompensated care, and uninsured costs must be reconciled 
against associated applicable payments received for the year for which the payments 
were made.   
 
For hospitals whose accounting fiscal year aligns with the cost limit reporting fiscal 
year (Federal fiscal year), the Medicaid and uninsured costs will be reflected in the 
CMS 2552 and UCCR that is submitted for the accounting fiscal year. For acute 
hospitals whose accounting fiscal years do not align with the reporting fiscal year, the 
reporting year cost limit will be calculated by applying the appropriate percentage of 
the two contiguous CMS 2552 and UCCR cost reports that span the reporting fiscal 
year so that the Federal fiscal year will be represented in the cost limit calculation. 
 
The Commonwealth must recover provider overpayments as it determines necessary 
based on its reconciliation calculations and availability of federal financial 
participation.  
 
Specifically, if an overpayment exists, the Commonwealth must determine if the 
overpayment occurred due to Health Safety Net (HSN) Trust Fund payments or other 
SNCP payments, or from both payments.  To the extent that the overpayment is a 
result of overpaid funds from the HSN Trust Fund, the Commonwealth must recover 
from the provider the amount overpaid to the provider from the HSN Trust Fund and 
credit that amount to the HSN Trust Fund.  The HSN Trust Fund will redistribute such 
amounts to other providers as appropriate.  To the extent that the overpayment is not 

5 Community Based Detoxification Centers are the only provider type subject to the cost limit that does not 
submit the CMS 2552 cost report. 
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the result of HSN Trust Fund payments, the Commonwealth must recover from the 
provider the overpayment, and the Commonwealth must properly credit the federal 
share to the federal government. 
   
The interim reconciliation described above must be performed and completed within 
twelve months after the filing of the Medicare cost report(s).  
 
Final Reconciliation  
 
Each provider's uncompensated care costs must be recomputed based on the 
provider's audited CMS 2552 cost report for the actual service period.  These 
recomputed costs must be carried over to the UCCR.  The CMS 2552 cost report is 
audited and settled by the Medicare contractor to determine final allowable costs and 
reimbursement amounts as recognized by Medicare.  For SNCP payments subject to 
the cost limit pursuant to STC 49(c), each provider’s allowable Medicaid, 
uncompensated care, and uninsured costs must be reconciled against associated 
applicable payments received for the year for which the payments were made.  SNCP 
uncompensated care payments made to the provider for a cost limit reporting year 
cannot exceed the recomputed uncompensated care cost limit.  If, at the end of the 
final reconciliation process, it is determined that expenditures claimed exceeded the 
individual provider's uncompensated care cost limit, thereby causing an overpayment, 
the Commonwealth must recoup the overpayment from the provider.  Specifically, if 
an overpayment exists, the Commonwealth must determine if the overpayment 
occurred due to HSN Trust Fund payments or other SNCP payments, or from both 
payments.  To the extent that the overpayment is a result of overpaid funds from the 
HSN Trust Fund, the Commonwealth must recover from the provider the amount 
overpaid to the provider from the HSN Trust Fund and credit that amount to the HSN 
Trust Fund.  The HSN Trust Fund will redistribute such amounts to other providers as 
appropriate.  To the extent that the overpayment is not the result of HSN Trust Fund 
payments, the Commonwealth must recover from the provider the overpayment, and 
the Commonwealth must properly credit the federal share to the federal government.   
 
For hospitals whose accounting fiscal year aligns with the cost limit reporting fiscal 
year (Federal fiscal year), the Medicaid and uninsured costs will be reflected in the 
CMS 2552 and UCCR that is submitted for the accounting fiscal year. For acute 
hospitals whose accounting fiscal years do not align with the reporting fiscal year, the 
reporting year cost limit will be calculated by applying the appropriate percentage of 
the two contiguous CMS 2552 and UCCR cost reports that span the reporting fiscal 
year so that the Federal fiscal year will be represented in the cost limit calculation. 
 
The Commonwealth must recover provider overpayments as it determines necessary 
based on its reconciliation calculations and availability of federal financial 
participation.  
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The final reconciliation described above must be performed and completed within 
twelve months after all final, audited CMS 2552 cost reports become available online.  
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Institutions for Mental Diseases – Psychiatric Hospitals and Community Based 
Detoxification Centers (CBDCs) Protocol for Medicaid and Uncompensated Care 

Cost 
 

The Commonwealth will use the reports described below to collect data from these 
providers.  
 
Psychiatric hospitals will fill out the CMS 2552 and UCCR, as required of other 
hospitals in the cost limit protocol.  CBDCs are non-hospital human and social 
services contractors that do not file a CMS 2552 cost report; therefore, for the 
purposes of the protocol, the Commonwealth will use only the Massachusetts 
Uniform Financial Statements and Independent Auditor’s Report (UFR) to 
determine costs and revenues.  The UFR is the set of financial statements and 
schedules required of human and social service contracting with state departments.  
For the calculation of provider-specific cost limits, psychiatric hospitals and CBDCs 
will fill out the necessary reports with the information that is relevant to the services 
they provide to the Medicaid-eligible and HSN and uninsured populations.   

   
Determination of Allowable Medicaid and Uninsured Costs 
 

a. DSH Allowable Costs 
i. Per STC 50(f), the Commonwealth will use the Medicaid DSH 

statutory, regulatory, and policy definitions of allowable 
psychiatric hospital services and allowable Medicaid and 
uninsured costs in determining hospital-specific cost limits in its 
cost protocols. To the extent that the determination of 
uncompensated care costs varies from the Medicaid DSH 
requirements, the process must be accounted for in this document.  

ii. Pharmacy service costs are separately identified on the CMS 2552 
10 cost report and are not recognized as an inpatient or outpatient 
hospital service. Pharmacy service costs that are not part of an 
inpatient or outpatient rate and are billed as pharmacy service and 
reimbursed as such are not considered eligible for inclusion in the 
hospital-specific uncompensated cost limit allowable under DSH. 
To the extent that the determination of allowable pharmacy costs 
varies from the Medicaid DSH requirements, the process must be 
accounted for in this document. 

iii. Costs included must be for services that meet the federal definition 
and the approved Massachusetts State plan definition of “hospital 
services” for medical assistance. “Medical assistance” is defined as 
the cost of care and services “for individuals, and, with respect to 
physicians’ or dentists’ services, at the option of the State, to 
individuals [who are eligible]…”  Section 1905 of the Act. 
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b. Medicaid State Plan Allowable Costs 
i. Massachusetts must use the same definition for all inpatient 

hospital, outpatient hospital, and physician services, clinic 
services, non-hospital services, etc. as described in its approved 
Medicaid State plan, and in accordance with Section 1905 of the 
Social Security Act and the regulations promulgated thereunder, to 
define allowable service costs provided by institutions for mental 
disease. Massachusetts identifies other service costs, subject to 
CMS approval, that are not included in the Medicaid state plan 
definitions to be included as allowable uncompensated care costs 
in this document (see Cost Element table).  

1. Inpatient psychiatric hospital services: Psychiatric 
treatment provided under the direction of a psychiatrist in a 
psychiatric inpatient hospital. Such services are as 
described in Section 1905 of the Social Security Act and 
the regulations promulgated thereunder.   

2. Outpatient psychiatric hospital services: Services provided 
to members on an outpatient basis in a psychiatric hospital. 
Such services are as described in Section 1905 of the Social 
Security Act and the regulations promulgated thereunder.   

3. Community Based Detoxification Center (CBDC): CBDCs 
are eligible to receive Safety Net Care Pool payments as 
Institutions for Mental Diseases (IMDs) under the section 
1115 demonstration. Such services are as described in 
Section 1905 of the Social Security Act and the regulations 
promulgated thereunder.   

a. Acute Inpatient Substance Abuse Treatment 
Services: Short-term medical treatment for 
substance withdrawal, individual medical 
assessment, evaluation, intervention, substance 
abuse counseling, and post detoxification referrals 
provided by an inpatient unit, either freestanding or 
hospital-based, licensed as an acute inpatient 
substance abuse treatment service by the 
Massachusetts Department of Public Health under 
its regulations at 105 CMR 160.000 and 161.000.  
These services are delivered in a three-tiered system 
consisting of Levels III-A through III-C that must 
conform with the standards and patient placement 
criteria issued and enforced by the Massachusetts 
Department of Public Health's Bureau of Substance 
Abuse Services. 

b. Substance Abuse Outpatient Counseling Service: 
An outpatient counseling service that is a 
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rehabilitative treatment service for individuals and 
their families experiencing the dysfunctional effects 
of the use of substances. 

ii. 1115 Demonstration Population Expenditures: Costs incurred by 
psychiatric hospitals and CBDCs for providing IMD services to 
members eligible for Medicaid through the State plan and section 
1115 demonstration will be counted as allowable costs.  Allowable 
costs for psychiatric hospital services and CBDC services provided 
under the 1115 demonstration include service-related expenditures 
(please note that all services authorized under the section 1115 
demonstration are subject to the requirements and limitations 
specified in the STCs).  The list of allowable services is contained 
in the Cost Element table. 

1. Diversionary Behavioral Health Services 
c. Medicaid Managed Care Costs: Costs incurred by IMDs for providing 

services to members enrolled in Medicaid managed care organizations 
including SCOs and ICOs, prepaid inpatient health plans, and any prepaid 
ambulatory health plans. Eligible costs are determined using the same 
methodology under this section.   

d. Other Allowable Costs, Approved 1915(c) Waivers.  The list of allowable 
services in contained in the Cost Element table. 

e. Additional Allowable Costs – The list of allowable services is contained in 
the Cost Element table. 

 
 

I. Summary of 2552-10 Cost Report (Psychiatric Hospitals Only) 
 

Worksheet A: Reclassification and Adjustment of Trial Balance of Expenses  
Worksheet A provides for recording the trial balance of expense accounts from your 
accounting books and records. It also provides for the necessary reclassifications and 
adjustments to certain accounts.  Not included on Worksheet A are items that conflict 
with Medicare regulations, manuals, or instructions but which providers may wish to 
claim and contest. 
 
The trial balance of expenses is broken down into the following categories to 
facilitate the transfer of costs to the various worksheets: 

1) General service cost centers 
2) Inpatient routine service cost centers 
3) Ancillary service cost centers 
4) Outpatient service cost centers 
5) Other reimbursable cost centers 
6) Special purpose cost centers 
7) Other special purpose cost centers not previously identified 
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8) Costs applicable to nonreimbursable cost centers to which general service 
costs apply 

9) Nonreimbursable cost center to accumulate the cost incurred by you for 
services related to the physicians’ private practice 

 
Worksheet B  
Worksheet B allocates overhead (originally identified as general service cost centers) 
to all other cost centers, including the non-reimbursable costs identified in lines 96 
through 100.  
 
Cost finding is the process of recasting data derived from the accounts ordinarily kept 
by the provider to ascertain costs of the various types of services rendered; i.e., the 
allocation of the expenses of each general service cost center to those cost centers 
which receive the services. The CMS 2552 approved method of cost finding is 
recognized and outlined in 42 CFR 413.24 and is based on the accrual basis of 
accounting except where government institutions operate on a cash basis of 
accounting.  
 
Worksheet C 
Worksheet C computes the ratio of cost to charges (RCC) for inpatient services, 
ancillary services, outpatient services, and other reimbursable services. The total cost 
for each cost center is derived from Worksheet B after the overhead allocation, and 
the total charge for each cost center is determined from the provider’s records. This 
RCC is used on Worksheet D, Worksheet D-3, Worksheet D-4, Worksheet H-3, and 
Worksheet J-2 to determine the program's share of ancillary service costs in 
accordance with 42 CFR 413.53. This worksheet is also needed to determine the 
adjusted total costs used on Worksheet D-1. 
 
Worksheet D 
This series of worksheets is where the total costs from Worksheet B are apportioned 
to different payer programs.  Apportionment is the process by which a cost center's 
total cost is allocated to a specific payer or program or service type. Apportionment is 
used to arrive at Medicare hospital inpatient routine and ancillary cost and Medicare 
hospital outpatient cost, etc. 
 
Worksheet D consists of the following five parts: 

1) Part I: Apportionment of Inpatient Routine Service Capital Costs 
2) Part II: Apportionment of Inpatient Ancillary Service Capital Costs 
3) Part III: Apportionment of Inpatient Routine Service Other Pass Through 

Costs 
4) Part IV: Apportionment of Inpatient/Outpatient Ancillary Service Other Pass 

Through Costs  
5) Part V: Apportionment of Medical and Other Health Services Costs 
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Worksheet D-1: All providers will complete this worksheet, which provides for the 
computation of hospital inpatient operating cost in accordance with 42 CFR 413.53 
(determination of cost of services to beneficiaries), 42 CFR 413.40 (ceiling on rate of 
hospital cost increases), and 42 CFR 412.1 through 412.125 (prospective payment).  
 
Worksheet D-2: Worksheet D-2 apportions the cost of services rendered by interns 
and residents across the following two parts: 

1) Part I: Not in Approved Teaching Program. This part is used by the provider 
only if it has interns and residents that are not in an approved teaching 
program. 

2) Part II: In an Approved Teaching Program (Title XVIII, Part B Inpatient 
Routine Costs Only). This part provides for reimbursement for inpatient 
routine services rendered by interns and residents in approved teaching 
programs to Medicaid beneficiaries.  

 
Worksheet D-3: Worksheet D-3 apportions inpatient ancillary services.  
 
Worksheet D-4: Worksheet D-4 computes organ acquisition costs and charges for 
hospitals that are certified transplant centers.  
 
Worksheet D-5: Apportions cost for the services of teaching physicians. 
 
Worksheet E 
Worksheet E worksheets will be used to calculate Title XIX settlement for inpatient 
prospective payment system (IPPS) hospital services, medical and other health 
services.  
 
 
NOTES: 
 

For purposes of utilizing the CMS 2552 cost report to determine Medicare 
reimbursements, the term “as filed 2552 cost report” refers to the cost report filed 
on or before the last day of the fifth month following the close of the provider’s 
cost reporting period. The cost reporting period covers a 12-month period of 
operations based upon the provider’s accounting year.  

 
 

II. Uniform Medicaid & Uncompensated Care Cost & Charge Report 
(UCCR)  (Psychiatric Hospitals Only) 

 
In relation to Medicaid reimbursement, the CMS 2552 report does not sufficiently 
capture costs for Massachusetts providers because costs cannot be allocated across 
other payers, nor are costs reimbursed through the CMS 2552 inclusive of those 
incurred for providing the types of services that support the Medicaid-eligible and 
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uninsured populations, such as those approved in this cost limit protocol as additional 
allowable costs.  
 
The Commonwealth must use the CMS 25526 and Uniform Medicaid & 
Uncompensated Care Cost & Charge Report (UCCR) to determine Medicaid and 
uninsured costs.  To supplement the Medicare 2552 cost report, hospitals subject to 
the cost protocol will file the UCCR to allocate allowable 2552 costs to Medicaid and 
uninsured services and, in accordance with the Cost Element table, recognize 
additional costs that are not otherwise reimbursed through the CMS 2552. 

 
The UCCR report includes cost-center specific data by payer and its purpose is to 
capture uncompensated costs that safety net providers incur from supporting a large 
proportion of Medicaid-eligible and uninsured individuals.  The UCCR also captures 
costs that are specifically allocated toward “funding required for the operation of the 
Safety Net Health Care System” on Schedule E, which was designed to reflect costs 
that are incurred disproportionately on behalf of Medicaid-eligible and uninsured 
patients (e.g., social, financial, and interpreter costs; unreimbursed costs for Dual 
Eligibles, etc. and other additional allowable costs approved in this cost limit 
protocol).   
 
Overview 
 
Psychiatric hospitals must submit cost, charge and patient day data via the UCCR, an 
electronic report developed by the Commonwealth, based on the CMS 2552, and 
currently used to record Medicaid and uncompensated care costs for certain safety net 
providers.  For the Commonwealth’s use in calculating provider-specific 
uncompensated care cost limits, data submitted by the provider shall be based on 
information supplied on the hospital’s CMS 2552, as filed with and audited/settled by 
the Medicare fiscal intermediary, hospital records, and the UCCR.   

 
NOTES:  
 

The Medicaid-eligible population includes those individuals who are eligible for 
Medicaid but have private insurance; Medicaid FFS and Medicaid Managed Care, 
including individuals dually eligible for Medicaid and Medicare.   
 
“Uninsured individuals” for whom uncompensated care costs are allowable 
includes the population for which HSN payments are made.  Costs associated 
with Medicaid-eligible individuals who are uninsured for the service are 
allowable under this population, assuming the service meets all other criteria 
outlined in this protocol, including but not limited to being “medically necessary.”  

6 Community Based Detoxification Centers are the only provider type subject to the cost limit that does not 
submit the CMS 2552 cost report. 
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Additionally, costs associated with the Medicaid-eligible population must not be 
duplicative of the uninsured individual costs.    
  
The costs incurred for providing the services below are approved by CMS as 
additional allowable services not otherwise captured and/or allocated to the 
Medicaid-eligible and uninsured population through the CMS 2552 allocation 
method. 
 
For the purposes of the UCCR, a Massachusetts Medicaid Managed Care 
Organization (otherwise referred to as “MMCO”) includes MCOs, Integrated 
Care Organizations (ICOs), Senior Care Organizations (SCOs), Programs of All-
inclusive Care for the Elderly (PACE), and Prepaid Inpatient or Ambulatory 
Health Plan (including the behavioral health PIHP). 

 

Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease and 

Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment 
– 

 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Professional 
component 
of provider-
based 
physician 
costs, 
including 
contracted 
physician 
costs, which 
are not part 
of the 
inpatient 
hospital 
billing 

X X X X X X   

Provider 
component 
of provider-
based 
physician 
costs 
reduced by 
Medicare 
reasonable 
compensatio
n 
equivalency 
(RCE) 
limits, 
subject to 
applicable 

X X X X X X   
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease and 

Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment 
– 

 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Medicare 
cost 
principles 

Administrati
ve costs of 
the 
hospital’s 
billing 
activities 
associated 
with 
physician 
services who 
are 
employees 
of the 
hospital 
billed and 
received by 
the hospital 

X X X X X X   

Patient and 
community 
education 
programs, 
excluding 
cost of 
marketing 
activities 

X X X X X X X X 

Telemedicin
e services X X X X X X X X 

Addiction 
Services X X X X X X  X 

Community 
Psychiatric 
Support and 
Treatment 

 X  X  X  X 

Medication 
Administrati
on 

 X    X   

Vision Care  X       
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease and 

Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment 
– 

 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Health care 
for the 
house bound 
and the 
homeless, 
family 
planning, 
and pre-
natal, labor, 
and post-
natal support 
for at risk 
pregnancies. 
CMS 255-
10, Line 193 

 X       

Social, 
Financial, 
Interpreter, 
Coordinated 
Care and 
other 
services for 
Medicaid-
eligible and 
uninsured 
patients 

X X X X X X X X 

340b and 
other 
pharmacy 
costs  

 X       

Graduate 
Medical 
Education 

X X X X X X   

Outlier Day: 
Each day 
beyond 20 
acute days, 
during a 
single 
admission, 
for which a 
member 
remains 
hospitalized 
at acute 
status   

X        

Psychiatric 
Day  X    X   
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Cost Element 
Inpatient 
Services  

Outpatient 
Hospital 
Services  

Chronic 
Disease and 

Rehab – 
Inpatient  

Chronic 
Disease 

and Rehab 
– 

Outpatient 

Psychiatric 
Inpatient 
Hospital 

Psychiatric 
Outpatient 

Hospital     

Substance 
Abuse 

Treatment 
– 

 Inpatient   

Substance 
Abuse 

Treatment 
– 

Outpatient  
Treatment 
Program 
Services 
Dental 
Services  X       

Intensive 
Early 
Intervention 
Services for 
Children 
with Autism 
Spectrum 
Disorder 

X X       
 

Diversionar
y Behavioral 
Health 
Services  

X X X X X X X X 

Public 
Hospital 
Pensions 
and Retiree 
Benefits 

X X       

 
 
UCCR Instructions 
 
Schedule A: Computation of MassHealth Fee-for-Service (FFS) Costs 
 
 
Column 1 – Reported Costs  
 
Enter costs from the hospital’s most recently filed Medicare cost report (CMS 2552) 
Worksheet B, Part 1, column 24. This column includes costs that have already been 
reclassified, adjusted and stepped down through the A and B worksheet series and 
includes costs related to interns and residents. 
 
 
Column 2 – Reclassification of Observation Costs and Inclusion of Post-Stepdown 
Costs 
Reclassify observation costs from Line 30 to Line 92. The observation costs are 
derived from the CMS-2552, Worksheet C, Part I, Column 5, Line 92.  
 
Add post-step-down costs from Supplemental Worksheet B-2, Column 4, Lines 54, 
60, 89 & 90, except costs related to interns and residents.  
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For line 30 (Adults and Pediatrics), include a decreasing adjustment, if applicable, for 
the swing bed costs reported on Worksheet D-1, Part I, line 26, and for the private 
room differential costs reported on Worksheet D-1, Part I, line 36. 
 
 
Column 3 – Total Costs 
 
Sum of costs from column 1 and column 2. [This column will auto-populate.] 
 
 
Column 4 – Charges  
 
Enter charges from the hospital’s most recently filed Medicare cost report (CMS 
2552) Worksheet C, Part I, column 8.   
 
 
Column 5 – Hospital Cost-to-Charge Ratios 
Calculate the cost-to-charge ratio for each cost center by dividing the total costs for 
each cost center from column 3 by the respective charges from column 4.  [This 
column will auto-populate.] 
 
 
Column 6 – Total MassHealth Fee-for-Service Inpatient Charges:  
 
Enter from hospital records inpatient charges by cost center related to MassHealth 
Fee-for-Service (FFS) patients. 
 

• MassHealth FFS Charges include only those charges for the following: 
o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered inpatient hospital services provided to 

MassHealth patients eligible pursuant to Titles XIX and XXI at the 
time of service delivery.   

 
• MassHealth FFS Charges may not include: 

 
o Charges associated with services provided to MassHealth members 

where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX and 
Title XXI programs (e.g., the Children’s Medical Security Plan); 
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o Charges associated with the professional component of hospital-
based physician services. 

 
 
Column 7 – MassHealth FFS Inpatient Costs 
 
For Lines 50 through 117, calculate the MassHealth FFS inpatient costs by 
multiplying for each cost center the MassHealth FFS inpatient charges from column 8 
by the respective hospital cost-to-charge ratios from column 5.  [These lines will 
auto-populate.]  For lines 30-46, costs are determined using a per diem methodology; 
these cells will automatically be populated after Schedule B (column 5) has been 
completed.   
 
 
Column 8 – MassHealth Fee-for-Service Outpatient Charges 
 
Enter from hospital records outpatient charges by cost center related to MassHealth 
Fee-for-Service (FFS) patients. 
 

• MassHealth FFS Outpatient Charges include only those charges for the 
following:  

o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered outpatient hospital services provided to 

MassHealth patients eligible pursuant to Titles XIX and XXI at the 
time of service delivery.   

 
• MassHealth FFS Outpatient Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX or Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges associated with the professional component of hospital-based 
physician services. 

 
 
Column 9 – MassHealth Fee-for-Service Outpatient Costs 
 
MassHealth FFS outpatient costs are determined by multiplying the MassHealth 
outpatient charges for each cost center from column 8 by the respective hospital cost-
to-charge ratios from column 5. [This column will auto-populate.] 
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Column 10 – Total MassHealth Fee-for-Service Inpatient and Outpatient Costs  
 

Total MassHealth FFS costs are determined by adding the MassHealth inpatient 
costs from column 7 and the MassHealth outpatient costs from column 9. [This 
column will auto-populate.] 

 
 
Schedule B: Computation of Inpatient Routine Cost Center Per Diems 
 
For the purposes of completing Schedule B, patient days entered in Columns 2, 4, 6 
and 8 must include only those days wherein a patient fully met, at the time of service, 
the criteria for the given category (FFS, MMCO, HSN and Uninsured Care), as set 
forth in the Instructions to Schedules A and C.  The SNF, NF, and LTC cost centers 
must be removed from Schedule B, since these costs cannot be claimed as part of the 
hospital uncompensated care costs. 
 
 
Column 1 – Total Routine Cost Center Inpatient Costs  
 
Enter total costs for each routine cost center as reported on UCCR Schedule A, 
Column 3, lines 30-46. [This column will auto-populate.] 
 
 
Column 2 – Total Inpatient Days 
 
Enter total patient days for each routine cost center from CMS-2552 Worksheet S-3, 
Part 1, Column 8.   
 
 
Column 3 – Per Diem 
 
Calculate the average cost per day (per diem) by dividing total costs for each cost 
center in column 1 by the respective total patient days in column 2. [This column will 
auto-populate.] 
 
 
Column 4 – MassHealth Fee-for-Service Inpatient Days 
 
Enter total MassHealth FFS inpatient days for each routine cost center on lines 30-46 
from provider records. 
 
 
Column 5 – Total MassHealth FFS Inpatient Costs 
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Calculate total FFS inpatient costs for each routine cost center by multiplying the 
days in column 4 by the per diem in column 3. [This column will auto-populate.] 
 
 
Column 6 – Medicaid Managed Care Inpatient Days 
 
Enter total Medicaid Managed Care inpatient days for each routine cost center on 
lines 30-46 from provider records. 
 
 
Column 7 – Total Medicaid Managed Care Inpatient Costs 
 
Calculate total MMCO inpatient costs for each routine cost center by multiplying the 
days in column 6 by the per diem in column 3. [This column will auto-populate.]  
 
 
Column 8 – HSN and Uninsured Care Inpatient Days 
 
Enter total HSN and Uninsured Care inpatient days for each routine cost center on 
lines 30-46 from provider records. 
 
 
Column 9 – Total HSN and Uninsured Care Inpatient Costs 
 
Calculate total HSN and Uninsured Care inpatient costs for each routine cost center 
by multiplying the days in column 8 by the per diem in column 3.  [This column will 
auto-populate.]   

 
 

Schedule C: Computation of Massachusetts Medicaid Managed Care (MMCO) and 
HSN and Uninsured Costs 
 
For the purposes of completing Schedule C: 
 

• Massachusetts Medicaid Managed Care Charges include only those charges 
for the following: 

o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered inpatient and outpatient hospital services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI and enrolled in a MassHealth contracting MCO, SCO, PACE, 
PIHP and PAHP (MMCO) at the time of service delivery.   

 
• Medicaid Managed Care Charges may not include: 
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o Charges associated with services provided to MassHealth members 
where the service is covered under MassHealth Fee-for-Service, 
including the Primary Care Clinician program; 

o Charges associated with claims that have been final denied for 
payment by the MMCO; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges reported as HSN and Uninsured Care (below). 
 

• HSN and Uninsured Care Inpatient and Outpatient Charges are defined as 
those charges associated with care provided by hospitals for medically 
necessary services, including services reasonably calculated to prevent, 
diagnose, prevent the worsening of, alleviate, correct, or cure conditions in the 
member that endanger life, cause suffering or pain, cause physical deformity 
or malfunction, threaten to cause or to aggravate a handicap, or result in 
illness or infirmity provided to: 
 

o Individuals with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) whose public or private health 
insurance plan does not cover the cost of the particular service 
(excluding unpaid coinsurance and/or deductible amounts); or 

o Medicaid-eligible patients whose medical service is not paid by 
MassHealth or the Massachusetts Medicaid Managed Care 
Organizations, SCO, ICO, PACE, PIHP or PAHP; 

 
• HSN and Uninsured Care Charges, for the purpose of Schedule C of the 

UCCR, shall exclude charges associated with: 
 

o Professional component of physician charges; 
o Overhead charges related to physician services. 

 
 
Column 1 – Hospital Cost-to-Charge Ratios  
 
Enter the hospital cost-to-charge ratio for each cost center from Schedule A: 
MassHealth Fee-for-Service (FFS) Costs column 5. [This column will auto-populate.] 
 
 
Column 2 – Massachusetts Medicaid Managed Care Inpatient Charges 
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Enter from hospital records inpatient charges, by cost center, related to Massachusetts 
Medicaid managed care patients. 
 
 
Column 3 – Massachusetts Medicaid Managed Care Inpatient Costs 
 
Massachusetts Medicaid managed care inpatient costs are determined by multiplying 
the Massachusetts Medicaid managed care inpatient charges for each cost center from 
column 2 by the respective hospital cost-to-charge ratios from column 1. However, 
for lines 30-46, costs are determined using a per diem methodology via Schedule B.  
[This column will auto-populate.]  
 
 
Column 4 – Massachusetts Medicaid Managed Care Outpatient Charges 
 
Enter from hospital records outpatient charges, by cost center, related to 
Massachusetts Medicaid managed care patients.  
 
 
Column 5 – Massachusetts Medicaid Managed Care Outpatient Costs 
 
Massachusetts Medicaid managed care outpatient costs are determined by multiplying 
the Massachusetts Medicaid managed care outpatient charges for each cost center 
from column 4 by the respective hospital cost-to-charge ratios from column 1. 
 
 
Column 6 – Total Massachusetts Medicaid managed care Inpatient and Outpatient 
Costs 
 
Total Massachusetts Medicaid managed care inpatient and outpatient costs are 
determined by adding the Massachusetts Medicaid managed care inpatient costs from 
column 3 and the Massachusetts Medicaid managed care outpatient costs from 
column 5. 
 
 
Column 7 – HSN and Uninsured Care Inpatient Charges 
 
Enter from hospital records inpatient charges, by cost center, related to HSN and 
Uninsured Care patients. 
 
 
Column 8 – HSN and Uninsured Care Inpatient Costs 
 

MassHealth SNCP Uncompensated Care Cost Limit Protocol  Page 68 of 82 
 



Massachusetts MassHealth Section 1115 Demonstration Safety Net Care Pool 
Uncompensated Care Cost Limit Protocol  

December 11, 2013  
 
 

For Lines 50 through 117, HSN and Uninsured Care inpatient costs are determined by 
multiplying the HSN and Uninsured Care inpatient charges for each cost center from 
column 7 by the respective hospital cost-to-charge ratios from column 1; for lines 30-
46, costs are determined using a per diem methodology via Schedule B.  [This 
column will auto-populate through line 94.]  
  
 
Column 9 – HSN and Uninsured Care Outpatient Charges 
 
Enter from the hospital records outpatient charges by cost center related to HSN and 
Uninsured patients. 
 
 
Column 10 – HSN and Uninsured Care Outpatient Costs 

 
HSN and Uninsured Care outpatient costs are determined by multiplying the HSN 
and Uninsured Care outpatient charges for each cost center from column 9 by the 
respective hospital cost-to-charge ratios from column 1. 
 
 
Column 11 – Total HSN and Uninsured Care Costs 
 
Total uncompensated care inpatient and outpatient costs are determined by adding the 
HSN and Uninsured Care inpatient costs from column 8 and the HSN and Uninsured 
Care outpatient costs from column 10. 
 
 
Schedule D: Computation of Uncompensated Care Physician Costs 
 
For purposes of completing Schedule D:  
 
Uncompensated Physician Costs are limited to those charges incurred by hospital-
based physicians for professional services. 
 

• MassHealth FFS Inpatient and Outpatient Charges include only those charges 
for the following: 

o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered hospital-based physician professional services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI at the time of service delivery.   

o Charges associated with the professional component of hospital-based 
physicians services. 
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• MassHealth FFS Hospital-Based Physician Professional Charges may not 
include: 

o Charges associated with services provided to MassHealth members 
where the service is covered by a Medicaid Managed Care 
Organization; 

o Charges associated with claims that have been final denied for 
payment by MassHealth; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

 
• Massachusetts Medicaid Managed Care Charges include only those charges 

for the following: 
o Medically necessary services as defined in 130 CMR 450.204; 
o MassHealth covered hospital-based physician professional services 

provided to MassHealth patients eligible pursuant to Titles XIX and 
XXI and enrolled in a MassHealth contracting MCO, SCO, PACE, 
PIHP and PAHP (MMCO) at the time of service delivery; 

o Charges associated with professional component of hospital-based 
physician services.   

 
• Medicaid Managed Care Charges may not include: 

o Charges associated with services provided to MassHealth members 
where the service is covered under MassHealth Fee-for-Service, 
including the Primary Care Clinician program; 

o Charges associated with claims that have been final denied for 
payment by the MMCO; 

o Charges associated with state programs that are not Title XIX and Title 
XXI programs (e.g., the Children’s Medical Security Plan); 

o Charges reported as HSN and Uninsured Care (below). 
 

• HSN and Uninsured Care Physician Charges are defined as those physician 
charges associated with care provided for medically necessary services, 
including services reasonably calculated to prevent, diagnose, prevent the 
worsening of, alleviate, correct, or cure conditions in the member that 
endanger life, cause suffering or pain, cause physical deformity or 
malfunction, threaten to cause or to aggravate a handicap, or result in illness 
or infirmity provided to: 

 
o Individuals with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) with no health insurance coverage; 
o Low-Income Patients (under state regulation 114.6 CMR 12.03 (3) or 

(4) or its successor regulation) whose public or private health 
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insurance plan does not cover the cost of the particular service 
(excluding unpaid coinsurance and/or deductible amounts); or 

o Medicaid-eligible patients whose medical service is not paid by 
MassHealth or the Massachusetts Medicaid Managed Care 
Organizations, SCO, ICO, PACE, PIHP or PAHP; 

 
 
Column 1 – Professional Component of Physicians’ Costs 
 
The professional component of physicians’ costs come from the hospital’s most 
recently filed Medicare cost report (CMS 2552) Worksheet A-8-2, column 4.   
 
 
Column 2 – Overhead Costs Related to Physicians’ Services 
 
If the overhead costs related to physicians’ services were adjusted out of the 
physicians’ costs entered on Worksheet A-8-2, enter those overhead costs from 
Worksheet A-8 to the corresponding cost center. 
 
 
Column 3 – Total Physicians’ Costs 
 
Total Physicians’ costs are determined by adding column 1 and column 2. [This 
column will auto-populate.] 
 
 
Column 4 – Total Physician Inpatient and Outpatient Charges 
 
Enter the total charges related to physician inpatient and outpatient services from 
hospital records to the corresponding cost center. 
 
 
Column 5 – Cost-to-Charge Ratios 
 
For each cost center, a cost-to-charge ratio is calculated by dividing total physicians’ 
costs in column 3 by total physician charges in column 4. [This column will auto-
populate.] 
 
 
Column 6 – MassHealth FFS Physician Inpatient and Outpatient Charges 
 
Enter by cost center the total charges related to physician inpatient and outpatient 
services for MassHealth FFS patients from hospital records. 
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Column 7 – MassHealth FFS Physician Inpatient and Outpatient Costs 
 
MassHealth FFS physician inpatient and outpatient costs are determined for each cost 
center by multiplying the MassHealth FFS inpatient and outpatient physician charges 
from column 6 by the cost-to-charge ratio from column 5. [This column will auto-
populate.] 
 
 
Column 8 – Massachusetts Medicaid Managed Care Physician Inpatient and 
Outpatient Charges 
 
Enter the total charges related to physician inpatient and outpatient services for 
Massachusetts Medicaid managed care patients from hospital records. 
 
 
Column 9 – Massachusetts Medicaid Managed Care Physician Inpatient and 
Outpatient Costs 
 
Massachusetts Medicaid managed care physician inpatient and outpatient costs are 
determined for each cost center by multiplying the Massachusetts Medicaid managed 
care inpatient and outpatient physician charges from column 8 by the cost-to-charge 
ratio from column 5. [This column will auto-populate.] 
 
 
Column 10 – HSN and Uninsured Care Physician Inpatient and Outpatient Charges 
 
From provider records, enter the charges related to physician inpatient and outpatient 
services for HSN and Uninsured Care patients as defined above. 
 
 
Column 11 – HSN and Uninsured Care Physician Inpatient and Outpatient Costs 
 
HSN and Uninsured Care physician inpatient and outpatient costs are determined for 
each cost center by multiplying the HSN and Uninsured Care inpatient and outpatient 
physician charges from column 10 by the cost-to-charge ratio from column 5. [This 
column will auto-populate.] 
 
 
Column 12 – Total Massachusetts Medicaid Fee-For-Service, Medicaid Managed 
Care and HSN and Uninsured Care Inpatient and Outpatient Physician Costs 
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Total Massachusetts Medicaid Fee-For-Service, managed care and HSN and 
Uninsured Care inpatient and outpatient physician costs are determined by adding 
column 9 and column 11. 
 
 
Schedule E: Safety Net Health Care System (SNCHS) Expenditures 
 
Pursuant to Section 49 (c) of the 1115 demonstration Special Terms and Conditions, 
expenditures for payments to providers is authorized under the safety net care pool to 
support uncompensated care for “Medicaid FFS, Medicaid managed care, and low-
income uninsured individuals.”  This Schedule E provides health care providers the 
opportunity to itemize such system expenditures for the Medicaid-eligible and 
uninsured population and includes the additional allowable costs outlined in the 
Development Tool approved by CMS on September 6, 2013 and any additional 
allowable costs described in the Cost Element table of this document. .   
 
 
Column 1 – Total System Expenditures 
 
Enter total safety net health care system expenditures for each line item. 
 
 
Column 2 – Medicaid-eligible / HSN and Uninsured Payer Mix Proportion 
 
To determine the proportion of total system expenditures attributable to Medicaid-
eligible and uninsured patients, first estimate the total charges for the year attributable 
to this group; next, estimate the total charges for the year attributable to all patients 
served by the SNHCS.  The ratio of these two numbers will be used to estimate the 
amount of system expenditures attributable to Medicaid-eligible and uninsured 
patients.  Enter this ratio in column 2.  Should an alternative ratio be more 
appropriate, enter that number, and then explain the basis for it in the Narrative 
Description section of Schedule E.    
 
 
Column 3 – Medicaid-eligible / HSN and Uninsured Share of System Expenditures 
 
Calculate the system expenditures attributable to Medicaid-eligible and uninsured 
patients by multiplying the total system expenditure in column 1 by the payer mix 
proportion in column 2. [This column will auto-populate.] 
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Schedule F: Medicaid and Uninsured Revenue 
 
Note:  Hospitals must ensure that any applicable revenues pertaining to Medicaid or 
uninsured costs allowed in Schedule E are captured in Schedule F and are treated as 
an offset to arrive at net uncompensated care costs. 
 
Line Instructions:   
 
Hospital and Clinic Revenue:   
 
In lines 1-8, enter amounts paid for services provided by the hospital and any 
provider-based satellites, including hospital-licensed health centers.  
 
Line 1 – Payer Medical Claims Revenue 
 
For each column, enter in line 1 the total amount paid by the payer for medical 
claims.  Do not include payments for that are not related to claims, such as pay-for-
performance payments or supplemental payments. The amounts reported must reflect 
any post-payment reconciliations or recoupments, subject to the availability of that 
data. 
 
 Column 5 - Health Safety Net and Uninsured 
 

In line 1, column 5, report the gross payments received from the HSN and 
Uninsured.  Do not offset the amount of the HSN Assessment. 

 
Line 2 – Pay-for–Performance / Incentive Payment Revenue 
 
This revenue data is reported for informational purposes only. Payments that are not 
service payments for the provision of medical care are not offset against the eligible 
cost. Since the following payments are not payments for the provision of medical 
care, they are not offset against the eligible cost: SNCP grants and performance-
based, incentive, and shared savings payments. These include performance-based and 
incentive-based payments and grants and awards both currently in existence and those 
that may be approved and implemented during future demonstration renewal periods. 
 
Enter in line 2 any amounts paid by the payer for pay-for-performance or other 
incentive payments.  The amount reported must also include any recoveries made by 
the payer for performance issue, such as retrospective performance penalties. 
 
Line 3-5 – Supplemental Payments 
 
Enter in lines 3-5 any amounts paid by the payer for supplemental payments. Specify 
the type of supplemental payment reported by modifying the title of the line. The total 
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gross payment must be reported; do not offset any payment amount by any 
intergovernmental transfer amounts that may have been made by a related public 
entity. 
 
Line 6 – Medicare Revenue 
 
Enter in line 6 any payments amounts received by Medicare for services provided to 
patients who are eligible for both Medicare and the payer noted in the column.   
 
Line 7 – Third Party and Self Pay Revenue 
 
Enter in line 7 any payment amounts received by third parties, the patient, or the 
patient’s guarantor for the cost-sharing or services not covered by the payer noted in 
the column. 
 
Line 8 – Other Revenue 
 
Enter in line 8 any additional revenue from the payer for the Medicaid-eligible and 
uninsured populations not included in lines 1-7.  Specify the type of revenue by 
modifying the title of the line.  Additional information may be provided in the Notes 
tab. 
 
Line 9 – Subtotal Hospital and Clinic 
 
Sum of lines 1-8. [This line will auto-populate.] 
 
Lines 10-15 Physician Revenue   
 
Using the same descriptions in the corresponding lines 1-8, report physician revenue 
related to the payers. 
 
Line 16 – Subtotal Physician Revenue 
 
Sum of lines 10-15.  [This line will auto-populate.] 
 
Line 17 – Total Revenue. 
 
Sum of lines 9 and 16.  [This line will auto-populate.] 
 
 
Column Instructions. 
 
 
Column 1 – Medicaid FFS Inpatient Revenue 
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Report in column 1, amounts paid by MassHealth for inpatient services provided to 
members enrolled in the MassHealth program, excluding those enrolled in 
MassHealth managed care programs. 
 
 
Column 2 – Medicaid FFS Outpatient Revenue 
 
Report in column 2, amounts paid by MassHealth for outpatient services provided to 
members enrolled in the MassHealth program, excluding those enrolled in 
MassHealth managed care programs. 
 
 
Column 3 – Medicaid Managed Care Inpatient Revenue  
 
Report in column 3, amounts paid by Medicaid Managed Care Organizations for 
inpatient services provided to members. 
 
 
Column 4 – Medicaid Managed Care Outpatient Revenue 
 
Report in column 4, amounts paid by Medicaid Managed Care Organizations for 
outpatient services provided to members. 
 
 
Column 5 – HSN and Uninsured Inpatient and Outpatient Revenue 
 
Report in column 5, amounts paid by the HSN and Uninsured individuals for 
inpatient and outpatient services provided. Report the gross payments received from 
the HSN. Do not offset the amount of the HSN Assessment. 
 
 
Column 6 – Total Revenue 
 
Sum of columns 1 through 5. [This column will auto-populate.] 
 
 
Schedule G: Notes 
 
Providers may use Schedule G to provide additional information on the data reported.   
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III. Uniform Financial Report (UFR) 
 
CBDCs are entities that provide health care services for substance abuse that contract 
with the MassHealth agency, Medicaid Managed Care Entities and the Bureau of 
Substance Abuse Services, the latter providing services to the uninsured.  Each 
CBDC is licensed by the Bureau of Substance Abuse Services under the requirements 
set forth in 105 CMR 164.000.  Because CBDCs are not a hospital, they do not fill 
out the Medicare CMS-2552 cost report and instead fill out the Uniform Financial 
Report (UFR). 
 
UFR reports are filed with the Massachusetts Operational Services Division (OSD) 
on an annual basis.  This report captures administration and support costs, as defined 
in 808 CMR 1.00, which includes expenditures for the overall direction of the 
organization, e.g., general record keeping, budgeting, etc., but also the salaries and 
expenses of the organization’s staff.  The report will also capture expenditures for 
health care services, as defined in M.G.L. c. 118 § 2 (b), the pricing of which is set by 
the Center for Health Information and Analysis 
 
The CBDCs are required to keep necessary data on file to satisfy the UFR reporting 
requirements, and books and records must be maintained in accordance with 
generally accepted accounting principles set forth by the American Institute of 
Certified Public Accountants (AICPA).  
 
The UFR must be submitted on or before the 15th day of the fifth month after the end 
of the contractor’s fiscal year.  
 
The UFR reports the following data elements: 

1. Net Assets 
2. Total Current Assets 
3. Total Assets 
4. Total Current Liabilities 
5. Total Liabilities 
6. Total Liabilities and Net Assets 
7. Total Revenue, Gains, and Other Support 
8. Total Expenses and Losses 
9. Indirect / Direct Method 
10. Cash from Operating Activities 
11. Cash from Investing Activities 
12. Cash from Financing Activities 
13. Total Expenses – Programs 
14. Total Expenses – Supporting Services 
15. Surplus Percentage 
16. Surplus Retention Liability 
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The UFR allows for revenue to be reported from Medicaid Direct Payments, 
Medicaid Massachusetts behavioral Health Partnership (MBHP) Subcontracts, 
Department of Mental Health, Department of Public Health, and other human and 
social service agencies.  
 
The CBDC’s program expense is broken down by provider type for Psychiatric Day 
Treatment and Substance Abuse Class Rate Services, including: 

1. Psychiatrist 
2. N.P., Psych N., N.A., R.N.-Masters 
3. R.N.-Non Masters 
4. L.P.N. 
5. Occupational Therapist 
6. Psychologist – Doctorate 
7. Clinician (formerly Psych. Masters) 
8. Social Worker – L.I.C.S.W. 
9. Social Worker – L.C.S.W., L.S.W. 
10. Licensed Counselor 
11. Cert. Voc. Rehab. Counselor 
12. Counselor 
13. Case Worker/Manager – Masters 
14. Case Worker/Manager 
15. Direct Care/Program Staff Supervisor 
16. Direct Care/Program Staff 

 
Per unit cost from UFR.  The provider will calculate a per unit cost from the UFR 
for inpatient detoxification programs, who do not submit the Medicare 2552 cost 
report, by dividing the total reimbursable program expense (Schedule B line 53E) by 
line 6SS (number of service units delivered). The per diem cost will be reported by 
the CBDC on the CBDC Protocol Form. 
 
Allowable Costs 

i. From the MMIS paid claims database, the State will obtain the number of 
units of care, including administrative units, provided to all Medicaid patients. 

ii. Providers will be required to file a supplemental schedule with EOHHS that 
reports the number of units, days of care, including administrative days, for 
services provided to Medicaid MCO and other uninsured patients.7  

iii. The state will calculate costs by multiplying the per unit cost with the number 
of MassHealth, Medicaid MCO, and uninsured units described above. 

 
 
 
 

7 This is not currently available on the UFR report. 
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Payments 

i. From the MMIS paid claims database, the state will obtain payments made to 
programs for services, including administrative days, provided to MassHealth 
patients. 

ii. Providers will be required to file a supplemental schedule with EOHHS 
reporting payments received from all sources for services provided to 
Medicaid MCO and uninsured patients.  

 
Determination of Provider-Specific SNCP Limit for CBDCs 

The State will calculate a provider-specific SNCP limit for each CBDC as by 
subtracting all applicable payments from the allowable costs  

 
IV. Reconciliation 

 
Interim Reconciliation for CMS 2552 and UCCR Methods 
 
Each provider's uncompensated care costs must be computed based on the provider's 
as-filed CMS 25528 cost report and Uniform Medicaid & Uncompensated Care Cost 
& Charge Report (UCCR) and for the actual service period.  The CMS 2552 cost 
report is filed with the Medicare contractor five months after the close of the cost 
reporting period.  The UCCR must be filed three after months after the CMS 2552 is 
filed.  For SNCP payments subject to the cost limit pursuant to STC 49(c), each 
provider’s allowable Medicaid, uncompensated care, and uninsured costs must be 
reconciled against associated applicable payments received for the year for which the 
payments were made.   
 
For hospitals whose accounting fiscal year aligns with the cost limit reporting fiscal 
year (Federal fiscal year), the Medicaid and uninsured costs will be reflected in the 
CMS 2552 and UCCR that is submitted for the accounting fiscal year. For acute 
hospitals whose accounting fiscal years do not align with the reporting fiscal year, the 
reporting year cost limit will be calculated by applying the appropriate percentage of 
the two contiguous CMS 2552 and UCCR cost reports that span the reporting fiscal 
year so that the Federal fiscal year will be represented in the cost limit calculation. 
 
The Commonwealth must recover provider overpayments as it determines necessary 
based on its reconciliation calculations and availability of federal financial 
participation.  
 
If an overpayment exists, the Commonwealth must determine if the overpayment 
occurred due to Health Safety Net (HSN) Trust Fund payments or other SNCP 
payments, or from both payments.  To the extent that the overpayment is a result of 

8 Community Based Detoxification Centers are the only provider type subject to the cost limit that does not 
submit the CMS 2552 cost report. 
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overpaid funds from the HSN Trust Fund, the Commonwealth must recover from the 
provider the amount overpaid to the provider from the HSN Trust Fund and credit that 
amount to the HSN Trust Fund.  The HSN Trust Fund will redistribute such amounts 
to other providers as appropriate.  To the extent that the overpayment is not the result 
of HSN Trust Fund payments, the Commonwealth must recover from the provider the 
overpayment, and the Commonwealth must properly credit the federal share to the 
federal government.   
 
The interim reconciliation described above must be performed and completed within 
twelve months after the filing of the UCCR(s).  
 
Final Reconciliation for CMS 2552 and UCCR Methods 
 
Each provider's uncompensated care costs must be recomputed based on the 
provider's audited CMS 2552 cost report for the actual service period.  These 
recomputed costs must be carried over to the UCCR.  The CMS 2552 cost report is 
audited and settled by the Medicare contractor to determine final allowable costs and 
reimbursement amounts as recognized by Medicare.  For SNCP payments subject to 
the cost limit pursuant to STC 49(c), each provider’s allowable Medicaid, 
uncompensated care, and uninsured costs must be reconciled against associated 
applicable payments received for the year for which the payments were made.  SNCP 
uncompensated care payments made to the provider for a cost limit reporting year 
cannot exceed the recomputed uncompensated care cost limit.  If, at the end of the 
final reconciliation process, it is determined that expenditures claimed exceeded the 
individual provider's uncompensated care cost limit, thereby causing an overpayment, 
the Commonwealth must recoup the overpayment from the provider.  Specifically, if 
an overpayment exists, the Commonwealth must determine if the overpayment 
occurred due to HSN Trust Fund payments or other SNCP payments, or from both 
payments.  To the extent that the overpayment is a result of overpaid funds from the 
HSN Trust Fund, the Commonwealth must recover from the provider the amount 
overpaid to the provider from the HSN Trust Fund and credit that amount to the HSN 
Trust Fund.  The HSN Trust Fund will redistribute such amounts to other providers as 
appropriate.  To the extent that the overpayment is not the result of HSN Trust Fund 
payments, the Commonwealth must recover from the provider the overpayment, and 
the Commonwealth must properly credit the federal share to the federal government.   
 
For hospitals whose accounting fiscal year aligns with the cost limit reporting fiscal 
year (Federal fiscal year), the Medicaid and uninsured costs will be reflected in the 
CMS 2552 and UCCR that is submitted for the accounting fiscal year. For acute 
hospitals whose accounting fiscal years do not align with the reporting fiscal year, the 
reporting year cost limit will be calculated by applying the appropriate percentage of 
the two contiguous CMS 2552 and UCCR cost reports that span the reporting fiscal 
year so that the Federal fiscal year will be represented in the cost limit calculation. 
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The Commonwealth must recover provider overpayments as it determines necessary 
based on its reconciliation calculations and availability of federal financial 
participation.  
 
The final reconciliation described above must be performed and completed within 
twelve months after all final, audited CMS 2552 cost reports become available online.  

 
Interim Reconciliation for UFR Method 
 
Each provider's uncompensated care costs must be computed based on the provider's 
as-filed Uniform Financial Report (UFR) and for the actual service period.  The UFR 
is filed five months after the close of the cost reporting period.  SNCP uncompensated 
care payments made to the provider for a cost limit reporting year cannot exceed the 
recomputed uncompensated care cost limit.  Per unit cost will be derived from the as-
filed UFR; and Medicaid and uninsured units of service and payments will be derived 
from the latest available auditable data for the service period.  If, at the end of the 
interim reconciliation process, it is determined that expenditures claimed exceeded 
the individual provider’s uncompensated care cost limit, the overpayment will be 
recouped from the provider, and the federal share will be properly credited to the 
federal government.  

 
A provider’s uncompensated care cost limit is determined for the twelve month 
period in each cost limit reporting year.  For providers whose accounting fiscal year 
aligns with the cost limit reporting fiscal year (Federal fiscal year), the Medicaid and 
uninsured costs will be reflected in UFR and supplemental schedule that is submitted 
for the accounting fiscal year. For providers whose accounting fiscal years do not 
align with the reporting fiscal year, the reporting year cost limit will be calculated by 
applying the appropriate percentage of the two contiguous UFR and supplemental 
schedule reports that span the reporting fiscal year so that the Federal fiscal year will 
be represented in the cost limit calculation. 
 
The interim reconciliation described above will be performed and completed within 
twelve months after the filing of the provider’s UFR.  
 
Final Reconciliation for the UFR Method  
 
Each provider’s uncompensated care costs must be recomputed based on the 
provider's audited UFR for the actual service period.  The UFR is audited and settled 
by the Commonwealth to determine final allowable costs and reimbursement amounts 
as recognized by the Commonwealth based on this cost limit protocol.  SNCP 
uncompensated care payments made to the provider for a cost limit reporting year 
cannot exceed the recomputed uncompensated care cost limit.  Per unit cost will be 
derived from the as-filed UFR; and Medicaid and uninsured units of service and 
payments will be derived from the latest available auditable data for the service 
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period.  If, at the end of the final reconciliation process, it is determined that 
expenditures claimed exceeded the individual provider’s uncompensated care cost 
limit, the overpayment will be recouped from the provider, and the federal share will 
be properly credited to the federal government.  Settlement of any over- or 
underpayment to a provider will be treated as a separate transaction rather an 
adjustment to the following year’s interim payment. 
 
A provider’s uncompensated care cost limit is determined for the twelve month 
period in each cost limit reporting year.  For providers whose accounting fiscal year 
aligns with the cost limit reporting fiscal year (Federal fiscal year), the Medicaid and 
uninsured costs will be reflected in UFR and supplemental schedule that is submitted 
for the accounting fiscal year. For providers whose accounting fiscal years do not 
align with the reporting fiscal year, the reporting year cost limit will be calculated by 
applying the appropriate percentage of the two contiguous UFR and supplemental 
schedule reports that span the reporting fiscal year so that the Federal fiscal year will 
be represented in the cost limit calculation. 
 
The final reconciliation described above will be performed and completed within 
twelve months after the audited provider UFR is made available.   

 

MassHealth SNCP Uncompensated Care Cost Limit Protocol  Page 82 of 82 
 



 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-01-16 
Baltimore, Maryland  21244-1850 
 
Children and Adults Health Programs Group 
 
 

February 6, 2014 
 
 
Kristen Thorn 
Medicaid Director 
Department of Health and Human Services 
One Ashburton Place 
11th Floor, Room 1109 
Boston, MA 02108 
 
Dear Ms. Thorn: 
 
Thank you for your recent request to extend the Commonwealth’s MassHealth section 1115 
demonstration (11-W-00030/1).  The Centers for Medicare & Medicaid Services (CMS) received 
your extension request on January 28, 2014.  We have completed a preliminary review of the 
application and have determined that the state’s extension request has met the requirements for a 
complete extension request as specified under section 42 CFR 431.412(c).  
 
In accordance with section 42 CFR 431.416(a), CMS acknowledges receipt of the state’s extension 
request.  The documents will be posted on Medicaid.gov and the comment period will last 30 days, as 
required under 42 CFR 431.416(b).  The state’s extension request is available at 
http://medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html. 
 
We look forward to working with you and your staff to extend the state’s demonstration.  If you have 
additional questions or concerns, please contact your assigned project officer Elizabeth Matthews, 
Division of State Demonstrations and Waivers, at (410) 786-5433, or at 
Elizabeth.Matthews@cms.hhs.gov.   
 
      Sincerely, 
 
      /s/ 
 
      Diane T. Gerrits 
      Director 
      Division of State Demonstration and Waivers 
 
 
cc:   Eliot Fishman, Director, Children and Adults Health Programs Group 
 Richard McGreal, Associate Regional Administrator, Boston Regional Office 

Elizabeth Matthews, DSDW 
 

http://medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html
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November 13, 2012  

Jennifer  Sheer 
 
Center for  Medicare  and Medicaid  Services 
 
U.S.  Department  of  Health  and  Human  Services 
 
7500 Security  Boulevard 

Baltimore,  Maryland 21244 


Dear  Ms.  Sheer:  

In my capacity as Massachusetts Medicaid Director, I am submitting to the Centers for 
Medicare and Medicaid Services for approval the enclosed amendment to the 
Massachusetts 1115 Demonstration Project (11-W-00030/1). 

The Massachusetts State budget, FY 2013 General Appropriation Act, Chapter 139 of the 
Acts of 2012, included a provision requiring covered services in the MassHealth Basic 
and MassHealth Essential programs to include hospice services. Therefore, the 
Commonwealth requests an amendment of the special terms and conditions (STCs) of the 
section 1115 Demonstration, entitled MassHealth (11-W-00030/1) to add hospice as a 
covered service for individuals in the MassHealth Demonstration expansion populations 
of Basic and Essential. 

The Commonwealth seeks approval of this Demonstration amendment as soon as 
possible.  The expected implementation date of this amendment, subject to CMS approval, 
is March 14, 2013. 

If you have any questions  about this  amendment  request, please  contact  Robin  Callahan,  
Deputy  Medicaid  Director for Policy and Programs  at robin.callahan@state.ma.us.  

Sincerely, 

/s/ 

Dr. Julian Harris, M.D., M.B.A., M.Sc. 

Medicaid Director
 

mailto:robin.callahan@state.ma.us


  
  
  

 
 

cc:  Richard McGreal 
Julie McCarthy 
Lynn DelVechio 
Angela Garner 
Robin Callahan 
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Section 1 Introduction 

The Massachusetts State budget (FY 2013 General Appropriation Act, Chapter 139 of the 
Acts of 2012), signed by Governor Deval Patrick on July 8, 2012, included a provision 
requiring MassHealth to cover hospice services in the MassHealth Basic and MassHealth 
Essential programs, to the extent that such services are covered in the MassHealth 
Standard program, and to the extent permitted by the Demonstration.  This change was 
proposed on the grounds that hospice coverage is more humane and cost-effective than 
inpatient hospital care for terminally ill individuals. The relevant budget language, St. 
2012, c.139, section 120, is provided below: 

SECTION 120. Section 53 of chapter 118E of the General Laws, as so appearing, 
is hereby amended by adding the following sentence:- To the extent permitted by 
the demonstration program approved under 42 U.S.C. 1315(a), covered services 
in the MassHealth Basic and MassHealth Essential programs shall include hospice 
services to the extent such services are covered in the MassHealth Standard 
program. 

Therefore this amendment seeks to add hospice as a covered service to the MassHealth 
Basic and MassHealth Essential coverage types, to be available in community settings. 

Section 2 Requested Changes to the MassHealth Demonstration 

Under the current MassHealth 1115 Demonstration, individuals enrolled in Basic are 
receiving Emergency Aid to Elders, Disabled, and Children (EAEDC) or are Department of 
Mental Health (DMH) clients who are long-term or chronically unemployed.  Individuals 
enrolled in Essential are low-income, long-term unemployed individuals who are not eligible 
for Basic coverage. Currently, individuals covered under MassHealth Basic and 
MassHealth Essential receive either direct coverage through a managed care plan or 
premium assistance if qualified, cost-effective private insurance is available. 

Due to the recent state legislation referenced above, the Commonwealth requests an 
amendment of the special terms and conditions (STCs) of the section 1115 
Demonstration, entitled MassHealth (11-W-00030/1) to add hospice as a covered service 
for individuals in the MassHealth Demonstration expansion populations of Basic and 
Essential.  

Specifically, the Commonwealth seeks to amend language in Section IV, Table A, 
MassHealth Demonstration Expansion Populations as set forth in the approved STCs that 
became effective on December 20, 2011 to state that the hospice service in community 
settings may be provided as wraparound if elected by an individual for the Basic and 
Essential populations.  In addition, we request changes to Table B under STC 37 to 
reflect hospice in community settings as a covered service for Basic and Essential 
coverage types. 
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Section 3 Consistency with Principles and Objectives of the Demonstration 

The Commonwealth’s goals under the current Demonstration include maintaining access 
to health care for all Massachusetts residents and implementing delivery system reforms 
that promote care coordination, person centered care planning, and integration of 
services.  For low income people who require palliative, end of life care, hospice can be a 
more appropriate service than inpatient hospital care.  Providing the hospice service as an 
option for individuals with Basic and Essential coverage is consistent with promoting 
person centered care planning, and quality palliative care at the end of life. This 
Demonstration amendment would allow MassHealth to provide palliative end of life care 
to individuals with Basic and Essential coverage that choose this service. 

Section 4 Projected Program Cost 

The expected implementation date of this amendment, subject to CMS approval, is March 
14, 2013. The PMPM for hospice services for non-disabled adults under age 65 with 
Standard coverage is $ 0.09.  The projected hospice expenditures for Essential and Basic 
populations under age 65 are approximately $45,000 in DY 16/SFY 13 (assuming March 
14, 2013 implementation) and approximately $161,000 in DY 17/SFY 14 (full year).  
This impact is estimated by multiplying the PMPM for hospice by the total projected 
member months in each year for the Essential and Basic populations.  The attached 
budget neutrality statement reflects this estimated cost impact through the end of the 
current renewal period on June 30, 2014 (notwithstanding any coverage changes that may 
occur in relation to implementation of the Affordable Care Act as of January 1, 2014): 

Cost Impact Estimate for 1115 Demonstration Amendment 
SFY 2013 (3.7 months) SFY 2014 (full year) 

Coverage Type MM PMPM Total MM PMPM Total 
Essential <65 1,422,188 $ 0.09 $ 39,332 1,580,051 $ 0.09 $141,149 

Basic MC <65 204,152 $ 0.09 $ 5,646 226,813 $ 0.09 $ 20,262 
Total 1,626,341 $ 0.09 $ 44,978 1,806,864 $ 0.09 $161,411 

Section 5 Budget Neutrality Impact 

As of the last quarterly update submitted to CMS for the quarter ending June 30, 2012, 
the projected room under the budget neutrality cap for the current renewal period was 
$8,329,005,936. 

As a result of the amendment, total spending is expected to increase by $44,978 in WY 
16/SFY 2013, and by $161,411 in WY 17/SFY 2014, for a total projected budget 
neutrality impact of $206,389.  After the amendment, the projected room under the 
budget neutrality cap for the current renewal period is reduced slightly to $8,328,846,237. 

The attached Budget Neutrality workbook has been updated to reflect the projected costs 
of the proposed amendment, including updated enrollment projections for Basic and 
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Essential. The tab entitled “Hospice Impact” includes the detailed calculation used to 
arrive at the total budget neutrality impact estimates. 

Section 6 Public Process 

The fiscal year 2013 Massachusetts State budget, as signed by the governor on July 8, 
2012, included a provision requiring covered services in the MassHealth Basic and 
MassHealth Essential programs to include hospice services. As such, this issue has gone 
through the full public notice and attention of the legislative process. 

The addition of hospice to MassHealth Basic and MassHealth coverage types was also 
discussed at the quarterly Tribal Consultation call on July 26, 2012.   

The Commonwealth seeks approval of this Demonstration amendment as soon as 
possible.  The expected implementation date of this amendment, subject to CMS 
approval, is March 14, 2013. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

SPECIAL TERMS AND CONDITIONS
 

NUMBER:	 11-W-00030/1 

TITLE:	 MassHealth Medicaid Section 1115 Demonstration 

AWARDEE:	 Massachusetts Executive Office of Health and Human Services 
(EOHHS) 

I. PREFACE 

The following are the Special Terms and Conditions (STCs) for the Massachusetts MassHealth 
section 1115(a) Medicaid demonstration (hereinafter “Demonstration”).  The parties to this 
agreement are the Massachusetts Executive Office of Health and Human Services 
(State/Commonwealth) and the Centers for Medicare & Medicaid Services (CMS).  The STCs 
set forth in detail the nature, character, and extent of Federal involvement in the Demonstration 
and the Commonwealth’s obligations to CMS during the life of the Demonstration.  The STCs 
are effective as of the date of the approval letter, unless otherwise specified.  All previously 
approved STCs are superseded by the STCs set forth below for the State’s expenditures relating 
to dates of service during this Demonstration extension.  This Demonstration extension is 
approved effective the date of the approval letter, through June 30, 2014, unless otherwise 
specified. 

The STCs have been arranged into the following subject areas: 



 Attachment E.     Safety Net Care Pool Payments 
  Attachment F.    Reserved for Pediatric Asthma Pilot Program Protocols 

 Attachment G.    Reserved for Autism Payment Protocol 
 Attachment H.     Reserved for Safety Net Care Pool Uncompensated Care Cost Protocol 

  Attachment I.  Hospitals Eligible for DSTI 
   Attachment J.      Reserved for Master DSTI Plan and Payment and Funding Protocol 
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II. PROGRAM DESCRIPTION AND OBJECTIVES 

The MassHealth Demonstration is a statewide health reform effort encompassing multiple 
delivery systems, eligibility pathways, program types and benefit levels.  The Demonstration was 
initially implemented in July 1997, and expanded Medicaid income eligibility for certain 
categorically eligible populations including pregnant women, parents or adult caretakers, infants, 
children and individuals with disabilities.  Eligibility was also expanded to certain non-
categorically eligible populations, including unemployed adults and non-disabled persons living 
with Human Immunodeficiency Virus (HIV).  Finally, the Demonstration also authorized the 
Insurance Partnership program which provides premium subsidies to both qualifying small 
employers and their low-income employees for the purchase of private health insurance.  The 
Commonwealth was able to support these expansions by requiring certain beneficiaries to enroll 
in managed care delivery systems to generate savings.  However, the Commonwealth’s preferred 
mechanism for achieving coverage has consistently been employer-sponsored insurance, 
whenever available and cost-effective. 

The implementation of mandatory managed care enrollment under MassHealth changed the way 
health care was delivered resulting in a new focus on primary care, rather than institutional care. 
In order to aid this transition to managed care, the Demonstration authorized financial support in 
the form of supplemental payments for two managed care organizations (MCOs) operated by 
safety net hospital providers in the Commonwealth to ensure continued access to care for 
Medicaid enrollees.  These payments ended in 2006. 

In the 2005 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
and State Medicaid dollars to further expand coverage directly to the uninsured, funded in part 
by redirecting certain public funds that were dedicated to institutional reimbursement for 
uncompensated care to coverage programs under an insurance-based model.  This agreement led 
to the creation of the Safety Net Care Pool (SNCP).  This restructuring laid the groundwork for 
health care reform in Massachusetts, because the SNCP allowed the Commonwealth to develop 
innovative Medicaid reform efforts by supporting a new insurance program. 

Massachusetts’ health care reform legislation passed in April 2006.  On July 26, 2006 CMS 
approved an amendment to the MassHealth Demonstration to incorporate those health reform 
changes.  This amendment included: 
�	 the authority to establish the Commonwealth Care program under the SNCP to provide 

sliding scale premium subsidies for the purchase of commercial health plan coverage for 
uninsured persons at or below 300 percent of the FPL; 

�	 the development of payment methodologies for approved expenditures from the SNCP; 
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�	 an expansion of employee income eligibility to 300 percent of the FPL under the Insurance 
Partnership; and 

�	 increased enrollment caps for MassHealth Essential and the HIV/Family Assistance
 
Program.
 

At this time there was also an eligibility expansion in the Commonwealth’s separate title XXI 
program for optional targeted low-income children between 200 percent and 300 percent of the 
FPL, which enabled parallel coverage for children in households where adults are covered by 
Commonwealth Care.  This expansion ensured that coverage is equally available to all members 
of low-income families.  With the combination of previous expansions and the recent health 
reform efforts, the MassHealth Medicaid section 1115 Demonstration now covers approximately 
1.5 million low-income persons. 

In the 2008 extension of the Demonstration, CMS and the Commonwealth agreed to reclassify 
three eligibility groups (those aged 19 and 20 under the Essential and Commonwealth Care 
programs and custodial parents and caretakers in the Commonwealth Care program) with a 
categorical link to the title XIX program as “hypotheticals” for budget neutrality purposes as the 
populations could be covered under the State plan. As part of the renewal, the SNCP was also 
restructured to allow expenditure flexibility through a 3-year aggregate spending limit rather than 
annual limits; a gradual phase out of Federal support for the Designated State Health Programs; 
and a prioritization in the SNCP to support the Commonwealth Care Program. 

Three amendments were approved in 2010 and 2011 to allow for additional flexibility in the 
Demonstration.  On September 30, 2010, CMS approved an amendment to allow Massachusetts 
to (1) increase the MassHealth pharmacy co-payment from $2 to $3 for generic prescription 
drugs; (2) provide relief payments to Cambridge Health Alliance totaling approximately $216 
million; and (3) provide relief payments to private acute hospitals in the Commonwealth totaling 
approximately $270 million. 

On January 19, 2011, CMS approved an amendment to: (1) increase authorization for Designated 
State Health Programs for State Fiscal Year 2011 to $385 million; (2) reclassification of 
Commonwealth Care adults without dependent children with income up to and including 133 
percent of the Federal Poverty Level (FPL) as a “hypothetical” population for purposes of budget 
neutrality as the population could be covered under the State plan; and (3) allow the following 
populations to be enrolled into managed care: (a) participants in a Home and Community-Based 
Services Waiver; (b) Katie Beckett/ Kaileigh Mulligan children; and (c) children receiving title 
IV-E adoption assistance. 

Additionally, on August 17, 2011, CMS approved an amendment to authorize expenditure 
authority for a maximum of $125.5 million for State fiscal year (SFY) 2012 for Cambridge 
Health Alliance through the SNCP for uncompensated care costs.  This funding was approved 
with the condition that it be counted toward a budget neutrality limit eventually approved for 
SFY 2012 as part of the 2011 extension. 

In the 2011 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
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and State Medicaid dollars for the following purposes: 
�	 support a Pediatric Asthma Pilot Program focused on improving health outcomes and 

reducing associated Medicaid costs for children with high-risk asthma; 
�	 offer early intervention services for children with autism who are not otherwise eligible 

through the Commonwealth’s currently approved section 1915(c) home and community-
based services waiver because the child has not been determined to meet institutional 
level of care requirements; 

�	 utilize Express Lane eligibility to conduct renewals for parents and caretakers to coincide 
with the Commonwealth’s intent to utilize Express Lane eligibility for children; and 

�	 further expand the SNCP to provide incentive payments to participating hospitals for 
Delivery System Transformation Initiatives focused on efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

For this extension period, the Commonwealth’s goals under the Demonstration are: 
�	 Maintain near-universal health care coverage for all citizens of the Commonwealth and 

reduce barriers to coverage; 
�	 Continue the redirection of spending from uncompensated care to insurance coverage; 
�	 Implement delivery system reforms that promote care coordination, person-centered care 

planning, wellness, chronic disease management, successful care transitions, integration of 
services, and measurable health outcome improvements; and 

�	 Advance payment reforms that will give incentives to providers to focus on quality, rather 
than volume, by introducing and supporting alternative payment structures that create and 
share savings throughout the system while holding providers accountable for quality care. 

III. GENERAL PROGRAM REQUIREMENTS 

1.  	Compliance with Federal Non-Discrimination Statutes.  The State must comply with all 
applicable Federal statutes relating to non-discrimination. These include, but are not limited 
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, 
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

2.  	Compliance with Medicaid and CHIP Law, Regulation, and Policy.  All requirements of 
the Medicaid program and Children’s Health Insurance Program (CHIP) for the separate 
CHIP population, expressed in law, regulation, and policy statement, not expressly waived or 
identified as not applicable in the waiver and expenditure authority documents (of which 
these terms and conditions are part), must apply to the Demonstration. 

3.  	Changes in Medicaid and CHIP Law, Regulation, and Policy.  The State must, within the 
timeframes specified in law, regulation, or policy statement, come into compliance with any 
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP programs that 
occur during this Demonstration approval period, unless the provision being changed is 
expressly waived or identified as not applicable. 

4.  	Impact on Demonstration of Changes in Federal Law, Regulation, and Policy 
Statements. 
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a) 	 To the extent that a change in Federal law, regulation, or policy requires either a 
reduction or an increase in Federal financial participation (FFP) for expenditures made 
under this Demonstration, the State must adopt, subject to CMS approval, a modified 
budget neutrality agreement as well as a modified allotment neutrality worksheet for the 
Demonstration as necessary to comply with such a change.  The modified agreement will 
be effective upon the implementation of the change. The trend rates for the budget 
neutrality agreement are not subject to change under this subparagraph. 

b) If mandated changes in the Federal law require State legislation, the changes must take 
effect on the earlier of the day such State legislation becomes effective, or on the last day 
such legislation was required to be in effect under the law. 

5.  	State Plan Amendments.  The State will not be required to submit title XIX or title XXI 
State plan amendments (SPAs) for changes affecting any populations made eligible solely 
through the Demonstration.  If a population eligible through the Medicaid or CHIP State Plan 
is affected by a change to the Demonstration, a conforming amendment to the appropriate 
State plan may be required except as otherwise noted in these STCs. 

6.  	Changes Subject to the Amendment Process. Changes related to eligibility, enrollment, 
benefits, delivery systems, cost sharing, evaluation design, sources of non-Federal share of 
funding, budget neutrality, and other comparable program elements specified in these STCs 
must be submitted to CMS as amendments to the Demonstration. All amendment requests 
are subject to approval at the discretion of the Secretary in accordance with section 1115 of 
the Act.  The State must not implement changes to these elements without prior approval by 
CMS.  Amendments to the Demonstration are not retroactive and FFP will not be available 
for changes to the Demonstration that have not been approved through the amendment 
process set forth in STC 7 below. 

7.  	Amendment Process. Requests to amend the Demonstration must be submitted to CMS for 
approval no later than 120 days prior to the planned date of implementation of the change 
and may not be implemented until approved.  CMS reserves the right to deny or delay 
approval of a Demonstration amendment based on non-compliance with these STCs, 
including, but not limited to, failure by the State to submit required reports and other 
deliverables in a timely fashion according to the deadlines specified therein.  Amendment 
requests must include, but are not limited to, the following: 

a) 	 An explanation of the public process used by the Commonwealth consistent with the 
requirements of STC 14 to reach a decision regarding the requested amendment; 

b) A data analysis which identifies the specific “with waiver” impact of the proposed 
amendment on the current budget neutrality agreement.  Such analysis must include 
current total computable “with waiver” and “without waiver” status on both a summary 
and detailed level through the current extension approval period using the most recent 
actual expenditures, as well as summary and detailed projections of the change in the 
“with waiver” expenditure total as a result of the proposed amendment which isolates (by 
Eligibility Group (EG)) the impact of the amendment; 
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c) 	 An up-to-date CHIP allotment neutrality worksheet, if necessary; 

d) A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation including a conforming title XIX and/or title XXI 
State plan amendment, if necessary; and 

e) 	 If applicable, a description of how the evaluation design will be modified to incorporate 
the amendment provisions. 

8.  	Extension of the Demonstration.  States that intend to request demonstration extensions 
under sections 1115(e) or 1115(f) are advised to observe the timelines contained in those 
statutes.  Otherwise, no later than 12 months prior to the expiration date of the 
Demonstration, the chief executive officer of the State must submit to CMS either a 
Demonstration extension request or a phase-out plan consistent with the requirements of STC 
9. 

As part of the Demonstration extension request, the State must provide documentation of 
compliance with the public notice requirements outlined in STC 14, as well as include the 
following supporting documentation: 

a) 	 Demonstration Summary and Objectives. The State must provide a summary of the 
demonstration project, reiterate the objectives set forth at the time the demonstration was 
proposed and provide evidence of how these objectives have been met. 

b) Special Terms and Conditions. The State must provide documentation of its compliance 
with each of the STCs.  Where appropriate, a brief explanation may be accompanied by 
an attachment containing more detailed information. Where the STCs address any of the 
following areas, they need not be documented a second time. 

c) Quality. The State must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO) and State quality assurance 
monitoring, and any other documentation of the quality of care provided under the 
demonstration. 

d) Compliance with the Budget Neutrality Cap. The State must provide financial data (as set 
forth in the current STCs) demonstrating that the State has maintained and will maintain 
budget neutrality for the requested period of extension.  CMS will work with the State to 
ensure that Federal expenditures under the extension of this project do not exceed the 
Federal expenditures that would otherwise have been made.  In doing so, CMS will take 
into account the best estimate of current trend rates at the time of the extension. 

e) 	 Interim Evaluation Report. The State must provide an evaluation report reflecting the 
hypotheses being tested and any results available. 

9.  	Demonstration Phase-Out.  The State may only suspend or terminate this Demonstration in 
whole, or in part, consistent with the following requirements. 
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a) 	 Notification of Suspension or Termination. The State must promptly notify CMS in 
writing of the reason(s) for the suspension or termination, together with the effective date 
and a phase-out plan.  The State must submit its notification letter and a draft phase-out 
plan to CMS no less than 5 months before the effective date of the Demonstration’s 
suspension or termination. Prior to submitting the draft phase-out plan to CMS, the State 
must publish on its website the draft phase-out plan for a 30-day public comment period. 
In addition, the State must conduct tribal consultation in accordance with its approved 
tribal consultation State Plan Amendment.  Once the 30-day public comment period has 
ended, the State must provide a summary of each public comment received, the State’s 
response to the comment and how the State incorporated the received comment into a 
revised phase-out plan. 

b) The State must obtain CMS approval of the phase-out plan prior to the implementation of 
the phase-out activities.  Implementation of phase-out activities must be no sooner than 
14 days after CMS approval of the phase-out plan. 

c) 	 Phase-out Plan Requirements. The State must include, at a minimum, in its phase-out 
plan the process by which it will notify affected beneficiaries, the content of said notices 
(including information on the beneficiary’s appeal rights), the process by which the State 
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries, 
and ensure ongoing coverage for eligible individuals, as well as any community outreach 
activities. 

d) Phase-out Procedures. The State must comply with all notice requirements found in 42 
CFR §431.206, 431.210 and 431.213. In addition, the State must assure all appeal and 
hearing rights afforded to Demonstration participants as outlined in 42 CFR §431.220 
and 431.221. If a Demonstration participant requests a hearing before the date of action, 
the State must maintain benefits as required in 42 CFR §431.230.  In addition, the State 
must conduct administrative renewals for all affected beneficiaries in order to determine 
if they qualify for Medicaid eligibility under a different eligibility category as discussed 
in October 1, 2010, State Health Official Letter #10-008. 

e) 	 FFP. If the project is terminated or any relevant waivers suspended by the State, FFP 
shall be limited to normal closeout costs associated with terminating the Demonstration 
including services and administrative costs of disenrolling participants. 

10. CMS Right to Terminate or Suspend.  CMS may suspend or terminate the Demonstration, 
in whole or in part, at any time before the date of expiration, whenever it determines 
following a hearing that the State has materially failed to comply with the terms of the 
project. CMS must promptly notify the State in writing of the determination and the reasons 
for the suspension or termination, together with the effective date. 

11. Finding of Non-Compliance.  The State does not relinquish its rights to administratively 
and/or judicially challenge CMS' finding that the State materially failed to comply. 
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12. Withdrawal of Waiver Authority.  CMS reserves the right to withdraw waivers or 
expenditure authorities at any time it determines that continuing the waivers or expenditure 
authorities would no longer be in the public interest or promote the objectives of title XIX. 
CMS will promptly notify the State in writing of the determination and the reasons for the 
withdrawal, together with the effective date, and afford the State an opportunity to request a 
hearing to challenge CMS’ determination prior to the effective date.  If a waiver or 
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with 
terminating the waiver or expenditure authority, including services and administrative costs 
of disenrolling participants. 

13. Adequacy of Infrastructure.  The Commonwealth will ensure the availability of adequate 
resources for implementation and monitoring of the Demonstration, including education, 
outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing 
requirements; and reporting on financial and other Demonstration components. 

14. Public Notice, Tribal Consultation, and Consultation with Interested Parties.  The State 
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 
27, 1994) and the tribal consultation requirements pursuant to section 1902(a)(73) of the Act 
as amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009 and 
the tribal consultation requirements at outlined in the State’s approved State plan, when any 
program changes to the Demonstration including (but not limited to) those referenced in STC 
6, are proposed by the State.  In States with Federally recognized Indian tribes, Indian health 
programs, and/or Urban Indian organizations, the State must to submit evidence to CMS 
regarding the solicitation of advice from these entities prior to submission of any amendment 
or extension of this Demonstration.  The State must also comply with the Public Notice 
Procedures set forth in 42 CFR 447.205 for changes in Statewide methods and standards for 
setting payment rates. 

15. Quality Review of Eligibility.  The Commonwealth will continue to submit by December 
31st of each year an alternate plan for Medicaid Eligibility Quality Control (MEQC) as 
permitted by Federal regulations at 42 CFR 431.812(c). Based on the approved MEQC 
activities, the Commonwealth will be assigned a payment error rate equal to the FFY 1996 
State error rate for the duration of this section 1115 demonstration project. 

16. FFP.  No Federal matching funds for expenditures for this Demonstration will take effect 
until the effective date identified in the Demonstration approval letter. 

IV. ELIGIBILITY AND ENROLLMENT 

17. Eligible Populations.   This Demonstration affects mandatory and optional Medicaid State 
plan populations as well as populations eligible for benefits only through the Demonstration. 

The criteria for MassHealth eligibility are outlined in a Table A at the end of section IV of 
the STCs which shows each specific group of individuals; under what authority they are 
made eligible for the demonstration; the name of the eligibility and expenditure group under 
which expenditures are reported to CMS and the budget neutrality expenditure agreement is 
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constructed; and the corresponding demonstration program under which benefits are 
provided.  Attachment A provides a complete overview of MassHealth coverage for children, 
including the separate title XXI CHIP program, which is incorporated by reference. 

Eligibility is determined based on an application by the beneficiary. 

18. Retroactive Eligibility.  Retroactivity eligibility is provided only in accordance to Table D. 

19. Calculation of Financial Eligibility.  Financial eligibility for Demonstration programs is 
determined by comparing the family group’s gross monthly income with the applicable 
income standard for the specific coverage type.  The monthly income standards are 
determined according to annual Federal Poverty Level (FPL) standard published in the 
Federal Register. 

20. Express Lane Eligibility.  The Medicaid State agency may rely on a finding from an 
Express lane agency when determining whether a parent or caretaker satisfies one or more 
components of eligibility derived through the Medicaid State plan or Demonstration at the 
time of redetermination.  The authority to provide Express Lane eligibility procedures for 
parents and caretakers is not effective until the effective date of the companion Medicaid 
State plan amendment applicable to children.  All procedures outlined in the companion 
Medicaid Express Lane Eligibility SPA must also apply to Express Lane eligibility 
determinations for parents and caretakers. 

The authority to provide Express Lane eligibility procedures will also remain in effect 
through the renewal period for children notwithstanding sunset dates for Express Lane 
Eligibility under title XIX and title XXI applicable to the companion State plan amendments. 
This authority is subject to approval of the Medicaid Express Lane Eligibility State plan 
amendment. 

21. Presumptive Eligibility. Presumptive eligibility is offered to certain children who appear 
eligible for MassHealth Standard or Family Assistance as well as pregnant women who 
appear eligible for MassHealth Prenatal program. 

a) 	 Presumptive eligibility begins 10 calendar days prior to the date the Medical Benefit 
Request (MBR) is received at the MassHealth Enrollment Center (MEC) or MassHealth 
outreach site and lasts until MassHealth makes an eligibility determination (but no longer 
than 60 days).  If information necessary to make the eligibility determination is not 
submitted within 60 days after the begin date, the MBR will be deactivated and 
presumptive eligibility will end. 

b) A child may receive presumptive eligibility only once in a 12-month period. 

c) A presumptively-eligible child receiving services under the Family Assistance program is 
not assessed a monthly health insurance MassHealth premium. 

22. Verification of Human Immunodeficiency Virus (HIV). For individuals who indicate on 



        
     

    
   

 
       

   
   

        
   

 
         

        
   

        
    

 
     

    
    

          
      

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

     
      

the MBR that they have HIV, a determination of eligibility will be made once family group 
income has been verified.  Persons who have not submitted verification of HIV diagnosis 
within 60 days of the eligibility determination shall subsequently have their eligibility 
redetermined as if they did not have HIV. 

23. Eligibility Exclusions. Notwithstanding the eligibility criteria outlined in this section or in 
Table A, the following individuals are excluded from this Demonstration.  Payments or 
expenditures related to uncompensated care for such individuals as defined in STC 49(c), 
however, may be included as allowable expenditures under the Safety Net Care Pool 
(SNCP), including the Designated State Health Programs (DSHP). 

Individuals 65 years and older (unless a parent or caretaker relative of a child 18 
years old or younger or an enrollee in the Medical Security Plan) 
Individuals who are institutionalized 
Participants in Program of All-Inclusive Care of the Elderly (PACE) 
Refugees served through the Refugees Resettlement Program 

24. Enrollment Caps.  The Commonwealth is authorized to impose enrollment caps on 
populations made eligible solely through the Demonstration, except that enrollment caps may 
not be imposed for the Demonstration Expansion Population Groups listed as 
“Hypotheticals” in Table A. Setting and implementing specific caps are considered 
amendments to the Demonstration and must be made consistent with section III, STC 7. 
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Table A. MassHealth State Plan Base Populations* (See STC 63(f) for terminology) 

Medicaid 
Mandatory and 

Optional State Plan 
Groups 

(Categorical 
Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

AFDC-Poverty Level 
infants 

< Age 1: 0 through 
185% Title XIX Base Families Standard** Up to 60 days presumptive eligibility 

for children with unverified income 

� Title XIX if insured at 

Medicaid Expansion 
infants 

< Age 1: 185.1 through 
200% 

the time of application 
� Title XXI if uninsured at 

the time of application 
� Funded through title 

XIX if title XXI is 
exhausted 

1902(r)(2) Children 

1902(r)(2) XXI RO Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children and 
Independent Foster 
Care Adolescents 

� Age 1 - 5: 0 through 
133% 

� Age 6 - 17: 0 
through 114% 

� Independent Foster 
Care Adolescents 
aged out of DCF 
until the age of 21 
without regard to 
income or assets 

Title XIX Base Families Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children 

Medicaid Expansion 
Children I 

� Age 6 - 17: 114.1% 
through 133% 

� Age 18: 0 through 
133% 

� Title XIX if insured at 
the time of application 

� Title XXI if uninsured at 
the time of application 

� Funded through title 
XIX if title XXI is 
exhausted 

Base Families 

Base Families XXI RO 

Standard Up to 60 days presumptive eligibility 
for children with unverified income 



 
 

      Table A. MassHealth State Plan Base Populations (continued)* 
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Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Medicaid Expansion 
Children II 

Ages 1 - 18: 133.1 through 
150% 

� Title XIX if insured at 
the time of application 

� Title XXI if uninsured 
at the time of 
application 

� Funded through title 
XIX if title XXI is 
exhausted 

1902(r)(2) Children 

1902(r)(2) XXI RO 
Standard 

Up to 60 days presumptive 
eligibility for children with 

unverified income 

Pregnant women 0 through 185% Title XIX Base Families Standard 

Pregnant women ages 19 
and older considered 
presumptively eligible 

0 through 185% Title XIX Base Families Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 
Parents  and  caretaker  
relatives  ages  19  through  
64  eligible  under  section  
1931  and  Transitional  
Medical  Assistance  

0 through 133% Title XIX Base Families Standard 

Disabled children under 
age 19 0 through 150% Title XIX Base Disabled Standard 

Disabled adults ages 19 
through 64 0 through 114% Title XIX Base Disabled Standard 

Non-working disabled 
adults ages 19 through 64 Above 133% Title XIX Base Disabled CommonHealth 

Must spend-down to medically 
needy income standard to 

become eligible as medically 
needy 

Pregnant women 185.1 through 200% Title XIX 1902(r)(2) Children Standard 

Pregnant women age 19 
and older considered 
presumptively eligible 

185.1 through 200% Title XIX 1902(r)(2) Children Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 



 

      Table A. MassHealth State Plan Base Populations (continued)* 
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Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

“Non-qualified Aliens,” 
“Protected Aliens,” or 
“Aliens with Special 
Status” 

Otherwise eligible for 
Medicaid under the State Plan Title XIX 

Base Families 
Base Disabled 

1902(r)(2) Children 
1902(r)( 2) Disabled 

Limited 

Member eligible for 
emergency services only under 
the State Plan and the 
Demonstration. 

Members who meet the 
definition and are determined 
to have a disability are 
included in the Base Disabled 
EG 

Members who are determined 
eligible via 1902(r)2 criteria 
are included in the 1902(r)(2) 
EG 

Disabled adults ages 19 
through 64 114.1 through 133% Title XIX 1902(r)(2) Disabled Standard 

Women eligible under the 
Breast and Cervical 
Cancer Treatment 
Program 

0 through 250% Title XIX BCCTP Standard 

Women screened through the 
Centers for Disease Control 

and Prevention program 

Children eligible under 
TEFRA section 134, SSA 
section 1902(e)(3) and 42 
U.S.C. 1396a(e)(3) 
(Kaileigh Mulligan kids) 

� Age 0 – 17 
� Require hospital or 

nursing facility level of 
care 

� Income < or = to $72.81, 
or deductible 

� $0 through $2,000 in 
assets 

Title XIX Base Disabled Standard 
Income and assets of their 
parents are not considered in 
determination of eligibility 

Children receiving title 
IV-E adoption assistance � Age 0 through 18 Title XIX Base Families Standard 

Children placed in subsidized 
adoption under title IV-E of 
the Social Security Act 
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Special  Home and  
Community-Based  Waiver
(HCBW)  Group 
(individuals  who  without 
the  HCBW  would  be 
eligible  for Medicaid if  in  
an  institution)  

 

Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

�   0  through  300%  SSI  
Federal Benefits  Rate  

�   $0  through  $2,000  in  
assets  

Title  XIX  

Table A. MassHealth State Plan Base Populations (continued)* 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding  Stream  
Expenditure and 

Eligibility  Group  (EG) 
Reporting  

Base  Disabled  Standard  

MassHealth 
Demonstration 

Program 

All  other participants  under  
age  65  in  a HCBW  are 
reflected  in  other  Base 
Eligibility  Groups i n  this 
chart.  

Comments 



 
 

      
   
   

   

 

 
  
 

  

  
 

    
 

 

 

 
 

 

 
 
 
 
 
 
 

  
  

 
 
 
 
 

   
  

 
 

      
  

 
 
 

    
  

  
 

 
   

  
   

    
 

 
 
 
 

 
 

 
 
 
 

 

 
 
 
 
 
 
 

 

  
 

  
    

    
 

   
   

     
  

  
   

  
  

  
 

  
   

  

 
 

 

 
 

  

 
 

 

 
 

 
   

 

  
   

  
    
    

 
 

 

 
 

  

 
 

 
 

 
 

   
 

  
              
             

   
 

   

         

          
                   

          
             

                

* Massachusetts includes in the MassHealth Demonstration almost all the mandatory and optional populations aged under 65 eligible under the State Plan. The Massachusetts
 
State Plan outlines all covered populations not specifically indicated here.
 
** All Standard and CommonHealth members who have access to qualifying private insurance may receive premium assistance plus wrap-around benefits.
 
*** Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI.
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Groups with a 
Categorical Link Made Federal Poverty Level Expenditure and MassHealth 

Eligible through the (FPL) and/or Other Funding Stream Eligibility Group (EG) Demonstration Comments 
Demonstration Qualifying Criteria Reporting Program 

(“Hypotheticals”) 

Higher income children 
with disabilities 

� < Age 1: 200.1 
through 300% 

� Ages 1 - 18: 150.1 
through 300% 

� Title XIX if insured at 
the time of application 
or in crowd-out 
status*** 

� Title XXI via the 
separate XXI program 
(Funded through title 
XIX if title XXI is 
exhausted) 

CommonHealth 

CommonHealth XXI 

CommonHealth 

The CommonHealth program 
existed prior to the separate 
XXI Children’s Health 
Insurance Program and was not 
affected by the maintenance of 
effort date. The 
CommonHealth program is 
contained in the separate XXI 
State Plan and as authorized 
under this 1115 Demonstration. 
Certain children derive 
eligibility from both the 
authority granted under this 
demonstration and the separate 
XXI program. 

Higher income children 
with disabilities ages 0 
through 18 

Above 300% Title XIX CommonHealth CommonHealth 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

Higher income adults with 
disabilities ages 19 
through 64 working 40 
hours a month or more 

Above 133% Title XIX CommonHealth CommonHealth 
(“working”) 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

19 and 20 year olds 0 through 300% Title XIX CommCare-19-20 Commonwealth Care 
19 and 20 year olds 0 through 100% Title XIX Essential-19-20 Essential 
Parents and caretaker 
relatives eligible per 
above, except for income 

133.1 through 300% Title XIX CommCareParents Commonwealth Care 

Low-income adults At or below 133% Title XIX CommCare-133 Commonwealth Care 
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Table A. MassHealth Demonstration Expansion Populations (See STC 63(f) for terminology) 

Populations Made Eligible 
through the Demonstration 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Children ages 1 through 18 
(Non-disabled) 150.1 through 200% 

� Title XIX if 
insured at the 
time of 
application 

� Title XXI via 
the separate 
XXI program 
if uninsured 

(Funded through 
title XIX if title 

XXI is exhausted) 

e-Family Assistance 

Fam Assist XXI 
(if XXI is exhausted) 

Family Assistance 

� Premium 
Assistance 

� Direct Coverage 

The premium 
assistance payments 
and FFP will be 
based on the 
children’s eligibility. 
Parents are covered 
incidental to the 
child. No additional 
wrap other than 
dental is provided to 
ESI. 

Children ages 1 through 18 from 150-200% 
FPL were made eligible under the authority 
provided by the 1115 demonstration prior to 
the establishment of the separate title XXI 
Children’s Health Insurance Program and 
were not affected by the maintenance of 
effort date. With the establishment of the 
XXI program, children who are uninsured at 
the time of application derive eligibility 
from both the authority granted under this 
demonstration and the separate XXI 
program. 

Adults under the age of 65 
who are not otherwise 
eligible for medical 
assistance who work for a 
qualified small employer and 
purchase ESI 

At or below 300% Title XIX IRP 
Family Assistance/ 

Insurance 
Partnership 

Enrollment in Family Assistance allows an 
individual to receive premium assistance 
through the Insurance Partnership. No 
additional wraparound is provided. 

Individuals whose spouse or noncustodial 
children are receiving MassHealth must 
enroll in a health plan that provides 
coverage to the dependents. 



 
 

    

    
    
    

  

 

    
  

   
   

 

 

     

     

Table A.  MassHealth  Demonstration  Expansion  Populations  (continued)*  

Populations  Made  Eligible  
through the Demonstration  

Federal  Poverty  Level 
(FPL)  and  other  

qualifying  criteria  

Expenditure and 
Eligibility  Group 
(EG)  Reporting  

Massachusetts 
Demonstration 

Program  
Funding  
Stream  Additional  comments  

Aged  19  through  64  Long 
term  unemployed  
individuals or  members o f  
a couple and  
a client  of  DMH and/or 
receiving  Emergency  Aid  
to the  Elderly, Disabled  
and Children  (EAEDC),  
not otherwise  eligible for  
medical assistance  

 
Premium  assistance is  offered  in  lieu  
of direct coverage  when  there is  
other insurance.  

Hospice services  in community settings  
may be provided as  a wrap-around  
benefit.  No other wrap-around services  
are provided.  

    
0  through  100%  Title XIX  Basic  Basic  

 

Aged  21  through  64  Long 
term  unemployed  
individuals or  members o f  
a couple, and neither  a 
client  of  DMH or receiving  
EAEDC, not otherwise  
eligible for  medical 
assistance2  

Premium  assistance is  offered  in  lieu  
of direct coverage  when  there is  
other insurance.  

 
Hospice services  in community settings  
may be provided as  a wrap-around  
benefit.  No other wrap-around services  
are provided.  

    
0  through100%  Title XIX  Essential  Essential  

Families  receiving 
unemployment benefits, not 
otherwise  eligible for  medical 
assistance  

   Medical  Security  
Plan  At  or below  400%  Title XIX  MSP  

Premium  assistance is  offered  in  lieu  of  
direct  coverage  when  there is  access  to 
other  insurance.   Additional  wraparound  to 
private  insurance is  provided.  

Individuals  with  HIV not 
otherwise  eligible for  medical 
assistance  

    
0  through  200%  Title XIX  e-HIV/FA  Family  Assistance  

 
 
 
 
 
 
 
 

             

    

2 Individuals in MassHealth Essential aged 19 and 20 are counted as a hypothetical base population. 
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3 Parents and caretaker relatives in Commonwealth Care, individuals aged 19 and 20, and low-income adults with income at or below 133 percent of the FPL enrolled in 
Commonwealth Care are counted as hypothetical base populations and expenditures for these populations are reported under the EGs specified on page 15. 
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Table A. MassHealth Demonstration Expansion Populations 

Populations Made Eligible through the Demonstration 
(Additional populations) 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

Additional 
comments 

Individuals aged 21and older, not otherwise eligible for medical 
assistance, with no access to ESI, Medicare, or other subsidized 
health insurance programs, and who are not otherwise eligible 
under MassHealth or the State plan, including the following 
groups:3 

� Low-income adults; 
� Pregnant women aged 21and older; 
� Individuals living with HIV; and 
� Adults working for an employer with 50 or fewer 

employees who offers no insurance or who contributes < 
33% (or < 20% for family coverage) towards insurance 
costs 

� 133.1% through 300%; 
� 200.1 through 300%; 
� 200.1 through 300%; 
� At or below 300% Title XIX SNCP-CommCare 

Commonwealth 
Care Program 
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V. DEMONSTRATION PROGRAMS AND BENEFITS 

25. Demonstration Programs.  The Demonstration provides health care benefits to eligible 
individuals and families through the following specific programs.  The Demonstration 
program for which an individual is eligible is based on the criteria outlined in Table A of 
section IV of the STCs.  Table B in STC 37, provides a side-by-side analysis of the benefits 
offered through these MassHealth programs. 

26. MassHealth Standard. Individuals enrolled in Standard receive State plan services 
including for individuals under age 21, Early and Periodic Screening Diagnostic and 
Treatment (EPSDT) benefit. Benefits are provided either through direct coverage, cost 
effective premium assistance or a combination of both. Premium assistance will be furnished 
in coordination with STC 44. 

27. MassHealth Breast and Cervical Cancer Treatment Program (BCCTP).  The BCCTP is 
a health insurance program for women in need of treatment for breast or cervical cancer. This 
program offers MassHealth Standard benefits to certain women under 65 who do not 
otherwise qualify for MassHealth. 

28. MassHealth CommonHealth.  Individuals enrolled in CommonHealth receive the same 
benefits as those available under Standard; individuals under age 21 receive EPSDT services 
as well.  Benefits are provided either through direct coverage, cost effective premium 
assistance or a combination of both. Premium assistance will be furnished in coordination 
with STC 44. 

29. MassHealth Family Assistance.  Individuals enrolled in Family Assistance receive benefits 
similar to those provided under Standard.  The Commonwealth may waive its requirement 
for children with access to ESI to enroll in ESI if the Commonwealth determines it is more 
cost effective to provide benefits under direct Family Assistance coverage than to provide 
premium assistance.  There are two separate categories of eligibility under Family 
Assistance: 

a) 	 Family Assistance-HIV/AIDS. Unlike other coverage types, persons with HIV who 
have access to ESI do not have to enroll in available ESI; however, if they choose to 
receive premium assistance, the Commonwealth will provide covered services that are 
not available from the ESI plan on a FFS basis. 

b) 	Family Assistance-Children. Children can be enrolled in Family Assistance if their 
family’s gross income is between 150 percent and 200 percent of the FPL. Only premium 
assistance is provided if ESI is available to these children that is cost-effective, meets 
BBL and for which the employer contributes at least 50 percent of the premium cost. 
Parents of children eligible for Family Assistance may receive coverage themselves for 
ESI subsidized by Family Assistance if they work for a qualified employer. However, the 
premium assistance payment is based on the children’s eligibility.  Direct coverage is 
provided for children only during the presumptive eligibility period and the time span 
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while the Commonwealth is investigating availability of and enrolling the child in ESI. 
Direct coverage Family Assistance under the separate title XXI program is provided 
through an MCO or the PCC plan for children without access to ESI. 

30. MassHealth Insurance Partnership (IRP).  The Commonwealth makes premium assistance 
payments available to certain members (including adults without children) with a gross 
family income at or below 300 percent of the FPL, who have access to qualifying ESI, and 
where a qualified small employer contributes at least 50 percent toward the premium. 

This design creates an overlap between the Insurance Partnership and premium assistance 
offered under the Standard, CommonHealth, and Family Assistance programs.  The 
Insurance Partnership program has two components: 1) assisting employers with their health 
insurance costs through an Insurance Partnership employer payment; and 2) assisting 
employees with payment of health insurance premiums through a premium assistance 
payment.  The Insurance Partnership employee payment is based on amounts limited by State 
legislation to the value of the subsidies specified for the Commonwealth Care program. 

Qualified employers will receive Insurance Partnership payments for each MassHealth 
member who receives premium assistance from MassHealth, no matter which MassHealth 
coverage type the member receives.  All premium assistance payments made on behalf of 
MassHealth eligible members are eligible for FFP at the appropriate Federal matching rate as 
well as IRP payments to employers offering “new” health insurance (insurance not offered 
prior to January 1, 1999). 

31. MassHealth Basic. Individuals enrolled in Basic are receiving Emergency Aid to Elders, 
Disabled, and Children (EAEDC) or are Department of Mental Health (DMH) clients who 
are long-term or chronically unemployed.  This Demonstration program provides either 
direct coverage through a managed care plan or premium assistance if qualified cost effective 
private insurance is available. 

32. MassHealth Essential. Individuals enrolled in Essential are low-income, long-term 
unemployed individuals who are not eligible for Basic.  This demonstration program 
provides either direct coverage through a managed care plan or premium assistance if 
qualified cost effective private insurance is available. 

33. MassHealth Limited.  Individuals are enrolled in Limited if they are Federally non-qualified 
non-citizens, whose immigration status makes them ineligible for other MassHealth 
programs.  These individuals receive emergency medical services only. 

34. MassHealth Prenatal. Pregnant women are enrolled in Prenatal if they have applied for 
Standard and are waiting for eligibility approval.  These individuals receive short-term 
outpatient prenatal care (not including labor and delivery). 

35. Medical Security Plan (MSP).  Individuals are enrolled in MSP, a health plan provided by 
the Division of Unemployment Assistance (DUA), if they are receiving unemployment 



    

    
   

     
      

      
      

 
 

  
 

  

 
 

  
   

     
 

 
    

   
 

  

     
    

Benefits  Standard  Common  
Health  

Family  
Assistance  Basic  Essential  

EPSDT  X  X 

Inpatient Acute  Hospital  X X  X X X  
Adult  Day  Health X  X 

Adult  Foster Care* X X 

Ambulance (emergency) X X X X X 

Audiologist  Services X X X X 

Behavioral  Health  Services  
(mental health  and  substance
abuse)  

 X X  X X  X  

Chapter  766 Home  
Assessment**  X X  X 

Chiropractic  Care X  X X X 

Chronic  Disease  and 
Rehabilitation Hospital 
Inpatient  

X X  X  

Community  Health  Center 
(includes  FQHC and  RHC 
services)  

X  X  X X  X  

Day  Habilitation*** X X  
Dental  Services X  X X  X X 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Table B. MassHealth Direct  Coverage Benefits 
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compensation benefits under the provisions of Chapter 151A of the Massachusetts General 
Laws.  MSP provides health insurance to enrollees through premium assistance and direct 
coverage. Under premium assistance, partial premiums are paid for continuation of qualified 
ESI which began while the individual was still employed.  Direct coverage is provided by 
DUA through enrollment in a health plan for an individual who does not have continued ESI 
available, or if the individual qualifies for a hardship waiver.  Premiums are required for 
those with incomes over 150 percent of the FPL on a sliding scale fee schedule. 

36. Commonwealth Care (CommCare).  CommCare is a commercial insurance-based 
premium assistance program administered by the Commonwealth Health Insurance 
Connector Authority (Connector or Connector Authority), an independent State agency. 
Premium assistance is offered for the purchase of health benefits from an MCO either 
licensed under MGL c. 175 by the Massachusetts Division of Insurance or substantially 
compliant with licensure requirements, as determined by the Connector Authority.  Total 
payments to the MCO must be actuarially sound, in accordance with the standards outlined in 
42 C.F.R. Part 438.6(c). 

37. Benefits Offered under Certain Demonstration Programs. 



 

 
 

 
    

 
 

 Benefits Standard Common Family Basic Essential   Health Assistance 
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Diversionary Behavioral 
Health Services X X X X X 

Durable Medical Equipment 
and Supplies X X X X X 

Early Intervention X X X 

Intensive Early Intervention 
Services for Eligible Children 
with Autism Spectrum 
Disorder 

X X X X X 

Family Planning X X X X X 

Hearing Aids X X X X 

Home Health X X X X 

Hospice X X X X X 

Laboratory/X-ray/ Imaging X X X X X 

Medically Necessary Non
emergency Transport X X 

Nurse Midwife Services X X X X 

Nurse Practitioner Services X X X X X 

Orthotic Services X X X X 

Outpatient Hospital X X X X X 

Outpatient Surgery X X X X X 

Oxygen and Respiratory 
Therapy Equipment X X X X X 

Personal Care X X 

Pharmacy X X X X X 

Physician X X X X X 

Podiatry X X X X X 

Private Duty Nursing X X 

Prosthetics X X X X X 

Rehabilitation X X X X X 

Renal Dialysis Services X X X X X 

Skilled Nursing Facility X X 

Speech and Hearing Services X X X X X 



 

 
 

 
  

 
 

 
 

 
 

 Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 
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Targeted Case Management X X 

Therapy: Physical, 
Occupational, and Speech/ 
Language 

X X X X X 

Vision Care X X X X 

Only exam and 
testing services 
provided by a 
physician or 
optometrist 

Chart Notes: 
*Adult Foster Care Services – These services are State plan services and the definition of these 
services may vary contingent upon the approved State plan.  In general, the services are 
assistance with activities of daily living and instrumental activities daily living, supportive 
services, nursing oversight and care management provided in a qualified private home by a 
principal caregiver who lives in the home. Adult foster care is furnished to adults who receive 
the services in conjunction with residing in the home. The number of individuals living in the 
home unrelated to the principal caregiver may not exceed three Adult foster care does not 
include payment for room and board or payments to spouses, parents of minor children and other 
legally responsible relatives. 
** Chapter 766 Home Assessments – These services may be provided by a social worker, 
nurse or counselor.  The purpose of the home assessment is to identify and address behavioral 
needs that can be obtained by direct observation of the child in the home setting. 
*** Day Habilitation Services – These services are State plan services and the definition of 
these services may vary contingent upon the approved State plan.  In general, the services are 
assistance with skill acquisition in the following developmental need areas: self-help, 
sensorimotor, communication, independent living, affective, behavior, socialization and adaptive 
skills. Services are provided in non-residential settings or Skilled Nursing Facilities when 
recommended through the PASRR process. Services include nursing, therapy and developmental 
skills training in environments designed to foster skill acquisition and greater independence. A 
day habilitation plan sets forth measurable goals and objectives, and prescribes an integrated 
program of developmental skills training and therapies necessary to reach the stated goals and 
objectives. 

38. Diversionary Behavioral Health Services.  Diversionary behavioral health services are 
home and community-based mental health services furnished as clinically appropriate 
alternatives to and diversions from inpatient mental health services in more community-
based, less structured environments.  Diversionary services are also provided to support an 
individual’s return to the community following a 24-hour acute placement; or to provide 
intensive support to maintain functioning in the community.  There are two categories of 
diversionary services, those provided in a 24-hour facility, and those which are provided on 
an outpatient basis in a non-24-hour setting or facility.   Generally, 24-hour and non-24 hour 
diversionary behavioral health services are provided by free-standing (community-based) or 
hospital-based programs licensed by the Department of Mental Health or the Department of 
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Public Health.  They are offered to provide interventions and stabilization to persons 
experiencing mental health or substance abuse crises in order to divert from acute inpatient 
hospitalization or to stabilize after discharge.  These services do not include residential 
programs involving long-term residential stays. Managed care entities and the Prepaid 
Insurance Health Plan (PIHP) for behavioral health services identify appropriate individuals 
to receive diversionary services.  Managed care entities maintain a network of diversionary 
services and arrange, coordinate, and oversee the provision of medically necessary 
diversionary services, as described in Table C. 

Table C.  Diversionary Behavioral Health Services Provided Through Managed Care 
Under the Demonstration 

Diversionary Behavioral Health Service Setting Definition of Service 
Community Crisis Stabilization 24-hour 

facility 
Services provided as an alternative to 
hospitalization, including short-term 
psychiatric treatment in structured, 
community-based therapeutic environments. 
Community Crisis Stabilization provides 
continuous 24-hour observation and 
supervision for Covered Individuals who do 
not require Inpatient Services. 

Community Support Program (CSP) Non-24-hour 
facility 

An array of services delivered by a 
community-based, mobile, multi-disciplinary 
team of professionals and paraprofessionals. 
These programs provide essential services to 
Covered Individuals with a long standing 
history of a psychiatric or substance use 
disorder and to their families, or to Covered 
Individuals who are at varying degrees of 
increased medical risk, or to 
children/adolescents who have behavioral 
health issues challenging their optimal level 
of functioning in the home/community 
setting.  Services include outreach and 
supportive services, delivered in a 
community setting, which will vary with 
respect to hours, type and intensity of 
services depending on the changing needs of 
the Enrollee. 

Partial Hospitalization** Non-24-hour 
facility 

An alternative to Inpatient Mental Health 
Services, PHP services offer short-term day 
mental health programming available seven 
days per week.  These services consist of 
therapeutically intensive acute treatment 
within a stable therapeutic milieu and include 
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Diversionary Behavioral Health Service Setting Definition of Service 
daily psychiatric management. 

Acute Treatment Services for Substance 
Abuse 

24-hour 
facility 

24-hour, seven days week, medically 
monitored addiction treatment services that 
provide evaluation and withdrawal 
management.  Detoxification services are 
delivered by nursing and counseling staff 
under a physician-approved protocol and 
physician-monitored procedures and include: 
bio-psychosocial assessment; individual and 
group counseling; psychoeducational groups; 
and discharge planning.  Pregnant women 
receive specialized services to ensure 
substance use disorder treatment and 
obstetrical care.  Covered Individuals with 
Co-occurring Disorders receive specialized 
services to ensure treatment for their co-
occurring psychiatric conditions.  These 
services may be provided in licensed 
freestanding or hospital-based programs. 

Clinical Support Services for Substance 
Abuse 

24-hour 
facility 

24-hour treatment services, which can be 
used independently or following Acute 
Treatment Services for substance use 
disorders, and including intensive education 
and counseling regarding the nature of 
addiction and its consequences; outreach to 
families and significant others; and aftercare 
planning for individuals beginning to engage 
in recovery from addiction. Covered 
Individuals with Co-Occurring Disorders 
receive coordination of transportation and 
referrals to mental health providers to ensure 
treatment for their co-occurring psychiatric 
conditions.  Pregnant women receive 
coordination of their obstetrical care. 

Transitional Care Unit Services 
addressing the needs of children and 
adolescents, under age 19, in the 
custody of the Department of Children 
and Families (DCF), who need group 
care or foster care and no longer meet 
the clinical criteria for continued stay at 
an acute level of care. 

24-hour 
facility 

A community based therapeutic program 
offering high levels of supervision, structure 
and intensity of service within an unlocked 
setting. The TCU offers comprehensive 
services, including but not limited to, a 
therapeutic milieu**, psychiatry, aggressive 
case management, and multidisciplinary, 
multi-modal therapies. 

Psychiatric Day Treatment* Non-24-hour 
facility 

Services which constitute a program of a 
planned combination of diagnostic, treatment 
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Diversionary Behavioral Health Service Setting Definition of Service 
and rehabilitative services provided to a 
person with mental illness who needs more 
active or inclusive treatment than is typically 
available through a weekly visit to a mental 
health center, individual Provider’s office or 
hospital outpatient department, but who does 
not need 24-hour hospitalization. 

Intensive Outpatient Program Non-24-hour 
facility 

A clinically intensive service designed to 
improve functional status, provide 
stabilization in the community, divert an 
admission to an Inpatient Service, or 
facilitate a rapid and stable reintegration into 
the community following a discharge from 
an inpatient service.  The IOP provides time-
limited, comprehensive, and coordinated 
multidisciplinary treatment. 

Structured Outpatient Addiction 
Program 

Non-24-hour 
facility 

Clinically intensive, structured day and/or 
evening substance use disorder services. 
These programs can be utilized as a 
transition service in the continuum of care 
for an Enrollee being discharged from Acute 
Substance Abuse Treatment, or can be 
utilized by individuals, who need Outpatient 
Services, but who also need more structured 
treatment for a substance use disorder. 
These programs may incorporate the 
evidence-based practice of Motivational 
Interviewing (as defined by Substance Abuse 
and Mental Health Services Administration) 
into clinical programming to promote 
individualized treatment planning.  These 
programs may include specialized services 
and staffing for targeted populations 
including pregnant women, adolescents and 
adults requiring 24 monitoring. 

Program of Assertive Community 
Treatment 

Non-24-hour 
facility 

A multi-disciplinary team approach to 
providing acute, active, ongoing, and long
term community-based psychiatric treatment, 
assertive outreach, rehabilitation and support. 
The program team provides assistance to 
Covered Individuals to maximize their 
recovery, ensure consumer-directed goal 
setting, assist individuals in gaining a sense 
of hope and empowerment, and provide 
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Diversionary Behavioral Health Service Setting Definition of Service 
assistance in helping the individuals served 
become better integrated into the community. 
Services are provided in the community and 
are available, as needed by the individual, 24 
hours a day, seven days a week, 365 days a 
year. 

Emergency Services Program* Non-24-hour 
facility 

Services provided through designated 
contracted ESPs, and which are available 
seven days per week, 24 hours per day to 
provide treatment of any individual who is 
experiencing a mental health crisis. 

Community Based Acute Treatment for 
Children and Adolescents 

24-hour 
facility 

Mental health services provided in a staff-
secure setting on a 24-hour basis, with 
sufficient clinical staffing to insure safety for 
the child or adolescent, while providing 
intensive therapeutic services including, but 
not limited to, daily medication monitoring; 
psychiatric assessment; nursing availability; 
Specialing (which is defined as one-on-one 
therapeutic monitoring as needed for 
individuals who may be at immediate risk for 
suicide or other self harming behavior); 
individual, group and family therapy; case 
management; family assessment and 
consultation; discharge planning; and 
psychological testing, as needed.  This 
service may be used as an alternative to or 
transition from Inpatient services. 

Chart Notes: 
* This service is a service provided under the Medicaid State plan, and the definition may be changed 
pursuant to any State plan amendment. 
** In this context, “therapeutic mileau” refers to a structured, sub-acute setting, in which clinical services 
(therapies) are provided at both the individual and group level, and in which the common 
social/interpersonal interactions between each patient, and all others who are present in the setting, are 
incorporated into the treatment approach. 

39. Pediatric Asthma Pilot Program.  This pilot program will utilize an integrated delivery 
system for preventive and treatment services through methodologies that may include a 
payment such as a per member/per month (PMPM) payment to participating providers for 
asthma-related services, equipment and supports for management of pediatric asthma for 
high-risk patients, to improve health outcomes, reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs. 
These methodologies are subject to CMS approval of the pilot program protocol.  The State 
must evaluate the degree to which such a payment and flexible use of funds enhances the 



    
     

 
        

       
       

        
 

      
     

 
           

        
       

    
    

     
    

     
      

  
    

 
 

       
     

      
      

      
 

     
      

        
     

    
       

       
 

        
   

    
        

     
      

    
 

     
       

effects of delivery system transformation, as demonstrated by improved health outcomes at 
the same or lower costs. 

a) 	 Eligibility. The State must limit the pilot program to Demonstration eligible children, age 
2 through 18 at the time of enrollment in the pilot, who are enrolled in the Primary Care 
Clinician Plan panel of a participating practice site, and who have high risk asthma. 
Children with high risk asthma are those children who have, in the last 12 months prior to 
enrollment in the pilot, had an asthma-related inpatient hospitalization, observation stay, 
or emergency department visit or an oral corticosteroid prescription for asthma.  The 
State must utilize Medicaid claims data to identify eligible children. 

b) Benefits. The benefits within a payment such as a PMPM may vary over the course of 
the pilot.  Prior to enrolling beneficiaries in the Pediatric Asthma Program, CMS must 
approve the benefit package and any changes proposed to the benefit package over the 
course of the pilot through the protocol process outlined is subparagraph (g). For 
example, pending CMS approval, services may include for Phase 1:  non-traditional 
services and supplies to mitigate environmental triggers of asthma and home visitation 
and care coordination services conducted by qualified Community Health Workers.  In 
Phase II, the payment structure such as a PMPM, bundled, global, or episodic payment 
may be expanded to also include certain Medicaid State plan services with utilization that 
is particularly sensitive to uncontrolled asthma (i.e. treatment provided by physicians, 
nurse practitioners and hospitals, medical equipment such as a nebulizer, spacer, peak 
flow meter, etc.). 

c) 	 Delivery System.  Provider Participation in the pilot must be limited to primary care 
clinician sites that participate or enroll in the Primary Care Clinician Plan (PCCP). The 
practices must be responsible for supervision and coordination of the medical team, 
including Community Health Workers; delivery of asthma-related services paid for by 
the PMPM payment; as well as the PMPM cost of each beneficiary enrolled. 

Provider participation in the pilot must be determined through a Request for Proposal 
(RFP) process.  The State must prioritize participation by qualified practices that serve a 
high number of patients with high-risk asthma enrolled in PCCP and have the capacity to 
manage asthma in a coordinated manner.  In addition, the State must seek to include 
qualified practices that are geographically dispersed across the State and represent a 
range of provider types, such as physician group practices, community health centers, and 
hospital outpatient departments, in order to explore a variety of infrastructure challenges. 

d) Infrastructure Support for Participating Provider Sites. To defray the costs of 
implementing the financial, legal and information technology system infrastructure 
required to manage a payment such as PMPM and coordination of patient care, 
participating provider sites are eligible for up to $10,000 per practice site for the sole 
purpose of infrastructure changes and interventions related to this Pediatric Asthma Pilot 
only.  The amount of infrastructure support is variable up to this maximum depending on 
the provider’s readiness, the State’s review and finding of such readiness, and CMS’ 
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concurrence on the use of the proposed funding for the practice as per the protocol 
process outlined in subparagraph (g). 

e) 	 Pilot Expansion.  Following initial implementation and evaluation of programmatic 
outcomes, and subsequent CMS approval, the State may request CMS approval to 
implement a payment such as a PMPM, bundled, global or episodic payment and/or 
shared savings methodology component to the Pediatric Asthma Pilot.  Examples of 
favorable outcomes include the prevention of asthma-related emergency department 
utilization, and asthma-related hospitalizations and improved patient outcomes. 

f)	 Extent of FFP in the Pilot. FFP is not available for this pilot program until the protocols 
and milestones outlined in subparagraph (g) below are approved by CMS. The 
infrastructure support described in subparagraph (d) above must be provided through the 
Infrastructure and Capacity-Building fund as part of the Safety Net Care Pool outlined in 
STC 49(d).  CMS will provide FFP at the applicable Federal Medical Assistance 
Percentage for services and supplies outlined in the approved benefit package pursuant to 
subparagraph (g)(1), subject to reimbursement amounts identified in the payment 
methodology outlined in subparagraph (g)(5), demonstration budget neutrality limits and 
any applicable SNCP limits. 

g) Required Protocols Prior to Claiming FFP. Before enrolling beneficiaries and claiming 
FFP under this pilot program, the State must meet the following milestones which require 
CMS preapproval. These protocols/milestones will be future Attachment F. 

1)	 A description and listing of the program specific asthma-related benefit package 
that will be provided to the pilot participants with rationale for the inclusion of 
each benefit; 

2)	 Eligibility, qualifications and selection criteria for participating providers, 
including the RFP for preapproval; 

3)	 A plan outlining how this pilot may interact with other Federal grants, such as for 
related research (e.g. NIH, HUD, etc.) and programmatic work (e.g. CHIPRA 
grant related to pediatric health care practices in multi-payer medical homes, etc.). 
This plan should ensure no duplication of Federal funds and outline the State’s 
coordination activities across the various Federal support for related 
programmatic activities to address potential overlap in practice site selection, 
patient population, etc. 

4)	 A plan for the purchase and dissemination of supplies within the pilot specific 
benefit package, including procurement methods by the State and/or providers 
including volume discounts, etc; 

5)	 A payment rate setting methodology outlining the PMPM payment for the pilot 
services and supplies, consideration of risk adjustment and the estimated/expected 
cost of the pilot; 

6)	 A payment methodology outlining cost and reconciliation for the infrastructure 
payments to participating provider sites, and the eligibility and reporting 
requirements associated with the infrastructure payments; and 

7)	 An approved evaluation design for the pilot that is incorporated into the 
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evaluation design required per STC 84.  The objective of the evaluation is to 
determine the benefits and savings of the pilot as well as design viability and 
inform broader implementation of the design.  The evaluation design must include 
an evaluation of programmatic outcomes for purposes of subparagraph (e). As 
part of the evaluation, the State at a minimum must include the following 
requirements: 

i. 	Collect baseline and post-intervention data on the service utilization and 
cost savings achieved through reduction in hospital services and related 
provider services for the population enrolled in the pilot.  This data 
collection should include the quality measure on annual asthma-related 
emergency room visits outlined in the initial core set of children’s health 
care quality measures authorized by the Children’s Health Insurance 
Program Reauthorization Act (CHIPRA) beginning with a baseline set at 
the onset of the pilot, adjusted for the age range enrolled in the pilot 
program; 

ii. 	A detailed analysis of how the pilot program affects the utilization of acute 
health services, such as asthma-related emergency department visits and 
hospitalizations by high risk pediatric asthma patients, and how the pilot 
program reduces or shifts Medicaid costs associated with treatment and 
management of pediatric asthma; 

iii.	 An assessment of whether the cost projections for the provider payment 
were appropriate given the actual cost of rendering the benefits through 
the pilot program; and 

iv. 	A detailed analysis of how the effects of the pilot interact with other 
related initiatives occurring in the State. 

h) Changes to the Pediatric Asthma Program and/or Amendments to the Protocols. If the 
State proposes to amend the pilot benefits, payment structure, delivery system or other 
issues pursuant to the protocols it must seek CMS approval to amend its protocols as 
outlined in subparagraph (g) and (i).  An amendment to protocols is not subject to STC 7 
regarding demonstration amendments.  Should the State choose to design and plan for 
payments such as bundled, global or episodic payments or shared savings to participating 
providers, methodology documents must be preapproved by CMS prior to contract 
changes or implementation of the changes; any shared savings or payment methodologies 
must be consistent with CMS policy and guidelines, including any quality reporting 
guidelines. 

i)	 Reporting. The State must provide status updates on the pilot program within the 
quarterly and annual reports as required by STCs 58 and 59. At a minimum, reporting for 
the pilot program must provide an update on all pilot program related activities including: 

1)	 Current and future State activities related to the required deliverables as described 
in subparagraph (g), including anticipated changes to the benefit package, delivery 
system or payment methodology; 
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2)	 Services and supplies provided to beneficiaries, community outreach activities, 
increases and decreases in beneficiary enrollment or provider enrollment, and any 
complaints regarding quality or service delivery; 

3)	 Pediatric asthma pilot program payments to participating providers that occurred in 
the quarter.  Infrastructure payments made to providers under this pilot will be 
reported pursuant to STCs 49(d) and 50(b); 

4)	 Expenditure projections reflecting the expected pace of future provider payments; 
and 

5)	 Progress on the evaluation of the pilot program as required in subparagraph (g), 
including a summary of the baseline and pilot outcome data from Medicaid claims 
data associated with enrollee utilization and associated cost of treatment, including 
prescriptions, and primary care, emergency department and hospitalization visits. 

40. Intensive Early Intervention Services for Children with Autism Spectrum Disorder. 
The State will provide medically necessary Applied Behavioral Analysis-based (ABA) 
treatment services to MassHealth eligible children as stipulated below.  The early 
intervention services are highly structured, evidence based, individualized, person-centered 
treatment programs that address the core symptoms of autism spectrum disorder (ASD). A 
waiting list is not allowable for this program. 

a) 	 Eligibility.  The State will limit eligibility to MassHealth eligible children, ages 0 through 
three years with a confirmed diagnosis of one of the following codes: Autistic Disorder – 
code 299.00; Childhood Disintegrative Disorder – code 299.10; Asperger’s Disorder – 
code 299.80; Pervasive Development Disorder – code 299.10; Rett’s Disorder – code 
299.80 according to the most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association or a diagnosis of autism in any 
updated version of this manual, and must be conferred by a physician or a licensed 
psychologist; have an Individualized Family Service Plan (IFSP) that identifies medically 
necessary ABA-based services; and who are not otherwise enrolled in the State’s 
currently approved section 1915(c) HCBS waiver entitled “Children’s Autism Spectrum 
Disorder Waiver,” CMS base control number 40207, because the child has not been 
determined to meet institutional level of care requirements. 

b) Individualized Family Service Plan (IFSP). Massachusetts will utilize a universal IFSP 
form approved by the Massachusetts Department of Public Health that includes the 
elements required under Part C of the Individuals with Disabilities Education Act (IDEA) 
and Massachusetts Early Intervention Operational Standards.  The form will utilize a 
child-centered and family-directed planning process intended to identify the strengths, 
capacities, preferences, needs, and desired outcomes for the child. 

The IFSP is a written plan that is developed for each eligible infant and toddler with a 
disability according to the Part C regulations under the IDEA.  The IFSP specifies the 
child’s: service coordinator; present levels of development; and family resources, 
priorities, and concerns.  It also includes measurable results or outcomes and the criteria, 
procedures, and timelines used to determine the degree to which progress toward 



        
     

           
    

    
       

    
        
      

      
 

 
        

       
       

         
     

 

    
  

 
   

     
   

   

     
   

 
      

     
          

  
 

 

 
     

       

achieving the results or outcomes identified in the IFSP is being made.  There is also a 
statement of the specific early intervention services  based on peer-reviewed research (to 
the extent practicable) that are necessary to meet the unique needs of the child and the 
family to achieve the results or outcomes identified including: beginning date, length, 
duration, frequency, intensity, method of delivering, and location of the services.  The 
IFSP will also include a statement that the ABA-based treatment will be provided in the 
natural environment for that child to the maximum extent appropriate, or a justification as 
to why the service will not be provided in the natural environment.  The IFSP must 
specify the identification of medical or other services such as ABA-based treatment the 
child needs or is receiving through other sources, including title XIX.  The plan will be 
reviewed and updated at least annually. 

c) 	 Benefits.  Participants are eligible to receive ABA-based services.  All treatment must be 
evidence-based, and newer interventions for which there is no evidence of effectiveness 
may not be employed until such time as there is at least emerging evidence to fully 
support the intervention’s appropriate usage and assure the health and safety of 
demonstration enrollees. There is no annual maximum benefit. 

The  following  services will be  provided as ABA-based treatment:  
1)  Assessment of child’s functional skills across domains impacted by ASD: 
2)  Development of individualized treatment plan to teach new skills; 
3)  Direct child instruction to teach new skills; 
4)  Functional behavioral assessment and support plan to decrease problematic 

behavior and increase appropriate behavior when indicated; 
5) 	 Family training to assist family, extended family, and non-paid caregivers in 

generalization of skills into the child’s natural routines and in management of 
behavior; and 

6) 	 Supervisory session to ensure consistency in instructional practices, data collection 
accuracy, and to make program adjustments as needed. 

d) Delivery System.  MassHealth will provide ABA-based treatment services to children 
through the fee for service delivery system.  Children who are enrolled in a contracted 
managed care organization (MCO) will receive the services as a fee for service “wrap” to 
the MassHealth covered services. 

e) Behavioral Supports and  Coordination.  Provider  specifications for  each service  specified  
above  are  as follows:  

1)  Board-Certified Behavioral Analyst: hold a  doctoral or  master’s degree  and meet  
certification requirements of  the Behavior Analyst  Certification Board;  

2)  Supervising  Clinician:  hold a master’s degree  in psychology, education or  related 
field, and a ny  related state  licensure for  the  discipline;  

3)  Therapist:  hold a  bachelor’s degree  and h ave  one  year experience  with  children  
with  autism is preferred;  and 

4)  Specialty  Associate:  hold an associate  degree  and have  one  year  experience 
providing care for  a child on  the  autism spectrum.  
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f)	 Provider Participation. All providers must participate in MassHealth. The Department of 
Public Health shall require that direct care personnel providing the ABA-based treatment 
will attain provisional certification prior to billing Medicaid for any direct services. 
Entities or individuals that have responsibility for IFSP development may not provide 
ABA-based treatment to a demonstration enrollee. 

g) Cost-Sharing.  MassHealth cost sharing requirements will apply to children who are both 
eligible for MassHealth, and the ABA-based services.  The annual fee assessed by the 
Massachusetts Department of Public Health for all children enrolled in its general early 
intervention services program will not apply to MassHealth eligible children. Cost-
sharing requirements for MassHealth enrolled children who receive the ABA-based 
treatment will be the same as the cost-sharing requirements for all other section 1115 
demonstration waiver participants as outlined in Attachment B. 

h) Payment.   Before  providing  the  services outlined in subparagraph (c)  and claiming  FFP 
under  this  component of the Demonstration, the State  must submit a  protocol to  CMS for 
CMS approval that outlines the  methodology  of  the  payment  rate  and the  actual rates 
provided to Demonstration participants outlined in subparagraph (c)  which  are  provided 
by  providers specified in subparagraphs (e)  and (f).  This  deliverable  will be future 
Attachment G.  

Proposed rates and any  proposed changes to such  rates  will be  subject to public  notice. 
Any  changes to the  payment protocol  are  subject to CMS  approval as outlined above.  

i)	 Self Direction.  Families of children who are eligible to receive the ABA-based services 
may participate in electing the evidence based intervention treatment model for their 
child.  Parents or other legally responsible relatives will be given the opportunity to 
interview providers before making the selection of a particular treatment model or 
provider. 

j) Assurances. The State must meet the following  requirements:  
1) Assure the CMS that Part C grant funds will not be used as the non-federal share 

for Medicaid purposes; 
2) 	 Comply  with  all other requirements of  Part 303 of  the IDEA, Early  Intervention  

Program for  Infants  and Toddlers with Disabilities in  accordance  with the  
provision of  the ABA-based treatment;  

3) 	 Must not permit  restraint or  seclusion during the course  of  service  delivery;  and 
4) 	 Assure  that direct service  workers  accused of  abuse  or  neglect will not provide  

services to  MassHealth  enrollees receiving ABA-based treatment until the  State’s 
investigation process is  completed.  

k) Quality Strategy for ABA-Based Treatment Services. The State must implement an 
overall Quality Assurance and Improvement (QAI) strategy that assures the health and 
welfare of children receiving the ABA-based services.  The strategy will be consistent 
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with the general quality requirements for Medicaid home and community-based services 
(HCBS) through other sections of the Act such as sections 1915(c) and 1915(i). 

Through an ongoing discovery, remediation and i mprovement process the  State  will 
monitor, at a  minimum:
  

1)  IFSP  determinations  and service  delivery;
  
2)  Provider  qualifications; 
 
3)  Enrollee health  and welfare; 
 
4)  Financial oversight between the State  and  Federal  programs;  and 
 
5)  Administrative  oversight. 
 

The State must also monitor such items as medical necessity determinations for ABA-
based treatment, timeliness of service delivery, improvement and sustainability of 
functional abilities of enrolled children, effectiveness of treatment type, and staff training. 
The State will submit its QAI strategy for ABA-based treatment by January 1, 2012. 
During the time the Demonstration is effective, the State assures CMS it will implement 
the strategy and update it as needed in part based on findings listed in the Annual Report 
described below. 

l)	 Annual Report. The State shall provide the CMS with a draft annual HCBS report as part 
of the annual report requirement for the Demonstration as stipulated in STC 59. The first 
draft HCBS report will be due no later than October 1, 2012. The HCBS report will at a 
minimum include: 

1)  An introduction; 
 
2)  A description of each ABA-based treatment;
  
3)  An overarching QAI  strategy  that assures the  health  and welfare  of enrollees
  

receiving HCBS  that addresses the: (a)  enrollee’s person-centered individual 
service  plan development  and  monitoring, b)  specific  eligibility  criteria for 
particular HCBS, c)  provider  qualifications  and/or  licensure, d)  health  and safety, 
d) financial oversight between State  and  Federal programs,  and e)  administrative  
oversight  by  the State Medicaid Agency;  

4)  An update  on services  used by  enrollees;  
5)  The various treatment modalities employed by  the State, including any  emerging 

treatments, updated service  models, opportunities for  self-direction, etc.;  
6)  Specific  examples of  how the  services have  been used to assist Demonstration 

enrollees;  
7) 	 A description of  the  intersection between demonstration ABA-based treatment  and  

any other  State  programs  or  services  aimed at assisting  high-needs populations  and 
rebalancing institutional expenditures;  and 

8) 	 Other  topics of  mutual interest between CMS  and the State  related to the ABA- 
based treatment.  

The Report may also address workforce development, certification activity, self-
direction, and capacity in the State to meet needs of the population receiving the services, 
and rebalancing goals related to HCBS. Additionally, the Report will also summarize the 
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outcomes of the State’s Quality Strategy for HCBS as outlined above.  The State may 
also choose to provide the CMS with any other information it believes pertinent to the 
provision of the ABA-based treatment services/HCBS and their inclusion in the 
Demonstration, including innovative practices, cost-effectiveness, and short and long
term outcomes. 

VI. DELIVERY SYSTEM 

The MassHealth section 1115 Demonstration provides benefits through multiple delivery 
systems and programs. A fundamental philosophy of MassHealth is that the Commonwealth will 
enable beneficiaries to take advantage of available and qualified employer-sponsored insurance 
(ESI) when cost effective.  These circumstances include the availability of ESI, the employer’s 
contribution level meeting a State-specified minimum, and its cost-effectiveness. MassHealth 
pays for medical benefits directly (direct coverage) only when no other source of payment is 
available and cost-effective.  Beneficiaries are required, as a condition of eligibility under most 
coverage types, to obtain or maintain private health insurance when MassHealth determines it is 
cost effective to do so, with the premium assistance necessary to make it affordable for the 
beneficiary.  All Demonstration programs except MassHealth Prenatal and MassHealth Limited 
have a premium assistance component. 

Under MassHealth premium assistance, the Commonwealth provides a contribution through 
reimbursement to the member or direct payment to the insurer, toward an employed individual’s 
share of the premium for an ESI plan of which the individual is a beneficiary or covered 
dependent, and which meets a basic benefit level (BBL).  The Commonwealth has identified the 
features of a qualified health insurance product, including covered benefits, deductibles and co-
payments, which constitute the BBL.  Each ESI plan is measured against the BBL, and a 
determination is then made regarding the cost-effectiveness of providing premium assistance 
rather than direct coverage.  Premium assistance is the provided benefit under the 
Commonwealth Care for the purchase of a commercial health insurance product. 

MassHealth benefits provided through direct coverage are delivered both on a fee for service 
(FFS) and capitated basis under the demonstration. See Table D within STC 45 for details on the 
Delivery System and Coverage for MassHealth Administered Programs. As described below in 
Table D, MassHealth may require members eligible for direct coverage under Standard, Family 
Assistance, CommonHealth, Basic and Essential to enroll in managed care. Most members can 
elect to receive services either through the statewide Primary Care Clinician (PCC) Plan or from 
a MassHealth-contracted managed care organization (MCO).  Managed care enrollment is 
mandatory for CommonHealth members with no third party liability.  In addition, children who 
are clients of the Departments of Children and Families (DCF) or Youth Services (DYS) who do 
not choose a managed care plan are required to enroll with the behavioral health contractor for 
behavioral health services and may choose to receive medical services on a fee-for-service basis. 

Children eligible under TEFRA section 134 (Kaileigh Mulligan) and children receiving title IV
E adoption assistance may opt to enroll in managed care or receive health services via fee-for
service.  Children who choose managed care may choose a managed care organization (MCO) or 
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a PCC plan.  Children who choose an MCO will receive their behavioral health services through 
the MCO. Children who choose the PCC Plan will receive their behavioral health services 
through the behavioral health contractor.  Children who choose fee-for-service will be passively 
enrolled with the behavioral health contractor for behavioral health services, but have the ability 
to opt-out and receive behavioral health services through the fee-for-service provider network. 

41. Managed Care Arrangements.  MassHealth may implement, maintain, modify (without 
amendment to the Demonstration), and any managed care arrangements authorized under 
section 1932(a) of the Act or 42 CFR 438 et seq., including: 

a) 	 PCC Plan. The PCC Plan is a primary care case management program administered by 
MassHealth.  In the PCC Plan, members enroll with a PCC who provides most primary 
and preventive care and who is responsible for providing referrals for most specialty 
services. Members can access specialty services from any MassHealth provider, subject 
to PCC referral and other utilization management requirements.  Members enrolled in the 
PCC Plan receive mental health and substance abuse services through a single Behavioral 
Health Program (BHP) contractor, which is a Prepaid Inpatient Health Plan (PIHP).   The 
PCC Plan members are guaranteed freedom of choice of provider for family planning 
services and are able to obtain these services from any participating Medicaid provider 
without consulting their PCC or obtaining MassHealth’s prior approval. 

b) Enhanced Primary Care Clinician Payments. In accordance with 42 CFR 438.6(c)(5)(iv) 
MassHealth may establish enhanced fee-for-service rate payments or capitated rate 
payments to Primary Care Clinicians  for coordination of the care delivered to their 
enrolled PCC plan members.  MassHealth may also establish pay-for-performance 
incentives using capitated or other payment arrangements for achieving certain quality of 
care benchmarks, for demonstrating certain levels of improvement for selected 
Healthcare Effectiveness Data and Information Set (HEDIS) or other quality indicators, 
and for implementing practice infrastructure designed to support the delivery of high-
quality health care services to enrolled members. 

c) 	 Patient Centered Medical Home Initiative (PCMHI). The PCMHI is a multi-payer 
initiative to transform selected primary care practice sites into PCMHs by 2015. 
MassHealth is a dominant public payer in the PCMHI and is assuming the same 
responsibilities as other participating payers both for enrollees in its PCC Plan and those 
in Medicaid contracted MCOs.  The PCMHI practices must meet reporting requirements 
on clinical and operational measures, in addition to certain benchmarks to indicated 
continued progress towards medical home transformation, such as obtaining National 
Committee for Quality Assurance (NCQA) Physician Practice Connections-Patient 
Centered Medicaid Home (PPC®-PCMHTM) Level One recognition.  Any infrastructure 
support provided to Primary Care Clinicians who participate as PCMHI providers must 
be funded by the infrastructure and capacity-building component of the SNCP as 
referenced in STC 49(d). A formal evaluation of the PCMHI is also being conducted and 
should be included as relevant to the Demonstration in draft evaluation design as per STC 
84. 



 
     

   
       

 
  

      
      

       
   

 
      

    
 

          
      

     
     

    
         

 
 

     
        

    
      

 
 

    
 

       
          

 
 

      
    

      
    

  
 

 
 

     
      

      
 

     
       

d) MCO. MassHealth contracts with MCOs that provide comprehensive health coverage 
including behavioral health services to enrollees.  MCO enrollees may receive family 
planning services from any provider without consulting their PCP or MCO and are not 
required to obtain prior approval from MassHealth.  For family planning services 
provided by MassHealth providers not participating in the MCO network, MassHealth 
reimburses the provider on a FFS basis and recoups the funds from the MCO. 
MassHealth does not have a lock-in policy.  Members who either choose or are assigned 
to a health plan may transfer to another available health plan in their geographic service 
area at any time for any reason. 

42. Exclusions from Managed Care Enrollment. MassHealth may exclude the following 
individuals from enrollment in a MassHealth-contracted managed care plan: 

a) 	 Individuals for whom MassHealth is a secondary payer (i.e., a member with other health 
insurance).  For purposes of exclusion from managed care, “other health insurance” is 
defined as any medical coverage plan available to the member, including, but not limited 
to Medicare, CHAMPUS, or a private health plan. However, MassHealth requires 
children eligible for MassHealth Standard and CommonHealth, for whom MassHealth is 
a secondary payer, to enroll with the behavioral health contractor for behavioral health 
services; 

b) Individuals who are receiving MassHealth Standard, CommonHealth, or Family 
Assistance benefits during the presumptive eligibility period or the time-limited period 
while MassHealth investigates and verifies access to qualified and cost-effective private 
health insurance or the time-limited period while the member is enrolling in such 
insurance; 

c) 	 Individuals receiving Prenatal and Limited coverage; 

d) Individuals receiving Standard coverage who are receiving hospice care, or who are 
terminally ill as documented with a medical prognosis of a life expectancy of 6 months or 
less; and 

e) 	 Participants in a Home and Community-Based Services Waiver who are not eligible for 
SSI and for whom MassHealth is not a secondary payer.  MassHealth may permit such 
individuals to enroll in managed care, including the option to enroll with the behavioral 
health contractor for behavioral health services and receive their medical services on a 
fee-for-service basis. 

43. Contracts. 

a) 	 Managed Care Contracts. All contracts and modifications of existing contracts between 
the Commonwealth and MCOs must be prior approved by CMS.  The Commonwealth 
will provide CMS with a minimum of 30 days to review and approve changes. 
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b) Public Contracts. Contracts with public agencies, that are not competitively bid in a 
process involving multiple bidders, shall not exceed the documented costs incurred in 
furnishing covered services to eligible individuals (or a reasonable estimate with an 
adjustment factor no greater than the annual change in the consumer price index), unless 
the contract is set at the same rate for both public and private providers. This requirement 
does not apply to contracts under the SNCP as outlined in STC 49(c) and STC 49(e) 
except as implemented by STC 50(f). 

c) 	 Selective Contracting. Procurement and the subsequent final contracts developed to 
implement selective contracting by the Commonwealth with any provider group shall be 
subject to CMS approval prior to implementation, except for contracts authorized 
pursuant to 42 CFR 431.54(d). 

d) Patient Centered Medical Home Initiative (PCMHI).  Details regarding the PCHMI may 
be found in the Commonwealth’s PCC and MCO contracts. 

44. MassHealth Standard and CommonHealth Premium Assistance.  If available and cost 
effective, the Commonwealth will purchase cost-effective private health insurance on behalf 
of individuals eligible for Standard or CommonHealth coverage.  The State will also provide 
coverage for additional services required to ensure that such individuals are receiving no less 
than the benefits they would receive through direct coverage under the State Plan.  This 
coverage will be furnished, at the State option, on either a FFS basis or through managed care 
arrangements. These individuals are not required to contribute more towards the cost of their 
private health insurance than they would otherwise pay for MassHealth Standard or 
CommonHealth coverage. Cooperation with the Commonwealth to obtain or maintain 
available health insurance will be treated as a condition of eligibility for all of those in the 
family group, except those who are under the age of 19, or pregnant. 

45. Overview of Delivery System and Coverage for MassHealth Administered Programs. 
The following chart provides further detail on the delivery system utilized for the 
MassHealth administered programs and the related start date for coverage: 
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Table D. Delivery System and Coverage for MassHealth Demonstration Programs 

Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
Standard* 

Individuals with no third party 
liability (TPL) 

MCO or 
PCC Plan** x 10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Kaileigh Mulligan eligible 
children and children receiving 
title IV-E adoption assistance 

Behavioral 
health is 
typically 
provided via 
BHP PIHP, 
although a 
FFS 
alternative 
must be 
available; all 
other services 
are offered via 
MCO, PCCP 
Plan or FFS. 

x 

Kaileigh Mulligan - may be 
retroactive to first day of third 
month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided.” 

Title IV-E adoption assistance 
start date of adoption 

Medically complex children in 
the care/custody of the DCF 

Special Kids 
Special Care 
MCO 

x Start date of State custody 

Children in the care/custody of 
the DCF or DYS, including 
medically complex children in 
the care/custody of the DCF 

All services 
are offered via 
MCO, PCC 
Plan or FFS, 

x x x Start date of State custody 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
with the 
exception of 
behavioral 
health which 
is provided via 
mandatory 
enrollment in 
BHP PIHP 
unless a child 
is enrolled in 
an MCO (in 
which case, 
behavioral 
health is 
provided 
through the 
MCO). 

Presumptive children, for an up 
to 60-day period, before self-
declared family income is 
verified 

FFS x 10 days prior to date of application 

Women in the Breast and 
Cervical Cancer Treatment 
Program 

MCO or PCC 
Plan x 10 days prior to date of application 

CommonHealth* 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x x 10 days prior to date of application 

Individuals with qualifying ESI Premium 
assistance x 10 days prior to date of application 



 

 
 
 
 
 
 

  

 
 
 
 
 

 
  

 
 

 
 

 
 

 
 
 
 
 
 

    
       

    
 

   
  

    

     

 
  

  
 

 

    
     

 
   

 

 

    
     

    
 

   
  

    

     

 
   

 

 

    
     

  
 
 
 

   

 

 
 

 

   
 
 

 

 
 

 
  
 

 
 

  
 

 
  

     
 

   
 

  
 

 

   
 

 
  
 

 
 

  
 

 
  

     
 

   
 

  
 

 

   
 

 
  
 

 
 

     
       

MassHealth Page 50 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

Coverage Type 
Delivery 
System Type M

an
da

to
ry

 

V
ol

un
ta

ry

FF
S 

O
nl

y

Start Date of Coverage**** 
with wrap 

Family Assistance for HIV/AIDS* 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Individuals with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Family Assistance for Children*** 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Insurance Partnership 

Individuals with qualifying ESI 

Premium 
assistance for 
employees and 
incentive 
payments for 
employers 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Basic 

Individuals with no TPL MCO or 
PCC Plan x 

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Essential 

Individuals with no TPL MCO or 
PCC Plan x 

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Limited 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
Individuals receiving emergency 
services only FFS x 10 days prior to date of application 

Prenatal FFS x 10 days prior to date of application 
Home and Community-Based 
Waiver, under age 65 

Generally 
FFS, but also 
available 
through 
voluntary 
MCO or PCC 
Plan 

x 

May be retroactive to first day of 
third month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided. 

Medical Security Plan 

Direct Coverage MCO x Start date of unemployment 
benefits 

Premium Assistance 
Premium 
assistance 
only 

N/A 
Start date of unemployment 
benefits 

Commonwealth Care Premium 
Assistance MCO x First day of month following 

enrollment 

Chart Notes 
*TPL wrap could include premium payments 
**FFS until member selects or is auto-assigned to MCO or PCC Plan 
***Presumptive and time-limited during health insurance investigation 
****All retroactive eligibility is made on a FFP basis 

VII. COST SHARING 

46. Overview.  Cost-sharing imposed upon individuals enrolled in the Demonstration varies 
across Demonstration programs and by FPL, except that no co-payments are charged for any 
benefits rendered to children under age 19 or pregnant women.  Additionally, no premium 
payments are required for any individual enrolled in the Demonstration whose gross income 
is less than 150 percent FPL.  Please see Attachment B for a full description of cost-sharing 
under the Demonstration for MassHealth-administered programs.  The Commonwealth has 
the authority to change cost-sharing for the Commonwealth Care and Medical Security Plan 
program without amendment.  Updates to the cost-sharing will be provided upon request and 
in the annual reports. 

VIII. THE SAFETY NET CARE POOL (SNCP) 



  
       

      
     

       
      

 
         

      
        

        
        

     
   

        
   

 
  

     
       

        
    

   
 

     
    

     
      

          
 

 
        

     
     

 
 

       
      

      
  

  
    

    
     

 
 

     
       

47. Description.  The Safety Net Care Pool (SNCP) was established effective July 1, 2005 for 
the purpose of reducing the rate of uninsurance in the Commonwealth while providing 
residual provider funding for uncompensated care, and care for Medicaid FFS, Medicaid 
managed care, Commonwealth Care and low-income uninsured individuals, as well as 
infrastructure expenditures and access to certain State health programs related to vulnerable 
individuals, including low-income populations as described in Attachment E. 

48. SNCP Effective Date. Notwithstanding the effective date specified in section I of the STCs 
or in any other Demonstration documentation, all STCs, waivers and expenditure authorities 
relating to the SNCP are effective for dates of services beginning on the date of the approval 
letter through June 30, 2014.  For the period operating under temporary extension from July 
1, 2011, through the period prior to the date of the approval letter, all SNCP expenditures 
were authorized up to the amount of the DSH allotment for SFY 2012, with the exception of 
Commonwealth Care which was funded through budget neutrality savings.  The aggregate 
SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
extension period to reflect this exception. 

49. Expenditures Authorized under the SNCP.  The Commonwealth is authorized to claim as 
allowable expenditures under the demonstration, to the extent permitted under the SNCP 
limits under STC 50, the following categories of payments and expenditures.  The 
Commonwealth must identify the provider and the source of non-Federal share for each 
component of the SNCP.  Federally-approved payments and expenditures within these 
categories are specified in Attachment E. 

a) 	 Commonwealth Care. For dates of services through December 31, 2013, the 
Commonwealth may claim as allowable expenditures under the Demonstration to the 
extent permitted under the SNCP limits under STC 50 premium assistance under the 
Commonwealth Care health insurance program for individuals ages 21 and older without 
dependent children with income above 133 percent of the FPL through 300 percent of the 
FPL. 

b) Designated State Health Programs (DSHP). For dates of service through December 31, 
2013, the Commonwealth may claim as allowable expenditures under the Demonstration 
to the extent permitted under the SNCP limits under STC 50 DSHP, which are otherwise 
State-funded programs that provide health services. 

c) Providers. As described in Attachment E, the Commonwealth may claim as an allowable 
expenditure under the Demonstration to the extent permitted under the SNCP limits under 
STC 50, payments to providers, including but not limited to, acute hospitals and health 
systems, non-acute hospitals, and other providers of medical services to support 
uncompensated care for Medicaid FFS, Medicaid managed care, Commonwealth Care, 
and low-income uninsured individuals.  The Commonwealth may also claim as an 
allowable expenditure payments not otherwise eligible for FFP that are for otherwise 
covered services furnished to individuals who are inpatients in an Institution for Mental 
Disease (IMD). 
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d) Infrastructure and capacity-building. The Commonwealth may claim as allowable 
expenditures under the Demonstration to the extent permitted under the SNCP limits 
under STC 50 expenditures that support capacity-building and infrastructure for the 
improvement or continuation of health care services that benefit the uninsured, 
underinsured, MassHealth, Demonstration and SNCP populations. Infrastructure and 
capacity-building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c).  Activities 
related to Delivery System Transformation Initiatives are prohibited from also being 
claimed as infrastructure and capacity-building.   In the annual report as required by STC 
59, the Commonwealth must provide the actual amount, purpose and the entity each 
associated payment was made to for this component of the SNCP. 

e) 	 Delivery System Transformation Initiatives (DSTI). The Commonwealth may claim as 
allowable expenditures under the Demonstration, to the extent permitted under the SNCP 
limits under STC 50, incentive payments to providers for the development and 
implementation of a program that support hospitals’ efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

1) Eligibility. The program of activity funded by the DSTI shall be based in public 
and private acute hospitals, with a high, documented Medicaid patient volume, 
that are directly responsive to the needs and characteristics of the populations and 
communities.  Therefore, providers eligible for incentive payments are defined as 
public or private acute hospitals with a Medicaid payer mix more than one 
standard deviation above average and a commercial payer mix more than one 
standard deviation below average based on FY 2009 cost report data.  The 
hospitals eligible for incentive payments, over this Demonstration period, based 
on this criterion, are listed in Attachment I. 

2) Master DSTI Plan. The Commonwealth must develop and submit to CMS for 
approval a “master” DSTI plan.  CMS shall render a decision on the master DSTI 
plan within 45 days of the Commonwealth’s submission of the plan to CMS. The 
master plan must: 

i. 	Outline the global context, goals and outcomes that the State seeks to 
achieve through the combined implementation of individual projects by 
hospitals; 

ii. 	Specify the DSTI categories consistent with subparagraph (4) below, and 
detail the associated projects, population-focused objectives and 
evaluation metrics from which each eligible hospital will select to create 
its own plan; 

iii. Detail the requirements of the hospital-specific plans discussed in 
subparagraph (3) and STC 52; and 

iv. 	Specify all requirements for the DSTI plans and funding protocol pursuant 
to STC 52. 



 
     

    
   

     
     

  
    

     
        
      

   
 

      
       

  
  

      
  

      
  

   
 

      
        

      
        

       
        

   
          

    
     

     
 

       
       

   
 

   
       

 
    

  
 

  
     

       

3) Hospital-specific Plans. Upon CMS approval of the Commonwealth’s master 
DSTI plan, each participating hospital must submit an individual DSTI plan that 
identifies the projects, population-focused objectives, and specific metrics 
adopted from the master DSTI plan and meets all requirements pursuant to STC 
52. CMS shall approve each hospital’s DSTI plan within 45 days of the 
Commonwealth’s submission of the hospital’s plan to CMS for final approval 
following the State review process pursuant to STC 52(a)(6), provided that the 
plan(s) meet all requirements of the approved master DSTI plan outlined in STC 
52(a)(2) and STC 52(a)(3) in addition the requirements outlined for the hospital 
specific DSTI plans pursuant to STC 52(b) and the approved DSTI payment and 
funding protocol pursuant to STC 52 (c). 

Participating hospitals must implement new, or significantly enhance existing 
health care initiatives. The hospital-specific DSTI plans must address all four 
categories, as outlined in subparagraph (4) below, but each hospital is not required 
to select all projects within a given category.  Each individual hospital DSTI plan 
must include a minimum number of projects selected within each category as 
outlined in the master DSTI plan and report on progress to receive DSTI funding. 
Eligibility for DSTI payments will be based on successfully meeting metrics 
associated with approved projects as outlined in subparagraph (6) and the 
submission of required progress reports outlined in STC 53(c)(1). 

4) DSTI Categories and Projects.  Each participating hospital must select a minimum 
number of projects from each category as outlined in the master DSTI plan. 
Additionally, the projects must be consistent with the overarching approach of 
improving health care through the simultaneous pursuit of three aims: improving 
the experience of care, improving the health of populations, and reducing per 
capita costs of health care.  The selected projects will be detailed in the hospital-
specific plans described in subparagraph (3) and STC 52.  Each project, 
depending on the purpose and scope of the project, may include a mix of process-
oriented metrics to measure progress in the development and implementation of 
infrastructure and outcome metrics to measure the impact of the investment. 
Metrics are further discussed in subparagraph (5) and STC 52. 

There are four categories for which funding authority is available under the DSTI, 
each of which has explicit connection to the achievement of the Three Part Aim 
mentioned in the preceding paragraph: 

Category 1: Development of a fully integrated delivery system: This category 
includes investments in projects that are the foundation of delivery system change to 
encompass the concepts of the patient-centered medical home (PCMH) model to 
increase delivery system efficiency and capacity.  Examples include: 

i. Investments in communication systems to improve data exchange with 
medical home sites 
ii. Integration of physical and behavioral health care 
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iii. Development of integrated care networks across the continuum of care 
iv. Investment in patient care redesign efforts, such as patient navigators, 
alternative delivery sites, alternative office hours, etc. 

Category 2: Improved Health Outcomes and Quality: This category includes 
development, implementation and expansion of innovative care models which have 
the potential to make significant demonstrated improvements in patient experience, 
cost and care management.  Examples include: 

i. Implementation of Enterprise-wide Care Management or Chronic Care 
Management initiatives, which may include implementation and use of 
disease management registries 
ii. Improvement of care transitions, and coordination of care across inpatient, 
outpatient, post-acute care, and home care settings 
iii. Adoption of Process Improvement Methodologies to improve safety, 
quality, and efficiency 

Category 3: Ability to respond to statewide transformation to value-based 
purchasing and to accept alternatives to fee-for-service payments that promote 
system sustainability.  Examples include: 

i. Enhancement of Performance Improvement and Reporting Capabilities ii. 
Development of enhanced infrastructure and operating and systems 
capabilities that would support new integrated care networks and alternative 
payment models to manage within new delivery and payment models 
iii. Development of risk stratification capabilities/functionalities 

Category 4: Population-Focused Improvements. This category involves 
evaluating the investments and system changes described in categories 1, 2 and 3 
through population-focused objectives.  Metrics must evaluate the impact of 
health care delivery system and access reform measures on the quality of care 
delivered by participating providers.  Metrics must also evaluate the impact of the 
payment redesign and infrastructure investments to improve areas such as cost 
efficiency, systems of care, and coordination of care in community settings. 
Metrics may vary across participating providers, but should be consistent within 
projects developed in the DSTI master plan to facilitate evaluation. 

5) DSTI Metrics and Evaluation.  Each eligible provider must develop process-
oriented and outcome metrics for each of the Categories 1, 2 and 3 that 
demonstrate clear project goals and objectives to achieve systematic progress. 
Examples of such project metrics may include: identification and purchase of 
system, programming of system, going live on a system, contracting with a payer 
using a bundled payment system, enrollment of a defined percentage of patients to 
a Medical Home model, increase by a defined amount the number of primary care 
clinics using a Care Management model, improve by a defined percentage 
patients with self-management goals, increase by a defined amount the number of 
patients that have an assigned care manager team, etc. 
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Metrics related to Category 4 shall recognize that the population-focused 
objectives/projects do not guarantee outcomes, but that the objectives/projects 
must result in learning, adaptation and progress toward the desired impact. These 
metrics must quantitatively measure the impact of the projects in Categories 1, 2 
and 3 (e.g. disease measurements, ER admissions, cost management, etc.) on each 
participating provider’s patient population. 

6) DSTI Payments. DSTI payments for each participating provider are contingent 
on that provider meeting project metrics as defined in the approved hospital-
specific plans.  As further discussed in subparagraph (7) below, the final master 
DSTI plan and payment and funding protocol as required by STC 52 must include 
an incentive payment formula.  Within this formula, approval of the hospital-
specific plans may be considered an appropriate metric for the first incentive 
payment of the initiative in DY 15, and may equal up to 50 percent of the DY 15 
total annual amount of DSTI funding a hospital may be eligible for based upon 
incentive payments. Payment cycles to providers will be described in final 
approved DSTI funding protocol but will be made at a minimum on a semi-annual 
basis contingent upon providers meeting the associated metrics.  The actual 
metrics for incentive payments and the amount of incentive payments dispersed in 
a given year will be outlined pursuant to the approved master DSTI plan, hospital-
specific plans and funding protocol requirements outlined in STC 52 and the 
reporting requirements outlined in STC 53. 

DSTI payments are not direct reimbursement for expenditures or payments for 
services.  DSTI payments are intended to support and reward hospital systems for 
improvements in their delivery systems and payment models that support the 
simultaneous pursuit of improving the experience of care, improving the health of 
populations, and reducing per capita costs of health care.  The payments are not 
direct reimbursement for expenditures incurred by hospitals in implementing 
reforms. The DSTI payments are not reimbursement for health care services that 
are recognized under these STCs or under the State plan. 

DSTI payments should not be considered patient care revenue and will not be 
offset against other Medicaid reimbursements to hospital systems, including 
payments funded through approved intergovernmental transfers, or approved 
certified public expenditures incurred by government owned or operated hospital 
systems and their affiliated government entity providers for health care services, 
infrastructure and capacity-building, administrative activities, or other non-DSTI 
payment types authorized under these STCs and/or under the State plan. 

7) Distribution of DSTI Funds among Hospitals: Attachment I specifies the hospitals 
eligible for DSTI over the Demonstration approval period and outlines the initial 
proportional allowance of available DSTI funds for participating providers to earn 
through DSTI incentive payments for SFY2012-2014.  This initial proportional 
allowance is based upon a foundational amount of funding of $4 million for each 
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hospital over the Demonstration approval period that is necessary for hospitals to 
undertake transformation initiatives, regardless of hospital size.  Beyond this 
foundational amount, the initial allotment of available funds is based on the 
relative size of each hospital’s Medicaid and low-income public payer patient 
population, as measured by each hospital’s patient services charges as indicated in 
the Medicaid and Low-Income Public Payer Gross Patient Services Revenue 
(GPSR), published in the SFY 2009 Massachusetts 403 acute hospital cost reports 
filed with the Division of Health Care Finance and Policy.  “Public payers” in this 
instance include Medicaid, Medicaid managed care, Commonwealth Care and the 
Health Safety Net.  The public payers and base year data are consistent with the 
eligibility criteria for participating providers. 

The final master DSTI plan, and payment and funding protocol, as outlined in 
STC 52, must specify the DSTI incentive payment formula and denote the total 
annual amount of DSTI incentive payments each participating hospital may be 
eligible for based upon the projects and metrics it selects.  The incentive payment 
formula must identify per metric the following: (1) the annual base amount of 
funding per metric associated with the each category pursuant to STC 49(e)(4); 
(2) increases to that base amount associated with a hospital’s proportional annual 
DSTI allowance; and (3) a rationale for any percentage adjustments made to a 
hospitals calculated DSTI allowance to account for factors such as differences in 
quality infrastructure, differences in external supports for improvements, and 
differences in patient populations to be identified in the master DSTI plan. 

8) FFP.  FFP is not available for DSTI payments to a participating provider until the 
DSTI master plan, the individual provider’s plan and the funding protocol 
outlined in STC 52 are approved by CMS.  DSTI payments to a particular 
provider are contingent upon whether that participating provider meets project 
metrics as defined in its hospital-specific plan, and are subject to legislative 
appropriation and availability of funds. 

50. Expenditure Limits under the SNCP. 

a) Aggregate SNCP Cap. From the date of the approval letter through June 30, 2014 (SNCP 
extension period), the SNCP will be subject to an aggregate cap of $4.4 billion, as well as 
the overall budget neutrality limit established in section XI of the STCs.  Because the 
aggregate SNCP cap is based in part on an amount equal to the Commonwealth’s annual 
disproportionate share hospital (DSH) allotment, any change in the Commonwealth’s 
Federal DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the aggregate SNCP cap, and a 
corresponding change to the provider cap as described in subparagraph c. Such a change 
shall be reflected in STCs 50(a) and 50(c), and shall not require a Demonstration 
amendment.  The aggregate SNCP cap of $4.4 billion is based on an annual DSH 
allotment of $624,691,018 (Total Computable), the Commonwealth’s projected annual 
DSH allotment for FFY 2012 and budget neutrality savings.  For the period operating 
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under temporary extension from July 1, 2011, through the period prior to the date of the 
approval letter, all SNCP expenditures were authorized up to the amount of the DSH 
allotment for SFY 2012, with the exception of Commonwealth Care which was funded 
through budget neutrality savings.  The aggregate SNCP cap was reduced by 
Commonwealth Care expenditures for the temporary extension period to reflect this 
exception. 

b) Infrastructure Cap. The Commonwealth may expend an amount equal to no more than 
five percent of the aggregate SNCP cap over the SNCP extension period for 
infrastructure and capacity building, as described in STC 49(d). No FFP will be available 
to reimburse the Commonwealth for infrastructure and capacity-building until the 
Commonwealth notifies CMS and obtains subsequent CMS approval, of the specific 
activities that will be undertaken to improve the delivery of health care to the uninsured, 
underinsured or SNCP populations. No Demonstration amendment is required for CMS 
approval of the specific activities for infrastructure and capacity-building.  The 
Commonwealth must update Attachment E to reflect these activities; no Demonstration 
amendment is required.  Progress reports on all such activities must be included in the 
quarterly and annual reports outlined in STCs 58 and 59, respectively.  Infrastructure 
projects for which FFP is claimed under this expenditure authority are not eligible for 
DSTI incentive payments. 

c) 	 Provider Cap. The Commonwealth may expend an amount for purposes specified in STC 
49(c) equal to no more than the cumulative amount of the Commonwealth’s annual DSH 
allotments for the SNCP extension period.  Any change in the Commonwealth’s Federal 
DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the provider cap.  Such change shall not 
require a Demonstration amendment.  The provider cap is based on an annual DSH 
allotment of $624,691,018 (total computable), the Commonwealth’s projected annual 
DSH allotment for SFY 2012. 

d) DSHP Cap. Expenditure authority for DSHP is limited to $360 million in SFY 2012, 
$310 million in SFY 2013 and $130 million in SFY 2014 through December 31, 2013. 
Total computable expenditures for DSHP shall be reduced by a fixed amount of 5.3 
percent annually to determine allowable DSHP expenditures under the demonstration to 
account for the unknown immigration status of certain program recipients. 

e) 	 Budget Neutrality Reconciliation. The Commonwealth is bound by the budget neutrality 
agreement described in section XI of the STCs.  The Commonwealth agrees to reduce 
spending in the SNCP to comply with budget neutrality in the event that expenditures 
under the demonstration exceed the budget neutrality ceiling outlined in section XI, STC 
80. In that event, the Commonwealth must reduce expenditures for items 1 through 7 and 
9 in chart A of Attachment E before reducing expenditures to item 8, Commonwealth 
Care. 
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f)	 Transition to Cost for Uncompensated Care. The SNCP payments pursuant to STC 49(c) 
support providers for furnishing uncompensated care.  Currently these payments are not 
limited to the documented cost of providing such care.  Over this extension period, CMS 
will work with the Commonwealth to develop a cost protocol, to be approved by CMS 
and included as future Attachment H.  This protocol will ensure that beginning on July 1, 
2014 all provider payments for uncompensated care pursuant to STC 49(c) will be 
limited on a provider-specific basis to the cost of providing Medicaid State plan services 
and any other additional allowable uncompensated costs of care provided to Medicaid 
eligible individuals and uninsured individuals, less payment received by or on behalf of 
such individuals for such services.  The DSH audit rule definition of allowable inpatient 
and outpatient services and allowable uninsured costs and revenues will serve at the 
initial framework for discussions on the cost protocol.  Any additional costs to be 
included as allowable as uncompensated care must be identified and included in the 
resulting approved cost protocol. 

Therefore, over this extension period, the following milestones outlined in subparagraph 
(a) must be completed to develop and receive CMS approval for a cost protocol.  If there 
is no approved protocol in place by October 1, 2013, then default cost limit 
methodologies pursuant to subparagraph (b) will be applied to all provider payments 
under STC 49(c) for uncompensated Medicaid or uninsured services beginning on July 1, 
2014 through any extension of the Demonstration. 

a.   	Protocol Development 
i. 	 By January 1, 2012 CMS will provide sample cost report protocols to the 

Commonwealth for physician, clinic and hospital services as well as any 
other provider receiving payments for services under the SNCP provider 
payments for uncompensated care. 

ii. 	By March 30, 2012, the Commonwealth must provide CMS for CMS 
approval a cost protocol development tool that includes a description of all 
specific data including data sources it proposes to include in the cost-limit 
protocol, including the scope of services and costs for each provider type 
(e.g. inpatient, outpatient, physician services, clinic services, non-hospital 
services, etc.). Massachusetts must use the same definition for inpatient 
and outpatient services as described in its approved Medicaid State plan 
for an initial framework and identify other uncompensated care costs that 
are not included in the State plan definitions.  The Commonwealth must 
also identify any costs that would not be captured using Medicare cost 
principles but for which it will seek reimbursement under the SNCP (an 
example would be unreimbursed translation services associated with 
Medicaid or uninsured individuals). 

iii. By May 31, 2012, CMS will approve this cost protocol development tool. 
This approval will inform the scope of services and costs in subparagraph 
(iv) below and in the final protocol. 

iv. 	By July 1, 2012, the Commonwealth must develop an impact analysis of 
the cost limit protocol (will require hospitals to report necessary data on a 
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preliminary basis). This impact analysis must identify the sources of data 
used, the dates associated with the available data and any adjustments or 
modifications that have been made to the data along with the methodology 
and rationale. 

v. 	 By August 30, 2012, CMS will provide comments on the cost-limit impact 
analysis. 

vi. 	By December 1, 2012, the Commonwealth must submit to CMS a draft 
cost protocol for each provider type receiving SNCP payments under STC 
49(c) that describes the methodology to calculate the annual cost of 
uncompensated care for Medicaid and uninsured populations for all 
services provided beginning on July 1, 2014 through any extension of the 
Demonstration.  Payments to providers under STC 49(c) will be limited by 
this annual provider specific cost limit beginning July 1, 2014 through any 
extension of the Demonstration. 

vii. 	CMS will review and submit initial comments and questions on the draft 
protocol by January 1, 2013. 

viii. The Commonwealth will work with CMS to finalize the cost protocol by 
October 1, 2013. 

ix.  	Hospitals will be required to certify and report necessary data to the 
Commonwealth by January 1, 2014. 

x.  	Hospital-specific cost limits for SNCP Provider Cap payments will be 
implemented for all services provided beginning on July 1, 2014 through 
any extension of the Demonstration. 

b.  	Default Cost Limit Methodologies 
i. 	 If there is no approved protocol pursuant to subparagraph (a) above by 

October 1, 2013, then the following default cost limit methodologies will 
apply based on provider type for all providers receiving payments for 
uncompensated Medicaid or uninsured services under STC 49(c) provided 
beginning July 1, 2014 through any extension of the Demonstration: 

1.  	Hospitals will be limited to unreimbursed cost as determined using 
a cost-to-charge ratio utilizing the most recent Medicare cost report 
data by cost-center available through the CMS Medicare reporting 
system (HCRIS); 

2.  	Physician uncompensated care payments will be limited to the 
amount Medicare would have paid for the services based on the 
Medicare fee schedule in effect when the services were rendered; 
and 

3.  	Clinics will be limited to the amount of uncompensated care 
demonstrated using the HRSA 330 grantees cost-reports. 

ii. 	The default methodologies pursuant to subparagraph (i) above do not 
include any additional costs not identified in the standard reports gathered 
by Medicare or HRSA. 



 
      

 
   

     
 

    
     

     
 

      
   

    
 

     
    

    
  

 
     

    
    

     
 

        
  

 
  

    
 

       
     

  
 

   
     

   
 

       
       

 
 

      
    

  
 

     
       

MassHealth Page 61 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

51. Priority Expenditures under the SNCP.  The Commonwealth must support expenditures 
for premium assistance under Commonwealth Care as its first priority. 

52. DSTI Plan and Funding Protocol.  The State must meet the following milestones before it 
can claim FFP for DSTI funding: 

a)	 Commonwealth Master DSTI Plan.  The Commonwealth must develop an 
overarching master DSTI plan to be submitted to CMS for approval.  The master plan 
will be future Attachment J and must at a minimum include: 

1) Identification of community needs, health care challenges, the delivery system, 
payment reform, and population-focused improvements that DSTI will address in 
addition to baseline data to justify assumptions; 

2) Identification of the projects and objectives that fall within the four categories, as 
outlined in STC 49(e)(4),from which each participating hospital will develop its 
hospital-specific DSTI plan, and identify the minimum level of projects and 
population-focused objectives that each hospital must select; 

3) In coordination with subparagraph (a)(2) above, identification of the metrics and 
data sources for specific projects and population-focused objectives that each 
participating hospital will utilize in developing a hospital-specific DSTI plan to 
ensure that all hospitals adhere to a uniform progress reporting requirement; 

4) With regard to Category 3, the State must also identify its actions and timelines 
for driving payment reform; 

5) Guidelines requiring hospitals to develop individual hospital DSTI plans as 
outlined in STC 49(e)(3) and STC 52(b); 

6) A State review process and criteria to evaluate each hospital’s individual DSTI 
plan and develop its recommendation for approval or disapproval prior to 
submission to CMS for final approval; 

7) A reporting protocol outlining the requirements, process and timeline for a 
hospital to submit its interim progress on DSTI plan metrics and for the State to 
provide CMS with information documenting progress; 

8) A State review process and timeline to evaluate hospital progress on its DSTI plan 
metrics and assure a hospital has met its approved metrics prior to the release of 
associated DSTI funds; 

9) A process that allows for hospital plan modification and an identification of under 
what issues a modification plan may be considered including for carry
forward/reclamation, pending State and CMS approval; and 
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10) A State process of developing an evaluation of DSTI as a component of the draft 
evaluation design as required by STC 84. When developing the master DSTI 
plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data 
to support the Evaluation Design required in section XII of the STCs.  The State 
must select a preferred research plan for the applicable research question, and 
provide a rationale for its selection.  To the extent possible, participating hospitals 
should use similar metrics for similar projects to enhance evaluation and learning 
experience between hospitals.  To facilitate evaluation, DSTI master plan must 
identify a core set of Category 4 metrics that all participating hospitals must be 
required to report even if the participating provider chooses not to undertake that 
project. The intent of this data set is to enable cross provider comparison even if 
the provider did not elect the intervention. 

b)	 Hospital DSTI Plans. At a minimum, the individual hospital DSTI plans should 
include the following, in addition to the requirements pursuant to STCs 52(b) and 
53(c). 

1) A background section on the hospital system(s) covered by the DSTI plan that 
includes an overview of the patients served by the hospital; 

2) An executive summary for the DSTI plan that summarizes the high-level 
challenges the DSTI plan is intended to address and the target goals and 
objectives included in the plan for the Demonstration approval period; 

3) Sections on each of the four categories as specified in the STC 49(e)(4), and 
include: 

i. For Categories 1, 2 and 3 – 
a.   	Each hospital must select a minimum number of projects, with 

associated metrics, milestones and data sources in accordance with 
the master DSTI plan. 

b.  	For each project selected, the hospital at a minimum must include: 
i.	 A description of the goal(s) of the project, which describes 

the challenges of the hospital system and the major delivery 
or payment redesign system solution identified to address 
those challenges by implementing the particular project; 

ii.	 A description of the target goal over the Demonstration 
approval period and metrics associated with the project and 
the significance of that goal to the hospital system and its 
patients; 

iii.	 A narrative on the hospital’s rationale for selecting the 
project, milestones, and metrics based on relevancy to the 
hospital system’s population and circumstances, 
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community need, and hospital system priority and starting 
point with baseline data; 

iv.	 A narrative describing how this project supports, 
reinforces, enables and is related to other projects and 
interventions within the hospital system plan; and 

v. 	 Any other hospital reporting guidelines stipulated in the 
master DSTI Plan. 

ii. 	 In addition to requirements addressed in the above subparagraph (i), 
Category 2 must also include: 

a.   	A description of how the selected project can refine innovations, 
test new ways of meeting the needs of target populations and 
disseminate findings in order to spread promising practices. 

iii. Category 4 – Population-Focused Improvements 
a.   	Projects within this category must focus on evaluation of the 

population-focused improvements associated with Categories 1, 2 
and 3 projects and associated incentive payments.  Each hospital 
must select a minimum number of projects in accordance with in 
the master DSTI plan.  The projects must be hospital-specific and 
need not be uniform across all the hospitals, but must be uniform 
across projects that are selected by multiple hospitals. 

c)	 DSTI Payment and Funding Protocol. The State must develop and submit in 
conjunction or as part of the master DSTI plan, an incentive payment methodology 
for each of the four categories to determine an annual maximum budget for each 
participating provider.  The State also must identify an allowable non-Federal share 
for the DSTI pool, which must approved by CMS.  The following principles must 
also be incorporated into the funding protocol that will be incorporated in future 
Attachment J: 

1) Each hospital will be individually responsible for progress towards and 
achievement of its metrics to receive its potential incentive funding related to any 
metric from DSTI. 

2) In order to receive incentive funding related to any metric, the hospital must 
submit all required reporting as described in STC 53(c). 

3) Funding Allocation Guidelines. The master DSTI plan must specify a formula for 
determining incentive payment amounts.  Hospital-specific DSTI plan 
submissions must use this formula to specify the hospital-specific incentive 
payment amounts associated with the achievement of approved transformation 
metrics for approval by the Commonwealth and CMS pursuant to STC 52(a)(6). 
Category metrics will have a base value.  Each category may have a different base 
value but metrics within categories will be based on a starting dollar point.  Given 
the varied nature of the projects and hospital systems, the total incentive payment 
amounts available to an individual hospital for each category depend upon the 



      
   

  
 

       
        

    
     

   
   

       
   

    
      

    
         

   
        

    
      

       
     

     
          

     
      

   
     

     
   

      
     

 
   

   
   

 
        

     
     

        
      

    
       

 
 

     
       

size of the hospital, total projects and metrics selected in the hospital specific 
DSTI.  The submission must describe how the factors effect each hospitals 
maximum allowable payment. 

4) Carry-Forward/Reclamation.  The protocol must describe the ability of a hospital 
to earn payment for any missed metric within a defined time period. Carry
forward/reclamation of incentive payments is only available to the hospital 
associate with a given incentive payment and is not available for redistribution to 
other hospitals.  Carry-forward/reclamation is limited to this Demonstration 
approval period ending June 30, 2014. 

i. 	 If a participating hospital system does not fully achieve a metric that was 
specified in its plan for completion in a particular year, the payment 
associated with that metric may be rolled over for 12 months and be 
available if the hospital meets the missed metric in addition to the metric 
associated with the year in which the payment is made. 

ii. 	 In the case of a participating hospital that is close to meeting a metric in a 
particular year, the hospital may be granted a grace period to the reporting 
deadline set for a particular payment cycle by which to meet a metric 
associated with the incentive payment if it has an approved plan 
modification pursuant to STC 52(a)(9) above.  The allowable time period 
for such a grace period may vary based on the type and scope of the 
project associated with such metric and may be up to 180 days.  The plan 
modification must be approved by the Commonwealth and CMS 30 days 
prior to the deadline of the incentive payment reporting pursuant to STCs 
52 and 53(c). The plan modification must outline how the hospital plans to 
meet the metric within the given grace period.   The process for hospital 
plan modification, including the modification requirements, deadline by 
which a hospital must submit a requested modification and the 
Commonwealth and CMS approval process will be outlined within the 
master DSTI plan pursuant to STC 52(a)(9). 

iii. Projects that focus primarily on infrastructure will have further limited 
rollover ability as defined in the master DSTI plan. 

53. SNCP Additional Reporting Requirements. All SNCP expenditures must be reported as 
specified in section X, STC 63.  In addition, the Commonwealth must submit updates to 
Attachment E as set forth below to CMS for approval. 

a) 	 Charts A – B of Attachment E. The Commonwealth must submit to CMS for approval, 
updates to Charts A – B of Attachment E that reflect projected SNCP payments and 
expenditures for State Fiscal Year (SFY) 2012-2014 and identify the non-Federal share 
for each line item, no later than 45 days after enactment of the State budget for each SFY. 
CMS shall approve the Commonwealth’s projected SNCP payments and expenditures 
within 30 days of the Commonwealth’s submission of the update, provided that all 
projections are within the applicable SNCP limits specified in STC 50. 
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The Commonwealth must notify CMS and receive CMS approval, before it can claim 
FFP, for any SNCP payments and expenditures outlined in Charts A-B of Attachment E 
that are in excess of the approved projected SNCP payments and expenditures by a 
variance greater than 10 percent.  Any variance in SNCP payments and expenditures 
must adhere to the SNCP expenditure limits pursuant to STC 50.   The Commonwealth 
must submit to CMS for approval updates to Charts A – B that include these variations in 
projected SNCP payments and expenditures. CMS shall approve the Commonwealth’s 
revised projected SNCP payments and expenditures within 30 days of the 
Commonwealth’s submission of the update, provided that all projections are within the 
applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval updates to Charts A – B of 
Attachment E that reflect actual payments and expenditures for each SFY, within 180 
days after the close of the SFY. CMS shall approve the Commonwealth’s actual SNCP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all SNCP payments and expenditures are within the applicable SNCP limits specified 
in STC 50. 

The Commonwealth must submit to CMS for approval further updates to any or all of 
these charts as part of the quarterly operational report and at such other times as may be 
required to reflect projected or actual changes in SNCP payments and expenditures. 
CMS must approve the Commonwealth’s updated charts within 45 days of the 
Commonwealth’s submission of the update, provided that all SNCP payments and 
expenditures are within the applicable limits specified in STC 50. 

No Demonstration amendment is required to update Charts A-B in Attachment E, with 
the exception of any new types of payments or expenditures in Charts A and B, or for any 
increase to Public Service Hospital Safety Net Care. 

b) DSHP. The Commonwealth must submit to CMS for approval a table of projected DSHP 
spending by approved program, no later than 45 days after enactment of the State budget 
for each SFY. CMS must approve the Commonwealth’s projected DSHP expenditures 
within 15 days of the Commonwealth’s submission of the update, provided that all DSHP 
projections are within the applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval an update to the table of projected 
DSHP spending that reflects actual DSHP expenditures for each SFY, within 180 days 
after the close of the SFY. CMS must approve the Commonwealth’s actual DSHP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all DSHP expenditures are within applicable limits. 

The Commonwealth may submit to CMS for approval further updates to the table of 
projected DSHP spending by approved program at such other times as may be required to 
reflect projected or actual changes in DSHP expenditures.  CMS must approve the 
Commonwealth’s updated charts within 45 days of the Commonwealth’s submission of 
the update, provided that all DSHP expenditures are within applicable limits. 
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No Demonstration amendment is required to update the table of projected DSHP 
spending by approved program within the expenditure limits specified in STC 50(d).  The 
Commonwealth is required to amend the Demonstration in order to add to the list of 
DSHP programs in Chart C of Attachment E. 

c) DSTI Reporting. The participating providers and the State must report the following: 

1)	 Hospital Reporting.  The reporting protocol within the master DSTI must outline 
the hospitals’ reporting requirements, process and timelines that must be 
consistent with the following principles: 

i. 	Hospital Reporting for Payment. Participating providers seeking payment 
under DSTI must submit reports to the State demonstrating progress, 
measured by Category specific metrics.  The reports must include the 
incentive payment amount being requested for the progress achieved in 
accordance with the payment mechanisms outlined in the master DSTI 
plans.  The required hospital reporting requirements, process and timeline 
are pursuant to the reporting protocol, State review process and funding 
protocol as outlined in STC 52(a)(7) and STC 52(a)(8) and STC 52(c) and 
must be consistent with the following principles: 

1.  	The hospital reports must be submitted using a standardized 
reporting form approved by the State and CMS; 

2.  	The State must use this documentation in support of DSTI claims 
made on the MBES/CBES 64.9 Waiver form. 

ii. 	Hospital System Annual Report.  Hospital systems must submit an annual 
report, based on the timeline approved in the reporting protocol 
component of the master DSTI plan.  The reports must at a minimum: 

1.  	Be submitted using a standardized reporting form approved by the 
State and CMS; 

2.  	Provide information included in the semi-annual reports, including 
data on the progress made for all milestones; and 

3.  	Provide a narrative description of the progress made, lessons 
learned, challenges faced and other pertinent findings. 

iii. Documentation. The hospital system must have available for review by 
the State or CMS, upon request, all supporting data and back-up 
documentation. 

2)	 Commonwealth Reporting.  STC 58 and 59 require DSTI reporting as a 
component of the quarterly operational reports and annual reports. The DSTI 
reporting must at a minimum include: 

i. 	All DSTI payments made to specific hospitals that occurred in the quarter; 
ii. 	Expenditure projections reflecting the expected pace of future 

disbursements for each participating hospital; 
iii. An assessment by summarizing each hospital’s DSTI activities during the 

given period; and 
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iv. 	Evaluation activities and interim findings of the evaluation design 
pursuant to STC 84. 

IX. GENERAL REPORTING REQUIREMENTS 

54. General Financial Reporting Requirements.  The State must comply with all general 
financial requirements under title XIX of the Social Security Act in section X of the STCs. 

55. Compliance with Managed Care Reporting Requirements.  The State must comply with 
all managed care reporting regulations at 42 CFR 438 et. seq. except as expressly waived or 
identified as not applicable in the expenditure authorities incorporated into these STCs. 

56. Reporting Requirements Relating to Budget Neutrality.  The State must comply with all 
reporting requirements for monitoring budget neutrality as set forth in section XI of the 
STCs, including the submission of corrected budget neutrality data upon request. 

57. Bi-Monthly Calls.   The State must participate in monitoring calls with CMS. The purpose 
of these calls is to discuss any significant actual or anticipated developments affecting the 
Demonstration.  Areas to be addressed include, but are not limited to, MCO operations (such 
as contract amendments and rate certifications), health care delivery, enrollment, cost 
sharing, quality of care, access, the benefit packages, activities related to the Safety Net Care 
Pool, audits, lawsuits, financial reporting and budget neutrality issues, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, 
progress on evaluations, State legislative developments, and any Demonstration amendments, 
concept papers or State plan amendments the State is considering submitting.  The State and 
CMS shall discuss quarterly expenditure reports submitted by the State for purposes of 
monitoring budget neutrality. CMS shall update the State on any amendments or concept 
papers under review as well as Federal policies and issues that may affect any aspect of the 
Demonstration.  The State and CMS shall jointly develop the agenda for the calls. 

58. Quarterly Operational Reports.  The Commonwealth must submit progress reports in the 
format specified in Attachment C no later than 60 days following the end of each quarter. 
The intent of these reports is to present the Commonwealth’s analysis and the status of the 
various operational areas under the demonstration. These quarterly reports must include, but 
are not limited to: 

a) Updated budget neutrality monitoring spreadsheets; 

b) Events occurring during the quarter or anticipated to occur in the near future that effect 
health care delivery including approval and contracting with new plans, benefits, 
enrollment, grievances, quality of care, access, proposed changes to payment rates, health 
plan financial performance that is relevant to the Demonstration,  payment reform 
initiatives or delivery system reforms impacting Demonstration population and/or 
undertaken in relation to the SNCP, updates on activities related to the pediatric bundled 
payment pilot program, pertinent legislative activity, and other operational issues; 



 
        

 
      

 
 

         
 

 
      

    
 

  
 

   
     

     
       

    
       

     
 

 
         

     
    

          
      

    
         

     
 

     
   

      
       

    
    

 
  

 
     

     
   

     
 

     
       

c) 	 Action plans for addressing any policy and administrative issues identified; 

d) Quarterly enrollment reports that include the member months for each Demonstration 
population; 

e) Updates on any State health care reform activities to coordinate the transition of coverage 
through the Affordable Care Act; 

f)	 Activities and planning related to payments made under the Safety Net Care Pool
 
pursuant to reporting requirements outlined in section VIII of the STCs; and 


g) Evaluation activities and interim findings. 

59. Annual Report.  The Commonwealth must submit a draft annual report documenting 
accomplishments, project status, quantitative and case study findings, utilization data, and 
policy and administrative difficulties in the operation of the Demonstration. This report must 
also contain a discussion of the items that must be included in the quarterly operational 
reports required under STC 58 in addition to the annual HCBS report as stipulated in STC 
40(l).  The Commonwealth must submit the draft annual report no later than October 1st of 
each year.  Within 30 days of receipt of comments from CMS, a final annual report shall be 
submitted. 

60. Transition Plan. On or before July 1, 2012, the State is required to submit a draft and 
incrementally revise a transition plan consistent with the provisions of the Affordable Care 
Act for individuals enrolled in the Demonstration, including how the State plans to 
coordinate the transition of these individuals to a coverage option available under the 
Affordable Care Act without interruption in coverage to the maximum extent possible. The 
plan must contain the required elements and milestones described in subparagraphs (a)-(e) 
outlined below. In addition, the Plan will include a schedule of implementation activities that 
the State will use to operationalize the Transition Plan. 

a) 	 Required Authorities.  The State must conduct an assessment of which Demonstration 
authorities outlined in the waivers and expenditure authorities should expire on 
December 31, 2013 consistent with the provisions of the Affordable Care Act and submit 
a plan outlining the process for submission of any necessary Demonstration 
amendment(s).  For example, this may include authorities related to specific 
Demonstration populations (e.g. Commonwealth Care, hypothetical populations, etc.) in 
addition to processes and activities such as eligibility procedures and standards, financial 
responsibility/deeming, retroactive eligibility, cost sharing, etc. 

b) Seamless Transitions. Consistent with the provisions of the Affordable Care Act, the 
Transition Plan will include details on how the State plans to obtain and review any 
additional information needed from each individual to determine eligibility under all 
eligibility groups, and coordinate the transition of individuals enrolled in the 
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Demonstration (by FPL) (or newly applying for Medicaid) to a coverage option available 
under the Affordable Care Act without interruption in coverage to the maximum extent 
possible.  Specifically, the State must: 

i. 	Determine eligibility under all January 1, 2014, eligibility groups for which 
the State is required or has opted to provide medical assistance, including the 
group described in §1902(a)(10)(A)(i)(VIII) for individuals under age 65 and 
regardless of disability status with income at or below 133 percent of the 
FPL. 

ii. 	 Identify Demonstration populations not eligible for coverage under the 
Affordable Care Act and explain what coverage options and benefits these 
individuals will have effective January 1, 2014. 

iii. Implement a process for considering, reviewing, and making preliminarily 
determinations under all January 1, 2014 eligibility groups for new applicants 
for Medicaid eligibility. 

iv. 	Conduct an analysis that identifies populations in the Demonstration that may 
not be eligible for or affected by the Affordable Care Act and the authorities 
the State identifies that may be necessary to continue coverage for these 
individuals. 

v. 	 Develop a modified adjusted gross income (MAGI) conversion for program 
eligibility. 

c) 	 Access to Care and Provider Payments and System Development or Remediation. The 
State should assure adequate provider supply for the State plan and Demonstration 
populations affected by the Demonstration on December 31, 2013. Additionally, the 
Transition Plan for the Demonstration is expected to expedite the State’s readiness for 
compliance with the requirements of the Affordable Care Act and other Federal 
legislation. 

d) Progress Updates. After submitting the initial Transition Plan for CMS approval, the 
State must include progress updates in each quarterly and annual report.  The Transition 
Plan shall be revised as needed. 

e) 	 Implementation. 
i. By October 1, 2013, the State must begin to implement a simplified, 

streamlined process for transitioning eligible enrollees in the Demonstration 
to Medicaid, the Exchange or other coverage options in 2014. In transitioning 
these individuals from coverage under the waiver to coverage under the State 
plan, the State will not require these individuals to submit a new application. 

ii.	 On or before December 31, 2013, the State must provide notice to the 
individual of the eligibility determination using a process that minimizes 
demands on the enrollees. 

61. Final Report.  Within 120 days following the end of the Demonstration, the Commonwealth 
must submit a draft final report to CMS for comments.  The Commonwealth must take into 
consideration CMS’ comments for incorporation into the final report.  The final report is due 
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to CMS no later than 120 days after receipt of CMS’ comments. 

X. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX 

62. Quarterly Expenditure Reports. The State must provide quarterly expenditure reports 
using Form CMS-64 to report total expenditures for services provided through this 
Demonstration under section 1115 authority that are subject to budget neutrality.  This 
project is approved for expenditures applicable to services rendered during the 
Demonstration period.  CMS shall provide FFP for allowable Demonstration expenditures 
only as long as they do not exceed the pre-defined limits on the expenditures as specified in 
section XI of the STCs. 

63. Reporting Expenditures Under the Demonstration.  The following describes the reporting 
of expenditures subject to the budget neutrality agreement: 

a) 	 Tracking Expenditures. In order to track expenditures under this demonstration, the State 
must report Demonstration expenditures through the Medicaid and Children’s Health 
Insurance Program Budget and Expenditure System (MBES/CBES), following routine 
CMS-64 reporting instructions outlined in section 2500 of the State Medicaid Manual. 
All Demonstration expenditures claimed under the authority of title XIX of the Act and 
subject to the budget neutrality expenditure limit must be reported each quarter on 
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the Demonstration 
project number (11-W-00030/1) assigned by CMS, including the project number 
extension which indicates the Demonstration Year (DY) in which services were rendered. 

b) Cost Settlements. For monitoring purposes, cost settlements attributable to the 
Demonstration must be recorded on the appropriate prior period adjustment schedules 
(Form CMS-64.9P Waiver) for the Summary Sheet Line 10B, in lieu of Lines 9 or 10C. 
For any cost settlement not attributable to this Demonstration, the adjustments should be 
reported as otherwise instructed in the State Medicaid Manual. 

c) 	 Pharmacy Rebates. The Commonwealth may propose a methodology for assigning a 
portion of pharmacy rebates to the Demonstration, in a way that reasonably reflects the 
actual rebate-eligible pharmacy utilization of the Demonstration population, and which 
reasonably identifies pharmacy rebate amounts with DYs. Use of the methodology is 
subject to the approval in advance by the CMS Regional Office, and changes to the 
methodology must also be approved in advance by the Regional Office. The portion of 
pharmacy rebates assigned to the Demonstration using the approved methodology will be 
reported on the appropriate Forms CMS-64.9 Waiver for the Demonstration, and not on 
any other CMS-64.9 form (to avoid double counting). Each rebate amount must be 
distributed as State and Federal revenue consistent with the Federal matching rates under 
which the claim was paid. 

d) Premiums and other applicable cost sharing contributions from enrollees that are 
collected by the Commonwealth under the Demonstration must be reported to CMS each 

http:CMS-64.9P
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quarter on Form CMS-64 Summary Sheet line 9.D, columns A and B.  Additionally, the 
total amounts that are attributable to the Demonstration must be separately reported on 
the CMS-64Narr by Demonstration year. 

e) 	 Demonstration year reporting. Notwithstanding the two-year filing rule, the 
Commonwealth may report adjustments to particular demonstration years as described 
below: 

i. Beginning July 1, 2005 (SFY 2006/ DY, 9) all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, and separate 
schedules will be completed for demonstration years 6, 7, 8, and 9. 

ii. Beginning July 1, 2006 (SFY 2007/ DY 10), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-7 will be reported as demonstration 
year 7, and separate schedules will be completed for demonstration years 8, 9, and 
10. 

iii. Beginning July 1, 2007 (SFY 2008/ DY 11), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, and separate schedules will be completed for demonstration years 9, 10, 
and 11. 

iv. Beginning July 1, 2008 (SFY 2009/ DY 12), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-10 will be 
reported as demonstration year 10, and separate schedules will be completed for 
demonstration years 11 and 12.  Demonstration year 12 includes dates of service 
from July 1, 2008, through June 30, 2009. 

v. Beginning July 1, 2009 (SFY 2010/ DY 13), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14.  Demonstration year 13 includes dates of 
service from July 1, 2009, through June 30, 2010. 

vi. Beginning July 1, 2010 (SFY 2011/ DY 14), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
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reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14.  Demonstration year 14 includes dates of 
service from July 1, 2010, through June 30, 2011. 

vii.	 Beginning July 1, 2011 (SFY 2012/ DY 15), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration 11, all expenditures and adjustments for demonstration 
years 12-14 will be reported as demonstration year 14 and separate schedules will 
be completed for demonstration years 15 and 16 and 17.  All expenditures and 
adjustments for dates of service beginning July 1, 2011, will be reported on 
separate schedules corresponding with the appropriate demonstration year. 

f)	 Use of Waiver Forms 
. For each Demonstration year as described in subparagraph (e) above, 29 separate Forms 
CMS-64.9 Waiver and/or 64.9P Waiver must be completed, using the waiver name noted 
below, to report expenditures for the following EGs and the Safety Net Care Pool. 
Expenditures should be allocated to these forms based on the guidance found below. 

i. Base Families: Eligible non-disabled individuals enrolled in 
MassHealth Standard, as well as eligible 
non-disabled individuals enrolled in 
MassHealth Limited (emergency services 
only) 

ii. Base Disabled: Eligible individuals with disabilities enrolled 
in Standard, individuals enrolled in 
CommonHealth who spend down to 
eligibility, as well as eligible disabled 
individuals enrolled in Limited (emergency 
services only) 

iii. 1902(r)(2) Children: Medicaid expansion children and pregnant 
women who are enrolled in MassHealth 
Standard, as well as eligible children and 
pregnant women enrolled in MassHealth 
Limited (emergency services only) 

iv. 1902(r)(2) Disabled: Eligible individuals with disabilities enrolled 
in Standard with income between 114.1 
percent and 133 percent of the FPL, as well 
as eligible individuals with disabilities 
enrolled in MassHealth Limited (emergency 
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services only) 

v. BCCTP: Women eligible under the Breast and 
Cervical Cancer Treatment Program who are 
enrolled in Standard 

vi. CommonHealth: Higher income working adults and children 
with disabilities enrolled in CommonHealth 

vii. e-Family Assistance Eligible children receiving premium 
assistance or direct coverage through 200 
percent of the FPL enrolled in Family 
Assistance 

viii. CommCare-19-20 19 and 20 year olds receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance 
Connector Authority 

ix. Essential-19-20 Eligible 19 and 20 year olds who are long
term unemployed and not receiving EAEDC 
or a client of DMH 

x. CommCareParents Parents receiving premium assistance for 
commercial health insurance products 
coordinated through the Commonwealth 
Health Insurance Connector Authority 

xi. CommCare-133 Individuals 21 years old and over without 
dependent children with income at or below 
133 percent of the FPL receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xii. Base Fam XXI RO Title XXI-eligible AFDC children enrolled 
in Standard after allotment is exhausted 

xiii. 1902 (r)(2) XXI RO Title XXI-eligible Medicaid Expansion 
children enrolled in Standard after allotment 
is exhausted 
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xiv. CommonHealth XXI Title XXI-eligible higher income children 
with disabilities enrolled in title XIX 
CommonHealth after allotment is exhausted 

xv. Fam Assist XXI Title XXI-eligible children through 200 
percent of the FPL eligible for Family 
Assistance under the demonstration after the 
allotment is exhausted 

xvi. e-HIV/FA Eligible individuals with HIV/AIDS through 
200 percent of the FPL who are enrolled in 
Family Assistance 

xvii. IRP: Subsidies or reimbursement for ESI made to 
eligible individuals and/or eligible 
employers, not including subsidies for 
individuals in other eligible groups 

xviii. Basic: Eligible individuals who are long-term 
unemployed receiving EAEDC and/or a 
client of DMH 

xix. Essential: Eligible individuals who are long-term 
unemployed and not receiving EAEDC or a 
client of DMH 

xx. MSP: Eligible individuals receiving 
unemployment benefits from the DUA 

xxi. SNCP-CommCare: Individuals ages 21 and over with income 
above 133 percent of the FPL receiving 
premium assistance for commercial health 
insurance products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xxii. SNCP-HSNTF: Expenditures authorized under the 
Demonstration for payments held to the 
provider sub-cap to support uncompensated 
care 

xxiii. SNCP-DSHP: Expenditures authorized under the 
Demonstration for the Designated State 
Health Programs (DSHP) 



 

    
 

  
  

 
 

    
 

 

 
 

 
 

  
    

 

 
 

 
 

 
  

 
 

   
   

      
   

     
      

     
    

        
   

     
      

 
 

        
 

    
    

    
      

      
  

 
     

     
    

 
 
 
 
 

     
       

xxiv. SNCP-DSTI: Expenditures authorized under the 
Demonstration for Delivery System 
Transformation Initiatives (DSTI) 

xxv. SNCP-OTHER: All other expenditures authorized under the 
SNCP 

xxvi. Asthma: All expenditures authorized through the 
pediatric asthma bundled pilot program 

xxvii. Autism: All expenditures authorized for early 
intervention services for children with 
autism 

64. Reporting Expenditures under the Demonstration for Groups that are Eligible First 
under the Separate Title XXI Program.  The Commonwealth is entitled to claim title XXI 
funds for expenditures for certain children that are also eligible under this title XIX 
Demonstration included within the Base Families EG, the 1902(r)(2) Children EG,  the 
CommonHealth EG and the Family Assistance EG.  These groups are included in the 
Commonwealth’s title XXI State Plan and therefore can be funded through the separate title 
XXI program up to the amount of its title XXI allotment (including any reallocations or 
redistributions).  Expenditures for these children under title XXI must be reported on separate 
Forms CMS-64.21U and/or 64.21UP in accordance with the instructions in section 2115 of 
the State Medicaid Manual.  If the title XXI allotment has been exhausted, including any 
reallocations or redistributions, these children are then eligible under this title XIX 
Demonstration and the following reporting requirements for these EGs under the title XIX 
Demonstration apply: 

Base Families XXI RO, 1902(r)(2) RO, CommonHealth XXI, and Fam Assist XXI: 

a) 	 Exhaustion of Title XXI Funds. If the Commonwealth has exhausted title XXI funds, 
expenditures for these optional targeted low-income children may be claimed as title XIX 
expenditures as approved in the Medicaid State plan.  The Commonwealth shall report 
expenditures for these children as waiver expenditures on the Forms CMS 64.9 Waiver 
and/or CMS 64.9P Waiver in accordance with STC 63 (Reporting Expenditures Under 
the Demonstration). 

b) Exhaustion of Title XXI Funds Notification. The Commonwealth must notify CMS in 
writing of any anticipated title XXI shortfall at least 120 days prior to an expected change 
in claiming of expenditures. 

MassHealth Page 75 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



      
       

   
 

     
 

 
    

    
    

 
         

    
     

     
      

 
    

   
      

      
      

 
 

    
    

      
    

 
     

    
     

       
 

      
        

      
      

       
     

       
    

 
   

 
     

       
MassHealth Page 76 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

c) 	 If the Commonwealth chooses to claim expenditures for Base Families XXI RO, 
1902(r)(2) RO, and CommonHealth XXI groups under title XIX, the expenditures and 
caseload attributable to these EGs will: 

i.	 Count toward the budget neutrality expenditure limit calculated under 
section XI, STC 80 ( Budget Neutrality Annual Expenditure Limit); and 

ii. 	Be considered expenditures subject to the budget neutrality agreement as defined in 
STC 80, so that the Commonwealth is not at risk for caseload while claiming title 
XIX Federal matching funds when title XXI funds are exhausted. 

d) If the Commonwealth chooses to claim expenditures for Fam Assist XXI under title 
XIX, the expenditures and caseload attributable to this EG will be considered 
expenditures subject to the budget neutrality agreement as defined in STC 80.  The 
Commonwealth is at risk for both caseload and expenditures while claiming Title XIX 
Federal matching funds for this population when title XXI funds are exhausted. 

65. Expenditures Subject to the Budget Neutrality Agreement. For purposes of this section, 
the term “expenditures subject to the budget neutrality agreement” means expenditures for 
the EGs outlined in section IV of the STCs, except where specifically exempted.  All 
expenditures that are subject to the budget neutrality agreement are considered 
Demonstration expenditures and must be reported on Forms CMS-64.9 Waiver and /or 64.9P 
Waiver. 

66. Premium Collection Adjustment.  The Commonwealth must include Demonstration 
premium collections as a manual adjustment (decrease) to the Demonstration’s actual 
expenditures on a quarterly basis on the CMS-64 Summary Sheet and on the budget 
neutrality monitoring workbook submitted on a quarterly basis. 

67. Title XIX Administrative Costs.  Administrative costs will not be included in the budget 
neutrality agreement, but the Commonwealth must separately track and report additional 
administrative costs that are directly attributable to the Demonstration.  All administrative 
costs must be identified on the Forms CMS-64.10 Waiver and/or 64.10P Waiver. 

68. Claiming Period.  All claims for expenditures subject to the budget neutrality agreement 
(including any cost settlements) must be made within 2 years after the calendar quarter in 
which the Commonwealth made the expenditures. Furthermore, all claims for services 
during the Demonstration period (including any cost settlements) must be made within 2 
years after the conclusion or termination of the Demonstration.  During the latter 2-year 
period, the State must continue to identify separately net expenditures related to dates of 
service during the operation of the Demonstration on the CMS-64 waiver forms, in order to 
properly account for these expenditures in determining budget neutrality. 

69. Reporting Member Months.  The following describes the reporting of member months for 

http:CMS-64.10
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Demonstration populations: 

a) 	 For the purpose of calculating the budget neutrality agreement and for other purposes, the 
Commonwealth must provide to CMS, as part of the quarterly report required under STC 
58, the actual number of eligible member months for the EGs i-xxi and EGs xxvi and 
xxvii defined in STC 63(f).  The Commonwealth must submit a statement accompanying 
the quarterly report, which certifies the accuracy of this information. 

To permit full recognition of “in-process” eligibility, reported counts of member months 
may be subject to revisions after the end of each quarter.  Member month counts may be 
revised retrospectively as needed. 

b) The term “eligible member months” refers to the number of months in which persons are 
eligible to receive services.  For example, a person who is eligible for 3 months 
contributes 3 eligible member months to the total.  Two individuals who are eligible for 2 
months each contribute 2 eligible member months to the total, for a total of 4 eligible 
member months. 

70. Standard Medicaid Funding Process. The standard Medicaid funding process must be used 
during the Demonstration. Massachusetts must estimate matchable Demonstration 
expenditures (total computable and Federal share) subject to the budget neutrality 
expenditure limit and separately report these expenditures by quarter for each FFY on the 
Form CMS-37 (narrative section) for both the Medical Assistance Payments (MAP) and 
State and Local Administrative Costs (ADM). CMS shall make Federal funds available based 
upon the State’s estimate, as approved by CMS.  Within 30 days after the end of each 
quarter, the State must submit the Form CMS-64 quarterly Medicaid expenditure report, 
showing Medicaid expenditures made in the quarter just ended.  CMS shall reconcile 
expenditures reported on the Form CMS-64 with Federal funding previously made available 
to the State, and include the reconciling adjustment in the finalization of the grant award to 
the State. 

71. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS 
approval of the source(s) of the non-Federal share of funding, CMS shall provide FFP at the 
applicable Federal matching rates for the Demonstration as a whole for the following, subject 
to the limits described in section XI of the STCs: 

a) 	 Administrative costs, including those associated with the administration of the
 
Demonstration;
 

b) Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid State plan; and 

c) 	 Net medical assistance expenditures and prior period adjustments made under section 
1115 Demonstration authority with dates of service during the Demonstration extension 
period, including expenditures under the Safety Net Care Pool. 
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72. Sources of Non-Federal Share.  The Commonwealth provides assurance that the matching 
non-Federal share of funds for the Demonstration is State/local monies.  The Commonwealth 
further assures that such funds shall not be used as the match for any other Federal grant or 
contract, except as permitted by law. All sources of non-Federal funding must be compliant 
with section 1903(w) of the Act and applicable regulations.  In addition, all sources of the 
non-Federal share of funding are subject to CMS approval. 

a) 	 CMS may review at any time the sources of the non-Federal share of funding for the 
Demonstration.  The Commonwealth agrees that all funding sources deemed 
unacceptable by CMS shall be addressed within the time frames set by CMS. 

b) Any amendments that impact the financial status of the program shall require the State to 
provide information to CMS regarding all sources of the non-Federal share of funding. 

c) 	 The Commonwealth assures that all health care-related taxes comport with section 
1903(w) of the Act and all other applicable Federal statutory and regulatory provisions, 
as well as the approved Medicaid State plan. 

73. State Certification of Funding Conditions.  The Commonwealth must certify that the 
following conditions for non-Federal share of Demonstration expenditures are met: 

a) 	 Units of government, including governmentally operated health care providers, may 
certify that State or local monies have been expended as the non-Federal share of funds 
under the Demonstration. 

b) To the extent the Commonwealth utilizes certified public expenditures (CPEs) as the 
funding mechanism for title XIX (or under section 1115 authority) payments, CMS must 
approve a cost reimbursement methodology.  This methodology must include a detailed 
explanation of the process by which the Commonwealth would identify those costs 
eligible under title XIX (or under section 1115 authority) for purposes of certifying 
public expenditures. 

c) 	 To the extent the Commonwealth utilizes CPEs as the funding mechanism to claim 
Federal match for expenditures under the Demonstration, governmental entities to which 
general revenue funds are appropriated must certify to the State the amount of such State 
or local monies as allowable under 42 CFR 433.51 used to satisfy demonstration 
expenditures.  The entities that incurred the cost must also provide cost documentation to 
support the State’s claim for Federal match; 

d) The Commonwealth may use intergovernmental transfers to the extent that such funds are 
derived from State or local monies and are transferred by units of government within the 
Commonwealth.  Any transfers from governmentally operated health care providers must 
be made in an amount not to exceed the non-Federal share of title XIX payments. 
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e) 	 Under all circumstances, health care providers must retain 100 percent of the claimed 
expenditure.  Moreover, no pre-arranged agreements (contractual or otherwise) exist 
between health care providers and State and/or local government to return and/or redirect 
to the Commonwealth any portion of the Medicaid payments.  This confirmation of 
Medicaid payment retention is made with the understanding that payments that are the 
normal operating expenses of conducting business, such as payments related to taxes, 
including health care provider-related taxes, fees, business relationships with 
governments that are unrelated to Medicaid and in which there is no connection to 
Medicaid payments, are not considered returning and/or redirecting a Medicaid payment. 

74. Monitoring the Demonstration.  The Commonwealth will provide CMS with information to 
effectively monitor the Demonstration, upon request, in a reasonable time frame. 

75. Program Integrity. The State must have processes in place to ensure that there is no 
duplication of Federal funding for any aspect of the Demonstration. 

XI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 

76. Budget Neutrality Effective Date.  Notwithstanding the effective date specified in section I 
of the STCs or in any other Demonstration documentation, all STCs, waivers, and 
expenditure authorities relating to budget neutrality shall be effective beginning July 1, 2011. 

77. Limit on Title XIX Funding. Massachusetts will be subject to a limit on the amount of 
Federal title XIX funding that the Commonwealth may receive on selected Medicaid 
expenditures during the period of approval of the Demonstration.  The limit will consist of 
two parts, and is determined by using a per capita cost method combined with an aggregate 
amount based on the aggregate annual DSH allotment that would have applied to the 
Commonwealth absent the Demonstration (DSH allotment).  Budget neutrality expenditure 
targets are calculated on an annual basis with a cumulative budget neutrality expenditure 
limit for the length of the entire Demonstration.  Actual expenditures subject to the budget 
neutrality expenditure limit must be reported by the Commonwealth using the procedures 
described in section X, STC 63.  The data supplied by the Commonwealth to CMS to 
calculate the annual limits is subject to review and audit, and if found to be inaccurate, will 
result in a modified budget neutrality expenditure limit. CMS’ assessment of the 
Commonwealth’s compliance with these annual limits will be done using the Schedule C 
report from the Form CMS-64. 

78. Risk.  Massachusetts shall be at risk for the per capita cost for Demonstration enrollees under 
this budget neutrality agreement, but not for the number of Demonstration enrollees in each 
of the groups.  By providing FFP for all Demonstration enrollees, Massachusetts will not be 
at risk for changing economic conditions which impact enrollment levels. However, by 
placing Massachusetts at risk for the per capita costs for Demonstration enrollees, CMS 
assures that the Federal demonstration expenditures do not exceed the level of expenditures 
that would have occurred had there been no Demonstration. 
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79. Expenditures Excluded From Budget Neutrality Test. Regular FMAP will continue for 
costs not subject to budget neutrality limit tests. Those exclusions include: 

a) 	 Expenditures made on behalf of enrollees aged 65 years and above and expenditures 
made on behalf of enrollees under age 65 who are institutionalized in a nursing facility, 
chronic disease or rehabilitation hospital, intermediate care facility for the mentally 
retarded, or a State psychiatric hospital for other than a short-term rehabilitative stay; 

b) All long-term care expenditures, including nursing facility, personal care attendant, home 
health, private duty nursing, adult foster care, day habilitation, hospice, chronic disease 
and rehabilitation hospital inpatient and outpatient, and home and community-based 
waiver services, except pursuant to STC 40; 

c) 	 Expenditures for covered services currently provided to Medicaid recipients by other 
State agencies or cities and towns, whether or not these services are currently claimed for 
Federal reimbursement; and 

d) Allowable administrative expenditures. 

80. Budget Neutrality Annual Expenditure Limit.  For each DY, two annual limits are 
calculated. 

a) 	 Limit A.  For each year of the budget neutrality agreement an annual budget neutrality 
expenditure limit is calculated for each EG described as follows: 

i.	 An annual EG estimate must be calculated as a product of the number of eligible 
member months reported by the Commonwealth under section X, STC 69 for each 
EG, including the hypothetical populations, times the appropriate estimated per 
member/per month (PMPM) costs from the table in subparagraph (v) below; 

ii. 	Starting in SFY 2006, actual expenditures for the CommonHealth EG will be included 
in the expenditure limit for the Commonwealth.  The amount of actual expenditures 
to be included will be the lower of the trended baseline CommonHealth costs, or 
actual CommonHealth per member per most cost experience for SFYs 2012
2014; 

iii. Starting in SFY 2009, actual expenditures for the CommCare-19-20, Essential-19-20 
and CommCare Parents EGs will be included in the expenditure limit for the 
Commonwealth.  Starting April 1, 2010, actual expenditures for the CommCare-133 
EG will be included in the expenditure limit for the Commonwealth. The amount of 
actual expenditures to be included will be the lower of the trended baseline costs, or 
actual per member per most cost experience for these groups in SFYs 2012-2014; 

iv. Historical PMPM costs used to calculate the budget neutrality expenditure limit in 
prior Demonstration periods are provided in Attachment D; and 



 
       
     

 
 

 
    

 
  

 
  

 
     

       
       

      
      
      

      
  

      
  

  
     

       
   

 
     

      
            

           
* “These PMPMs are the trended baseline costs used for purposes of calculating the impact of the hypothetical 
populations on the overall expenditure limit, according to the process listed in STC 80(a) (ii) and (iii).” 
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v. The PMPMs for each EG used to calculate the annual budget neutrality expenditure 
limit for this Demonstration are specified below. 

Eligibility Group 
(EG) 

Trend Rate DY 15 
PMPM 

DY 16 
PMPM 

DY 17 
PMPM 

Mandatory and Optional State Plan Groups 
Base Families 5.3 percent $562.02 $591.81 $623.17 
Base Disabled 6.0 percent $1,224.88 $1,298.38 $1,376.28 
BCCTP 5.3 percent $3,674.67 $3,869.43 $4,074.51 
1902(r)2 Children 4.9 percent $457.59 $480.02 $503.54 
1902(r)2 Disabled 6.0 percent $959.04 $1,016.59 $1,077.58 
Essential 5.3 percent $351.85 $370.50 $390.14 

Hypothetical Populations* 
CommonHealth 6.0 percent $563.46 $597.27 $633.11 
CommCare-19 and 20 
year olds 

5.3 percent $447.13 $470.83 $495.78 

CommCare Parents 5.3 percent $498.35 $524.77 $552.58 
Essential-19 and 20 year 
olds 

5.3 percent $378.31 $398.36 $419.47 

CommCare-133 5.3 percent $498.36 $524.77 $552.58 

b) Limit B. The Commonwealth’s annual DSH allotment. 

c) 	 The annual budget neutrality expenditure limit for the Demonstration as a whole is the 
sum of limit A and limit B.  The overall budget neutrality expenditure limit for the 
Demonstration is the sum of the annual budget neutrality expenditure limits.  The Federal 
share of the overall budget neutrality expenditure limit represents the maximum amount 
of FFP that the Commonwealth may receive for expenditures on behalf of Demonstration 
populations as well as Demonstration services described in Table B in STC 37 during the 
Demonstration period. 

d) Early Periodic Screening, Diagnosis, and Treatment (EPSDT) adjustment: 

i.	 The Commonwealth must present to CMS for approval a draft evaluation plan 
outlining the methodology to track the following: 

1.  	Baseline measurement of EPSDT service utilization prior to the EPSDT 
court-ordered remedial plan in Rosie D. v Romney (the Order) final 
judgment and final remedial plan established on July 16, 2007; 

2.  	Increase, following entry of the Order, in utilization of : 
a) EPSDT screenings; 



    
     
  

      
 

     
     

 
 

   
  

 
     

      
     

       
       

   
 

       
     

       
  

    
  

     
    

        
        
        
   

 
        

        
    
         

    
 

      
       
        
        

 
    

       
 

     
       

b) Standardized behavioral health assessments utilizing the Child and 
Adolescent Needs and Strengths (CANS),or other standardized assessment 
tool in accordance with the Order; and 
c) State Plan services available prior to the entry of the Court Order. 

3. Cost and utilization of services contained in State Plan amendments 
submitted by the Commonwealth in accordance with the Order and 
approved by CMS; and 

4. Methodology for tracking and identifying new EPSDT services for 
purposes of budget monitoring. 

ii. The draft evaluation plan with an appropriate methodology to track new EPSDT 
expenditures must be approved by CMS through the amendment process described in 
STC 7.  Once an appropriate methodology to track new EPSDT expenditures is approved 
by CMS, these projected expenditures will be included in the expenditure limit for the 
Commonwealth, with an effective date beginning with the start of the new EPSDT 
expenditures, and reconciled to actual expenditure experience. 

81. Composite Federal Share Ratio. The Federal share of the budget neutrality expenditure 
limit is calculated by multiplying the limit times the Composite Federal Share.  The 
Composite Federal Share is the ratio calculated by dividing the sum total of FFP received by 
the Commonwealth on actual demonstration expenditures during the approval period, as 
reported through MBES/CBES and summarized on Schedule C with consideration of 
additional allowable demonstration offsets such as, but not limited to premium collections 
and pharmacy rebates, by total computable Demonstration expenditures for the same period 
as reported on the same forms. FFP and expenditures for extended family planning program 
must be subtracted from numerator and denominator, respectively, prior to calculation of this 
ratio.  For the purpose of interim monitoring of budget neutrality, a reasonable estimate of 
Composite Federal Share may be developed and used through the same process or through an 
alternative mutually agreed to method. 

82. Enforcement of Budget Neutrality.  CMS shall enforce the budget neutrality agreement 
over the life of the Demonstration as adjusted July 1, 2008, rather than on an annual basis. 
However, if the Commonwealth exceeds the calculated cumulative budget neutrality 
expenditure limit by the percentage identified below for any of the Demonstration years, the 
Commonwealth must submit a corrective action plan to CMS for approval. 

Demonstration Year Cumulative Target Definition Percentage 
DY 15 Cumulative budget neutrality limit plus: 1 percent 
DY 15 through DY 16 Cumulative budget neutrality limit plus: 0.5 percent 
DY 15 through DY 17 Cumulative budget neutrality limit plus: 0 percent 

In addition, the Commonwealth may be required to submit a corrective action plan if an 
analysis of the expenditure data in relationship to the budget neutrality expenditure cap 

MassHealth Page 82 of 111 
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indicates a possibility that the Demonstration will exceed the cap during this extension. 

83. Exceeding Budget Neutrality. If the budget neutrality expenditure limit has been exceeded 
at the end of the Demonstration period, the excess Federal funds must be returned to CMS 
using the methodology outlined in STC 81, composite Federal share ratio. If the 
Demonstration is terminated prior to the end of the budget neutrality agreement, the budget 
neutrality test shall be based on the time elapsed through the termination date. 

XII. EVALUATION OF THE DEMONSTRATION 

84. Submission of a Draft Evaluation Design.  The Commonwealth must submit to CMS for 
approval a draft evaluation design no later than 120 days after CMS’ approval of the 
Demonstration. 

At a minimum, the draft evaluation design must include a discussion of the goals, objectives, 
and evaluation questions specific to the entire health care reform Demonstration set forth in 
section II of these STCs.  The draft design must discuss the outcome measures that will be 
used in evaluating the impact of the Demonstration during the period of approval, 
particularly among the target population.  It must discuss the data sources, including the use 
of Medicaid encounter data, and sampling methodology for assessing these outcomes. The 
draft evaluation design must include a detailed analysis plan that describes how the effects of 
the Demonstration shall be isolated from other initiatives occurring in the Commonwealth. 
The draft design must identify whether the Commonwealth will conduct the evaluation, or 
select an outside contractor for the evaluation. 

a.   	Domains of Focus.  The Evaluation Design must, at a minimum, address the research 
questions listed below. For questions that cover broad subject areas, the State may 
propose a more narrow focus for the evaluation. 
�	 The number of uninsured in the Commonwealth; 
�	 The number of demonstration eligibles accessing ESI; 
�	 Growth in the Commonwealth Care Program; 
�	 Decrease in uncompensated care and supplemental payments to hospitals; 
�	 The number of individuals accessing the Health Safety Net Trust Fund; 
�	 The impact of DSTI payments to participating providers on the Commonwealth’s 

goals and objectives outlined in its master plan including: 
o 	Were the participating hospitals able to show statistically significant 

improvements on measures within Categories 1-3 related to the goals of 
the three-part aim as discussed in STC 49(e)(4) and pursuant to STC 52? 

o 	Were the participating hospitals able to show improvements on measures 
within Category 4 related to the goals of the three-part aim as discussed in 
STC 49(e)(4) and pursuant to STC 52? 

o 	What is the impact of health care delivery system and access reform 
measures on the quality of care delivered by participating providers? 

o 	What is the impact of the payment redesign and infrastructure investments 
to improve cost efficiency? 
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o 	What is the impact of DSTI on managing short and long term per-capita 
costs of health care? 

o 	How did the amount paid in incentives compare with the amount of 
improvement achieved? 

�	 The benefits, savings, and design viability of the Pediatric Asthma Pilot Program; 
�	 The benefits, cost and savings of providing early intervention services for 

Demonstration eligible children with autism; 
�	 The impact of utilization of Express Lane Eligibility procedures for parents and 

caretakers; and 
�	 Availability of access to primary care providers. 

b.  	Evaluation Design Process: Addressing the research questions listed above will require a 
mix of quantitative and qualitative research methodologies. When developing the master 
DSTI plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data to 
support the Evaluation Design required in section X of the STCs.  From these, the State 
must select a preferred research plan for the applicable research question, and provide a 
rationale for its selection. 

To the extent applicable, the following items must be specified for each design option 
considered: 

i.	 Quantitative or qualitative outcome measures; 
ii. 	Proposed baseline and/or control comparisons; 
iii. Proposed process and improvement outcome measures and specifications; 
iv. Data sources and collection frequency; 
v. 	 Robust sampling designs (e.g., controlled before-and-after studies, interrupted 

time series design, and comparison group analyses); 
vi. Cost estimates; 
vii. Timelines for deliverables. 

c.   	Levels of Analysis: The evaluation designs proposed for each question may include 
analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 
include population stratifications to the extent feasible, for further depth and to glean 
potential non-equivalent effects on different sub-groups.  In its review of the draft 
evaluation plan, CMS reserves the right to request additional levels of analysis. 

85. Interim Evaluation Reports.  In the event the Commonwealth requests to extend the 
Demonstration beyond the current approval period under the authority of section 1115(a), (e), 
or (f) of the Act, the Commonwealth must submit an interim evaluation report as part of its 
request for each subsequent renewal. 

86. Final Evaluation Design and Implementation.  CMS must provide comments on the draft 
evaluation design described in STC 84 within 60 days of receipt, and the Commonwealth 
shall submit a final design within 60 days after receipt of CMS comments.  The 
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Commonwealth must implement the evaluation design and submit its progress in each of the 
quarterly and annual progress reports.  The Commonwealth must submit to CMS a draft of 
the evaluation report within 120 days after expiration of the Demonstration.  CMS must 
provide comments within 60 days after receipt of the report.  The Commonwealth must 
submit the final evaluation report within 60 days after receipt of CMS comments. 

87. Cooperation with Federal Evaluators. Should CMS undertake an evaluation of the 
Demonstration, the Commonwealth must fully cooperate with Federal evaluators and their 
contractors’ efforts to conduct an independent federally funded evaluation of the 
Demonstration. 



    
 

 
       

    
 

     
  

   
    

  
  

  
 

   

        
      

 

     
 

   

       
       

        
  

  
     

 

   
   

    
  

 

   
 

  
  

  

    
 

  
 

   
  

 

    
  

   
    

   

    
  

 

     

 

     
  

    
   

  

   

   
      

 
 

      
 

  
   

  

    
 

  
      

 
 

     
       

MassHealth Page 86 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

XIII.	 SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION EXTENSION 
PERIOD 

The State is held to all reporting requirements as outlined in the STCs; this schedule of 
deliverables should serve only as a tool for informational purposes only. 

Date - Specific Deliverable STC Reference 
Within 120 days from the award 
of the Demonstration 

Draft Evaluation Design Section XII, STC 84 

Within 60 days of receipt of 
CMS comments 

Final Evaluation Design and 
Implementation 

Section XII, STC 86 

January 1, 2012 Sample Cost Report Protocols Section VIII, STC 50(f) 
March 30, 2012 Cost Protocol Development Tool Section VIII, STC 50(f) 

July 1, 2012 Impact Analysis of the Cost Limit 
Protocol 

Section VIII, STC 50(f) 

December 1, 2012 Draft Cost Protocol Section VIII, STC 50(f) 
July 1, 2012 Draft Transition Plan Section IX, STC 60 
October 1, 2013 Final Cost Limit Protocol Section VIII, STC 50(f) 
Within 180 days after the 
expiration of the Demonstration 

Final Report Section IX, STC 61 

Annually 

October 1st Draft Annual Report, including 
HCBS report beginning in 2012 

Section IX, STC 59 
Section V, STC 41 

30 days of the receipt of CMS 
comments 

Final Annual Report, including DSTI 
reporting, and HCBS report 
beginning in 2012 

Section IX, STC 59 
Section VIII, STC 53(c) 
Section V, STC 41 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Updates to Charts A-B of Attachment 
E that reflect projected annual SNCP 
expenditures and identify the non-
Federal share for each line item 

Section VIII, STC 53(a) 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Projected annual DSHP expenditures Section VIII, STC 53(b) 

180 days after the close of the 
SFY (December 31st) 

Updates to Charts A-B of Attachment 
E that reflect actual SNCP payments 
and expenditures 

Section VIII, STC 53(a) 

At Least Semi-Annually 
DSTI Hospital Reporting Section VIII, STC 53(c) 

Quarterly 

60 days following the end of the 
quarter 

Quarterly Operational Reports, 
including DSTI reporting and eligible 
member months 

Section IX, STC 58 
Section VIII, STC 53(c) 
Section X, STC 69 

Quarterly Expenditure Reports Section X, STC 62 
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        *Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI.
 

ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstratio 
n Program Comments 

Unborn Targeted 
Low Income Child 0 through 200% Uninsured No Separate XXI Healthy Start 

AFDC-Poverty 
Level Infants 

0 through 185% 

Any Yes 
XIX via 

Medicaid State 
Plan 

Base Families 

Without Waiver 
Standard 

Insured Yes 
XIX via 

Medicaid State 
Plan 

1902(r)(2) 
Children 

Without Waiver 

Standard 

Newborn Children 
Under age 1 

185.1 through 
200% Uninsured at 

the time of 
application 

Yes 
(if XXI is 
exhausted) 

XXI Medicaid 
Expansion (via 
Medicaid State 
Plan and XXI 

State Plan) 

Funded 
through title 

XIX if XXI is 
exhausted 

1902(r)(2) XXI RO 

Without Waiver 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 

200.1 through 
300% 

Insured or in 
crowd-out 

status* 
No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI Family 

Assistance 

This chart is provided for informational purposes only. 
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Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 200.1-300% 

Insured or 
in crowd-
out status* 

Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 

Assistance with 
wraparound to 
direct coverage 
CommonHealth 

Uninsured 
at the time 

of 
application 

Yes 
(if XXI is 

exhausted) 

Separate XXI 

Funded 
through XIX if 

XXI is 
exhausted via 

CommonHealth 
XXI 

Hypothetical 

(member months 
and expenditures for 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date. The 
CommonHealth 
program is contained in 
the Separate title XXI 
State Plan and as 
authorized under this 
demonstration. Certain 

demonstration 
authority 

these children are 
only reported if XXI 
funds are exhausted) 

children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate title 
XXI program but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
(continued) 

Above 300% Any Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth 
or 

CommonHealth 
Premium 

Assistance 
With 

wraparound to 
direct coverage 
CommonHealth 

Children Ages 1 
through 18 

Non-disabled 

AFDC-Poverty 
Level Children 

Age 1-5: 0 through 
133% FPL 

Age 6 through 17: 
0 through 114% 

Independent Foster 
Care Adolescents 
aged out of DCF 

until the age of 21 
without regard to 
income or assets 

Any Yes XIX 
Base Families 

Without waiver 
Standard 

AFDC-Poverty 
Level Children 

Age 6 through 17: 
114.1% through 

133% 
Age 18: 0 through 

133% 

Insured Yes XIX 
Base Families 

Without waiver 
Standard 

Uninsured 
Yes 

(if XXI is 
exhausted) 

XXI 

XIX if XXI is 
exhausted 

Base Fam XXI 

(member months and 
expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 
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Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Medicaid 

Insured Yes XIX 

1902(r)(2) 
Children 

Without waiver 

Standard 

Children Ages 
1 through 18 

Non-disabled 
(continued) 

Expansion 
Children 

Ages 1 through 
18: 133.1 through 

150% 

Uninsured at the 
time of 

application 

Yes 
(if XXI is 
exhausted) 

XXI 
XIX if XXI is 

exhausted 

1902(r)(2) 
Children RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Standard 

All children Age 1 
through 18:  150.1 

through 200% 
Insured Yes 

XIX via 
demonstration 
authority only 

E-Family 
Assistance 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional 
wraparound is provided 

to ESI 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18:  150.1 

through 200% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

Fam Assist XXI 
RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional wrap is 
provided to ESI 
Children ages 1 through 
18 from 150-200% FPL 
were made eligible 
under the authority 
provided by the 1115 
demonstration prior to 
the establishment of the 
separate title XXI 
Children’s Health 
Insurance Program and 
were not affected by the 
maintenance of effort 
date.  With the 
establishment of the title 
XXI program, children 
who are uninsured at the 
time of application 
derive eligibility from 
both the authority 
granted under the 1115 
demonstration and as 
authorized under the 
separate title XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18: 200.1 
through 300% 

Insured or in 
crowd-out 
status* 

No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI 

0 through 150% Any Yes 
XIX via 

Medicaid State 
Plan 

Base Disabled 
Without Waiver Standard 

Children Aged 1 
through 18 and 

Disabled 150.1 through 300% 
Insured or in 

crowd-out 
status* 

Yes 
XIX via 

Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 
Assistance 

With wrap to 
direct coverage 
CommonHealth 



 
   

ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Aged 1 
through 18 and 

Disabled 
(continued) 

150.1 through 300% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

CommonHealth 
XXI 

Hypothetical 

(member months 
and expenditures 
for these children 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate XXI State 
Plan and as authorized 
under this 
demonstration.  Certain 

are only reported 
if XXI funds are 
exhausted) 

children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 

Children Aged 1 
through 18 and 

Disabled 
Above 300% Any Yes 

XXI via 
Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 
Assisistance 
With wraparound 
to direct coverage 
CommonHealth 



 
 

 
 
         

      
     

      
      

     
 

 
 

 
  

   
     

 

 
 
 

 

 
 
 
 

 
 

   
   

  
 

  

 

 
 

   

 

 
 

    
   

 

 
   

 

  
 

  
 
 

 
 

 
 
 
 

 
   

 

 
 
 
 

   

  
 
 

 

 
 

 

   

  
 

 

 

   
 

    
     

      
  

 
 

 

  
 

 
 

  
 

  
   

 
 
 
 

     
      

ATTACHMENT B 

COST SHARING
 

Cost-sharing imposed upon individuals enrolled in the Demonstration varies across coverage 
types and by FPL.  However, in general, no co-payments are charged for any benefits rendered to 
children under age 19 or pregnant women. Additionally, no premiums are charged to any 
individual enrolled in the Demonstration whose gross income is less than 150 percent of the FPL. 
In the event a family group contains at least two members who are eligible for different coverage 
types and who would otherwise be assessed two different premiums, the family shall be assessed 
only the highest applicable premium. 

Demonstration 
Program 

Premiums 
(only for persons with 
family income above 

150 percent of the FPL) 

Co-payments 

MassHealth Standard 
$0 

All co-payments and co-payment caps are 
specified in the Medicaid State plan. 

MassHealth Breast 
and Cervical Cancer 
Treatment Program 

$15-$72 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth 
CommonHealth 

$15 and above depending 
on income and family 

group size 
MassHealth Standard co-payments apply. 

CommonHealth 
Children through 
300% FPL 

Children with income 
above 300% FPL 
adhere to the regular 
CommonHealth 
schedule 

$12-$84 depending on 
income and family group 

size 

MassHealth Standard co-payments apply. 

MassHealth Family 
Assistance: 
HIV/AIDS 

$15-$35 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth Family 
Assistance:  Premium 
Assistance 

$12 per child, $36 max 
per family group 

Member is responsible for all co-payments 
required under private insurance with a cost 
sharing limit of 5 percent of family income 

MassHealth Family 
Assistance: Direct 
Coverage 

$12 per child, $36 max 
per family group Children only-no copayments. 

MassHealth Basic 
and Essential $0 MassHealth Standard co-payments apply 

MassHealth Page 94 of 111 
Approval Period: Date of approval letter, through June 30, 2014 



 
 

 
 

    
   

     
   
   
   
   
   
   
   
   
   
   

 
    

 

  
 

     
  

 

       
   

 

  
 

       
   

 

  
 

       
   

 

  
 

       
   

 

  
 

       
   

 

  

       
 

       
     

 
   

     
        
      
      
      
      
     

 
 
 
 
 

     
      

ATTACHMENT B 

COST SHARING
 

Breast and Cervical Cancer Treatment 
Program Premium Schedule 

Percent of FPL Premium Cost 
Above 150 to 160 $15 
Above 160 to 170 $20 
Above 170 to 180 $25 
Above 180 to 190 $30 
Above 190 to 200 $35 
Above 200 to 210 $40 
Above 210 to 220 $48 
Above 220 to 230 $56 
Above 230 to 240 $64 
Above 240 to 250 $72 

CommonHealth Full Premium Schedule 

Base Premium Additional Premium Cost 

Above 150% FPL—start at $15 Add $5 for each additional 10% FPL 
until 200% FPL 

Above 200% FPL—start at $40 Add $8 for each additional 10% FPL 
until 400% FPL 

Above 400% FPL—start at $202 Add $10 for each additional 10% FPL 
until 600% FPL 

Above 600% FPL—start at $404 Add $12 for each additional 10% FPL 
until 800% FPL 

Above 800% FPL—start at $646 Add $14 for each additional 10% FPL 
until 1000% FPL 

Above 1000% FPL—start at $928 Add $16 for each additional 10% FPL 

Range of 
Premium Cost 

$15  $35 

$40  $192 

$202  $392 

$404  $632 

$646  $912 

$928 + greater 

*A lower premium is required of CommonHealth members who have access to other health 
insurance per the schedule below. 

CommonHealth Supplemental Premium Schedule 
% of FPL Premium requirement 

Above 150% to 200% 60% of full premium per listed premium costs above 
Above 200% to 400% 65% per above 
Above 400% to 600% 70% per above 
Above 600% to 800% 75% per above 
Above 800% to 1000% 80% per above 
Above 1000% 85% per above 
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ATTACHMENT B 

COST SHARING
 

Insurance Partnership: 
Employer Subsidy Tier of Coverage Monthly 

Employer Subsidy 
The insurance partnership Individual $33.33 
also provides a monthly 
subsidy to qualified small 
employers 

Couple $66.66 
One adult, one child $66.66 
Family $86.33 

Insurance Partnership: 
Employee Contribution % of FPL 

Premium 
Requirement 
for Individual 

Premium 
Requirement 
for Couples 

Family Assistance via the 
Insurance Partnership 

Above 150% to 200% $27.00 $54.00 

The Insurance Partnership 
provides premium assistance 
(via the Family Assistance 
program) to certain employees 
who work for a small employer 

Above 200% to 250% $53.00 $106.00 

Above 250% to 300% $80.00 $160.00 
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ATTACHMENT C
 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT
 

Under section IX, STC 58, the Commonwealth is required to submit quarterly progress reports to 
CMS.  The purpose of the quarterly report is to inform CMS of significant demonstration activity 
from the time of approval through completion of the demonstration. 

The reports are due to CMS 60 days after the end of each quarter. 

The following report guidelines are intended as a framework and can be modified when agreed 
upon by CMS and the Commonwealth.  A complete quarterly progress report must include an 
updated budget neutrality monitoring workbook as well as updated Attachment E, Charts A-C. 

NARRATIVE REPORT FORMAT: 

Title Line One – MassHealth
 
Title Line Two – Section 1115 Quarterly Report
 

Demonstration/Quarter Reporting Period: 
Example: 
Demonstration Year:  16 (7/1/2012 – 6/30/2013) 
Quarter 1: (7/12 – 09/12) 

Introduction 

Information describing the goal of the Demonstration, what it does, and key dates of approval 
/operation.  (This should be the same for each report.) 

Enrollment Information 

Please complete the following table that outlines all enrollment activity under the demonstration. 
The Commonwealth should indicate “N/A” where appropriate.  If there was no activity under a 
particular enrollment category, the Commonwealth should indicate that by “0”. 

Note: Enrollment counts should be person counts, not member months. 

Eligibility Group Current Enrollees (to date) 
Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare-133 
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Eligibility Group Current Enrollees (to date) 
e-Family Assistance 
e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) XXI RO 
CommonHealth XXI 
Fam Assist XXI 
Asthma 
Autism 
Total Demonstration 

Enrollment in Managed Care Organizations and Primary Care Clinician Plan 

Comparative managed care enrollments for the previous quarter and reporting quarter are as 
follows: 

Delivery System for MassHealth-Administered Demonstration Populations 

Plan Type June 30, 2008 September 30, 2008 Difference 
MCO 
PCC 
MBHP 
FFS 
PA 

Enrollment in Premium Assistance and Insurance Partnership Program 

Outreach/Innovative Activities 

Summarize outreach activities and/or promising practices for the current quarter. 

Safety Net Care Pool 
Provide updates on any activities or planning related to payment reform initiatives or delivery 
system reforms impacting demonstration population and/or undertaken in relation to the SNCP. 
As per STC 58, include projected or actual changes in SNCP payments and expenditures within 
the quarterly report.  Please note that the annual report must also include SNCP reporting as 
required by STCs 50 and 53. 

Operational/Issues 
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Identify all significant program developments that have occurred in the current quarter or near 
future, including but not limited to, approval and contracting with new plans, the operation of 
MassHealth and operation of the Commonwealth Health Insurance Connector Authority.  Any 
changes to the benefits, enrollment, grievances, quality of care, access, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, cost-
sharing or delivery system for demonstration populations receiving premium assistance to 
purchase health insurance via the Commonwealth Health Insurance Connector Authority must be 
reported here. 

Policy Developments/Issues 

Identify all significant policy and legislative developments/issues/problems that have occurred in 
the current quarter.  Include updates on any State health care reform activities to coordinate the 
transition of coverage through the Affordable Care Act. 

Financial/Budget Neutrality Development/Issues 

Identify all significant developments/issues/problems with financial accounting, budget 
neutrality, and CMS 64 reporting for the current quarter. Identify the Commonwealth’s actions 
to address these issues. 

Member Month Reporting 
Enter the member months for each of the EGs for the quarter. 

A. For Use in Budget Neutrality Calculations 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare133 

MassHealth Page 99 of 111 
Approval Period: Date of approval letter, through June 30, 2014 



 
   

ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

 
 
 

  
   

   
         

  
     

     
     

     
     

     
        

      
      

       
 

  
 

         
         

    
  

 
 

 
      

 
 

 
 

 
 

 
          
 

 
  

 
   

  
 

  
 
 
 
 
 

    

      

B.  For Informational Purposes Only 
Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) RO 
CommonHealth XXI 
Fam Assist XXI 

Consumer Issues 

A summary of the types of complaints or problems consumers identified about the program in 
the current quarter.  Include any trends discovered, the resolution of complaints, and any actions 
taken or to be taken to prevent other occurrences. Also discuss feedback received from other 
consumer groups. 

Quality Assurance/Monitoring Activity 

Identify any quality assurance/monitoring activity in the current quarter. 

Demonstration Evaluation 

Discuss progress of evaluation design and planning. 

Enclosures/Attachments 

Identify by title any attachments along with a brief description of what information the document 
contains. 

State Contact(s) 

Identify individuals by name, title, phone, fax, and address that CMS may contact should any 
questions arise. 

Date Submitted to CMS 
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ATTACHMENT D
 
MASSHEALTH HISTORICAL PER MEMBER/PER MONTH LIMITS
 

The table below lists the calculated per-member per-month (PMPM) figures by eligibility group (EG) used to develop 
the Demonstration budget neutrality expenditure limits for the first 14 years of the MassHealth Demonstration.  All 
Demonstration years are consistent with the Commonwealth’s fiscal year (July 1 – June 30). 

After DY 5, the following changes were made to the per member/per month limits: 
1.  MCB EG was subsumed into the Disabled EG; 
2.  A new EG, BCCTP, was added; and 
3.  the 1902(r )(2) EG was split between children and the disabled 

DY Time 
Period 

Families Disabled MCB 1902(r)(2) Children 1902(r )(2) Disabled 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate 
PMPM Trend 

Rate 
1 SFY 

1998 $199.06 7.71% $491.04 5.83% $438.39 5.83% $177.02 5.33% $471.87 4.40% 

2 SFY 
1999 $214.41 7.71% $519.67 5.83% $463.95 5.83% $186.49 5.35% $497.12 4.80% 

3 SFY 
2000 $230.94 7.71% $549.97 5.83% $491.00 5.83% $196.93 5.60% $524.96 5.50% 

4 SFY 
2001 $248.74 7.71% $582.03 5.83% $519.62 5.83% $208.16 5.70% $554.88 5.30% 

5 SFY 
2002 $267.92 7.71% $615.96 5.83% $549.91 5.83% $220.02 5.70% $586.51 5.70% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

6 SFY 2003 $288.58 7.71% $677.56 10.0% $236.98 7.71% $645.16 10.0% $1,891.62 10.0% 

7 SFY 2004 $310.83 7.71% $745.32 10.0% $255.26 7.71% $709.67 10.0% $2,080.78 10.0% 

8 SFY 2005 $334.79 7.71% $819.85 10.0% $274.94 7.71% $780.64 10.0% $2,288.86 10.0% 

9 SFY 2006 $359.23 7.30% $824.79 7.00% $295.01 7.30% $718.13 7.00% $2,449.08 7.00% 

10 SFY 2007 $385.46 7.30% $834.71 7.00% $316.54 7.30% $660.60 7.00% $2,620.52 7.00% 

11 SFY 2008 $413.60 7.30% $901.39 7.00% $339.65 7.30% $724.31 7.00% $2,803.95 7.00% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

12 SFY 2009 $466.84 6.95% $1,011.95 6.86% $382.45 6.95% $791.46 6.86% $3,052.78 6.86% 

13 SFY 2010 $499.05 6.95% $1,081.37 6.86% $407.87 6.95% $846.68 6.86% $3,265.69 6.86% 

14 SFY 2011 $533.73 6.95% $1,1155.55 6.86% $436.22 6.95% $904.76 6.86% $3,489.72 6.86% 
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ATTACHMENT  E  
SAFETY NET  CARE  POOL PAYMENTS  

Safety Net Care Pool. The following charts reflect approved payments under Safety Net Care Pool (SNCP) for the date of the approval letter 
through June 30, 2014, unless otherwise specified in STCs 48 and 49, consistent with and pursuant to section VIII of the STCs, and subject to the 
overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits described in section VIII of the STCs.  This chart shall be updated 
pursuant to the process described in STC 53(a). 

Chart A: Approved SNCP Payments for the period from the date of the approval letter through June 30, 2014, unless otherwise specified in 
STCs 48 and 49(projected and rounded) 
# Type Applicable 

caps 
State law or 
regulation 

Eligible providers Total SNCP Payments per SFY Total Applicable 
footnotes SFY 2012 SFY 2013 SFY 2014 

1 Public Service Hospital Safety 
Net Care Payment 

Provider Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 $996.0 (1) 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

Provider 114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4 $159.4 $156.3 $463.1 (2) 

3 Institutions for Mental Disease 
(IMD) 

Provider 130 CMR 
425.408, 
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0 $22.0 $24.0 $66.0 (3) 

4 Special Population State-
Owned Non-Acute Hospitals 
Operated by the Department 
of Public Health 

Provider Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 $128.0 (4) 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Provider Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 $221.0 

6 Delivery System 
Transformation Initiatives 

n/a Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 $628.0 (5) 

7 Designated State Health 
Programs 

DSHP n/a $360.0 $310.0 $130.0 $800.0 

8 Commonwealth Care n/a C. 58 (2006) n/a $364.9 $387.7 $255.3 $1,007.9 (6) 
9 Infrastructure and Capacity-

Building 
Infrastructure Hospitals and CHCs $30.0 $30.0 $30.0 $90.0 (7) 

Total $4,400.0 
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ATTACHMENT E
 
SAFETY NET CARE POOL PAYMENTS
 

The following notes are incorporated by reference into chart A 

(1) The provider-specific Public Service Hospital Safety Net Care payments approved by CMS are as follows:
 
For dates of service in SFY 2012: BMC, $52,000,000; CHA, $154,500,000. An additional $125,500,000 for CHA was authorized through a
 
Demonstration amendment approved on August 17, 2011.
 
For dates of service in SFY 2013: BMC, $52,000,000; CHA, $280,000,000. 

For dates of service in SFY 2014: BMC, $52,000,000; CHA, $280,000,000
 
The Commonwealth may decrease these payment amounts based on available funding without a Demonstration amendment; any increase will require a
 
Demonstration amendment.
 

(2) Health Safety Net Trust Fund (HSNTF) Safety Net Care Payments are made based on adjudicated claims, and approved by CMS on an aggregate 

basis. Consequently, actual total and provider-specific payment amounts may vary depending on volume, service mix, rates, and available funding.
 

(3) IMD claiming is based on adjudicated claims, and approved by CMS on an aggregate basis. Consequently, actual total and provider-specific payment
 
amounts may vary depending on volume, service mix, rates, and available funding. Three payment types make up the IMD category:; inpatient services
 
at psychiatric inpatient hospitals, administrative days, and inpatient services at community-based detoxification centers.
 

(4) Expenditures for items #4-5 in chart A are based on unreimbursed Medicaid and uninsured costs, and are approved by CMS on an aggregate basis. 

Consequently, the total and provider-specific amounts expended may vary depending on volume, service mix, and cost growth.
 

(5) Delivery System Transformation Initiative funds will be distributed to participating hospitals pursuant to STCs 49(e) and 52.
 

(6) Expenditures for Commonwealth Care Premium Assistance are based on actual enrollment, capitation rates, and expected enrollee contributions, and
 
are approved by CMS on an aggregate basis. Consequently, the amount for each year may vary.  Expenditures for Commonwealth Care Premium 

Assistance for Hypothetical populations (CommCare-19-20, CommCareParents, and CommCare-133 EGs) are excluded from the SNCP. For the period
 
operating under temporary extension from July 1, 2011, Commonwealth Care expenditures were funded through budget neutrality savings rather than
 
through the SNCP expenditure authority.  Therefore, the aggregate SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 

extension period to reflect this exception.
 

(7) Infrastructure and Capacity-Building (ICB) funds support Commonwealth-defined health systems improvement projects, and are approved by CMS
 
pursuant to STCs 49(d) and 50(b). Participating providers (including hospitals, community health centers, primary care practices and physicians) and
 
provider-specific amounts are determined based on a formal request for responses (RFR) process. Spending for ICB is subject to the limit described in 

STC 50(b).
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ATTACHMENT E 
SAFETY NET CARE POOL PAYMENTS 

Chart B: Sources of Funding for Approved SNCP payments for the period from the date of the approval letter through June 30, 2014, 
unless otherwise specified in STCs 48 and 49 (projected and rounded) 

# Type State law or 
regulation 

Eligible providers Total SNCP payments per SFY 
SFY 2012 Source 

of Non-
federal 
share 

SFY 2013 Source of 
Non-

federal 
share 

SFY 2014 Source of 
Non-federal 

share 

1 Public Service Hospital Safety 
Net Care Payment 

Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4 $159.4 $156.3 

3 Institutions for Mental Disease 
(IMD) 

130 CMR 
425.408, 
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0 $22.0 $24.0 

4 Special Population State-Owned 
Non-Acute Hospitals Operated 
by the Department of Public 
Health 

Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 

6 Delivery System Transformation 
Initiatives 

Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 

7 Designated State Health 
Programs 

n/a $360.0 $310.0 $130.0 

8 Commonwealth Care C. 58 (2006) n/a $364.9 $387.7 $255.3 
9 Infrastructure and Capacity-

Building for Hospitals and 
Community Health Centers 

Hospitals, community health 
centers, primary care practices 
and physicians 

$30.0 $30.0 $30.0 

Total 



 
   

 
    

    
          

        
 

 
    

 
   

    
    
   
         
    
     
    
   
     
   
    
     
        
   
  
   
  
  
       
   
   
    
    
    
    
   
    
     
   
    
    
       
    
   
      
       
     
     

 
    

      

ATTACHMENT E
 
SAFETY NET CARE POOL PAYMENTS
 

Designated State Health Programs (DSHP). The following programs are authorized for claiming as 
DSHP, subject to the overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits 
described in section VIII of the STCs. Any changes to the list of programs will require an amendment 
pursuant to the process outlined in STC 7.  This chart shall be updated pursuant to the process 
described in STC 53(b). 

Chart C: Approved Designated State Health Programs (DSHP) 

Agency Program Name 
DMH Recreational therapy services 
DMH Occupational therapy services 
DMH Individual support 
DMH Community Mental Health Center (CMHC) continuing care (non-inpatient) 
DMH Homeless support services 
DMH Individual and family flexible support 
DMH Comprehensive psychiatric services 
DMH Day services 
DMH Child/adolescent respite care services 
DMH Day Rehabilitation 
DMH Community rehabilitative support 
DMH Adult respite care services 
DOC Department of Corrections - DPH/Shattuck Hospital Services 
DPH Community Health Centers 
DPH CenterCare 
DPH Renal Disease 
DPH SANE program 
DPH Growth and nutrition programs 
DPH Prostate Cancer Prevention - Screening component 
DPH Hepatitis C 
DPH Multiple Sclerosis 
DPH Stroke Education and Public Awareness 
DPH Ovarian Cancer Screening, Education, and Prevention 
DPH Diabetes Screening and Outreach 
DPH Breast Cancer Prevention 
DPH Universal Immunization Program 
DPH Pediatric Palliative Care 
EHS Children's Medical Security Plan 
ELD Prescription Advantage 
ELD Enhanced Community Options (ECOP) 
ELD Home Care Services 
ELD Home Care Case Mgmt and Admin 
ELD Grants to Councils on Aging 
HCF Fisherman's Partnership 
HCF Community Health Center Uncompensated Care Payments 
MCB Turning 22 Program - personal vocational adjustment 
MCB Turning 22 Program - respite 
MCB Turning 22 Program - training 
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Agency Program Name 
MCB Turning 22 Program - co-op funding 
MCB Turning 22 Program - mobility 
MCB Turning 22 Program - homemaker 
MCB Turning 22 Program - client supplies 
MCB Turning 22 Program - vision aids 
MCB Turning 22 Program - medical evaluations 
MRC Turning 22 Services 
MRC Head Injured Programs 
VET Veterans' Benefits 
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ATTACHMENT F
 
RESERVED FOR PEDIATRIC ASTHMA PILOT PROGRAM PROTOCOLS
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ATTACHMENT G
 
RESERVED FOR AUTISM PAYMENT PROTOCOL
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ATTACHMENT H
 
RESERVED FOR SAFETY NET CARE POOL UNCOMPENSATED CARE COST 


PROTOCOL
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ATTACHMENT I 

HOSPITALS ELIGIBILE FOR DSTI
 

Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed below are the providers 
who are eligible to participate in DSTI for the term of this Demonstration approval period, and may be 
eligible to earn incentive payments based on an initial proportional allotment indicated below as 
outlined in STC 49(e)(7). This is not a guarantee of funding for DSTI providers, but an initial estimate 
of potential allocation and actual funding will be based upon incentive payments as outlined in an 
approved DSTI master plan, approved hospital specific DSTI plan and approved DSTI payment and 
funding protocol pursuant to STC 52. 

Participating Hospital 

Initial Proportional Allotment 
Participating Hospitals Maybe 

Eligible to Earn through Incentive 
Payments 

Foundational 
Amount of 

Funding 

Relative Share of 
Medicaid and Low-
Income Public Payer 

GPSR 
Public Acute Hospital: 
Cambridge Health Alliance $4 million $130.6 million 

Private Acute Hospitals: 
Boston Medical Center $4 million $306.7 million 
Holyoke Medical Center $4 million $20.5 million 
Lawrence General Hospital $4 million $39.3 million 
Mercy Medical Center $4 million $41.6 million 
Signature Healthcare Brockton Hospital $4 million $46.1 million 
Steward Carney Hospital $4 million $15.2 million 
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ATTACHMENT  J  
RESERVED FOR MASTER DSTI PLAN AND REIMSBURSEMENT  AND FUNDING 


PROTOCOL
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DEPARTMENT OF HEALTH & HUMAN SERVICES Centers for Medicare & Medicaid Services 

Administrator 
Washington, DC 20201 

DEC 2 O 2011 

JudyAnn Bigby, M.D. 
Secretary 
Massachusetts Executive Office of Health and Human Services 
1 Ashburton Place, Room 1109 
Boston, MA 02108 

Dear Dr. Bigby: 

We are pleased to inform you that the Commonwealth of Massachusetts' request to extend the 
section 1115 Demonstration, entitled MassHealth (11-W-00030/1), has been approved in 
accordance with section 1115(a) of the Social Security Act. The new extension period is 
approved for the period starting with the date of this approval letter through June 30, 2014. 

During this extension period, the Commonwealth proposes to use the Demonstration to 
strengthen its health care reform efforts through a two-pronged approach of restructuring the 
current Safety Net Care Pool under the Demonstration to promote health system and payment 
transformation, and to undertake several innovative new programs to advance children's health 
care coverage and parents' access to health care coverage. 

Restructuring the current Safety Net Care Pool (SNCP) is an important step forward in 
improving care delivery systems and payment models, and will enhance the Commonwealth's 
efforts to support the health care safety net and the Commonwealth Care program that provides 
sliding scale premium subsidies for the purchase of private health plan coverage for uninsured 
individuals. 

This approval will allow the Commonwealth to create Delivery System Transformation 
Initiatives (DSTI) funded through the SNCP. These initiatives are designed as incentive 
payments to support investments in health care delivery systems that will support payment 
reform, and transition away from fee-for-service payments toward alternative payment 
arrangements that reward high-quality, efficient, and integrated systems of care. As specified in 
the Special Terms & Conditions (STCs), participating hospitals will be required to demonstrate 
improvements in order to receive the incentive payments. The Commonwealth is required to 
define the specific initiatives that will align with the following four categories: developing a 
fully-integrated delivery system, improving health care outcomes and quality, payment 
transformation to value-based purchasing, and population-focused improvements. The funding 
associated with the incentive payments will be available to the Commonwealth once you submit, 
and the Centers for Medicare & Medicaid Services (CMS) approves, the Commonwealth's 
Master DSTI Plan and subsequent hospital specific plans as identified in the STCs. 
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Also, the Demonstration expands services for certain children by providing evidence-based 
intensive early intervention services for children with autism spectrum disorder. The 
Commonwealth will work to develop a pilot program focused on improving health outcomes 
for children with high risk asthma in order to reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs. 

In addition, the Commonwealth will utilize streamlined eligibility procedures to renew 
Medicaid eligibility for parents with children who are enrolled in the Supplemental Nutrition 
Assistance Program. This process will be through a new, first-of-its-kind Express Lane 
Eligibility (ELE) program for parents. This will coincide with the Commonwealth's intent to 
utilize ELE procedures for children as available through the Children's Health Insurance 
Program Reauthorization Act. 

CMS acknowledges the Commonwealth's withdrawal of the following requests as it continues to 
pursue other avenues, including planning activities focused on integrated care for dual eligibles 
with the support of a planning grant from the Center for Medicare and Medicaid Innovation: 

• 	 Include long term care-related costs in budget neutrality calculation; 
• 	 Integrate care for dual eligibles; 
• 	 Increase pharmacy co-pays above allowable State plan levels; 
• 	 Institute a co-pay for non-emergency medical transportation; 
• 	 New crisis stabilization services authority for children with serious emotional disorders; 

and 
• 	 Mandate Katie Beckett and adoption assistance children into managed care to receive 

behavioral health services. 

As indicated over the course of our discussions, CMS has not approved, and did not incorporate 
into the section 1115 Demonstration, the Commonwealth's proposal for the authority to shift 
funding under the SNCP for community health centers currently supported through Designated 
State Health Programs to uncompensated care payments for providers. Additionally, CMS 
continues to consider the Commonwealth's request to extend rebates for outpatient covered drugs to 
Commonwealth Care enrollees. 

Our approval ofthis demonstration project is subject to the limitations specified in the approved 
waivers, expenditure authorities,. and title XIX requirements not applicable. The Commonwealth may 
deviate from the Medicaid State plan requirements only to the extent those requirements have been 
specifically waived or granted expenditure authority or specified as title XIX requirements not 
applicable. 

The approval is also conditioned upon compliance with the enclosed STCs defining the nature, 
character, and extent ofFederal involvement in this project. This award letter is subject to our receipt 
ofyour written acceptance ofthe award and acceptance ofthe STCs, waiver list, and expenditure 
authority within 30 days ofthe date ofthis letter. 
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Your project officer is Ms. Rebecca Burch Mack. Ms. Burch Mack is available to answer any 
questions concerning your section 1115 Demonstration. Her contact information is as follows: 

Centers for Medicare & Medicaid Services
 
Center for Medicaid and CHIP Services
 
Mail Stop S2-01-16
 
7500 Security Boulevard 

Baltimore, MD 21244-1850
 
Telephone: (410) 786-6879
 
Facsimile: (410) 786-5882
 
E-mail:  Rebecca.BurchMack@cms.hhs.gov
 

Official communications regarding program matters should be sent simultaneously to Ms. Burch 
Mack and to Mr. Richard McGreal, Associate Regional Administrator in our Boston Regional 
Office. Mr. McGreal's contact information is as follows: 

Centers for Medicare & Medicaid Services
 
JFK Federal Building
 
Room2325
 
Boston, MA 02203
 

We extend  our  congratulations  to  you on  the  approval  of  the  Demonstration  extension.  If  you  
have  any  questions  regarding  this  correspondence,  please  contact  Ms.  Victoria  Wachino,  
Director,  Children  and  Adults  Health  Programs  Group,  Centers  for  Medicaid  and  CHIP  Services,  
(410)  786-5647.  

We look forward to continuing to work with you and your staff. 

Sincerely, 

Marilyn Tavenner 
Acting Administrator 

Enclosures 

/Marilyn Tavenner/

mailto:Rebecca.BurchMack@cms.hhs.gov
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cc: 	 Richard McGreal, ARA, Region I 
Aaron Wesolowski, State Representative 
Rebecca Burch Mack, Project Officer 



CENTERS FOR MEDICARE & MEDICAID SERVICES 

EXPENDITURE AUTHORITY 


NUMBER: 1 l-W-00030/1 

TITLE: MassHealth Medicaid Section 1115 Demonstration 

AWARDEE: Massachusetts Executive Office of Health and Human Services 

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made 
by Massachusetts for the items identified below, which are not otherwise included as 
expenditures under section 1903 of the Act shall, for the period of this Demonstration extension 
(date of the approval letter through June 30, 2014), unless otherwise specified, be regarded as 
expenditures under the State's title XIX plan. All previously approved expenditure authorities 
for this Demonstration are superseded by those set forth below for the State's expenditures 
relating to dates of service during this Demonstration extension. 

The following expenditure authorities may only be implemented consistent with the approved 
Special Terms and Conditions (STCs) and shall enable the Commonwealth of Massachusetts 
(State/Commonwealth) to operate its MassHealth section 1115 Medicaid Demonstration. 

I. Demonstration Population Expenditures 

1. 	 CommonHealth Adults. Expenditures for health care-related costs for adults aged 19 
through 64 who are totally and permanently disabled and not eligible for Standard 
coverage, but who are: 

a. 	 Employed; or 

b. 	 Not employed and meet a one-time only deductible. 

2. 	 CommonHealth Children. Expenditures for health care-related costs for children from 
birth through age 18 who are totally and permanently disabled with incomes greater than 
150 percent of the Federal poverty level (FPL) and who are not eligible for Standard 
coverage. 

3. 	 Family Assistance [e-Family Assistance and e-HIV/FA]. Expenditures for health care
related costs for the following individuals with incomes at or below 200 percent of the 
FPL: 

a. 	 Individuals who are HIV-positive, if they are age 64 or younger, are not 
institutionalized, and are not otherwise eligible under the Massachusetts Medicaid 
State Plan. These expenditures include the 60-day period between the time an 
individual submits an application and the time that the individual provides to the 
Commonwealth proof of his or her HIV -positive health status. 
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b. Non-disabled children who are not otherwise eligible under the Massachusetts 
Medicaid State Plan due to family income. 

4. 	 Breast and Cervical Cancer Treatment Program [BCCTP]. Expenditures for health 
care-related costs for uninsured women under the age of 65 with breast or cervical 
cancer, who are not otherwise eligible under the Massachusetts State Plan, have income 
at or below 250 percent of the FPL, and have been screened through the Centers for 
Disease Control and Prevention's National Breast and Cervical Cancer Early Detection 
Program administered by the Massachusetts' Department of Public Health. 

5. 	 Insurance Partnership [IRP]. Expenditures for the cost of employer-sponsored 

insurance (ESI) for persons under the age of 65 as follows: 


a. 	 Employee Subsidy. Expenditures for a portion of the employee cost for an ESI 
plan which meets the basic benefit levels and where the employer contributes at 
least 50 percent of the cost ofhealth insurance benefits, for individuals (including 
employees, sole proprietors, and self-employed persons) whose gross family 
income is no more than 300 percent of the FPL. 

b. 	 Employer Subsidy. Expenditures for a portion of employer costs of qualified 
new employer-provided health insurance (insurance not offered prior to 
January 1, 1999) except that such expenditures are not authorized for sole 
proprietors and self-employed individuals. 

6. 	 Basic. Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are 
receiving Emergency Aid to Elders, Disabled, and Children, or services from the 
Department of Mental Health. 

7. 	 Essential. Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are not 
eligible for Basic coverage. 

8. 	 Medical Security Plan. Expenditures for health care-related costs for individuals with 
incomes at or below 400 percent of the FPL receiving unemployment benefits from the 
Division of Unemployment Assistance. 

9. 	 Commonwealth Care. Expenditures for premium assistance for the purchase of 
commercial health insurance products for uninsured individuals with income at or below 
300 percent of the FPL who are not otherwise eligible under the Massachusetts State plan 
or any other eligibility category. 

II. Service-Related Expenditures 

a. 	 Premium Assistance. Expenditures for premium assistance payments to enable 
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individuals enrolled in the CommonHealth (Adults and Children), Family 
Assistance, Basic and Essential Populations to enroll in employer-sponsored or 
other group health insurance to the extent the Commonwealth determines that 
insurance to be cost effective. 

b. 	 Pediatric Asthma Pilot Program. Pediatric Asthma Pilot Program. Expenditures 
related to a pilot program, as outlined in STC 39, focused on pediatric asthma that 
will provide a payment such as a per member/per month (PMPM) payment to 
participating providers for asthma-related services, equipment, and supports for 
management of pediatric asthma for Demonstration eligible children, ages 2 
through 18 at the time of enrollment in the pilot, who have high-risk asthma. The 
pilot may include multiple phases, and may include non-traditional services, 
supplies, and community supports for environmental home mitigation associated 
with pediatric asthma. The authority for this pilot program to receive FFP is not 
effective until CMS approval of the protocols and amendments to such protocols as 
outlined in STC 39(g) and (h). 

c. 	 Intensive Early Intervention Services for Children with Autism Spectrum 
Disorder. Expenditures related to evidence-based intensive early intervention 
habilitative services to MassHealth-eligible children, ages 0 to three years with a 
confirmed diagnosis of an autism spectrum disorder (ASD) who have an Individual 
Family Services Plan (IFSP) that identifies medically necessary Applied 
Behavioral Analysis-based (ABA) services, and who are not otherwise enrolled 
through the State's currently approved section 1915(c) home and community-based 
services (HCBS) waiver, entitled "Children's Autism Spectrum Disorder Waiver," 
CMS base control number 40207, and because the child has not been determined to 
meet institutional level of care (LOC) requirements. The authority for this 
program to receive FFP is not effective until CMS approval of the protocol as 
outlined in STC 40(h). 

d. 	 Diversionary Behavioral Health Services. Expenditures for benefits specified in 
Table C of Section V, STC 38 to the extent not available under the Medicaid State 
plan. 

III. 	 Medicaid Eligibility Quality Control. Expenditures that would have been disallowed 
under section 1903(u) of the Act based on Medicaid Eligibility Quality Control findings. 

IV. 	 Safety Net Care Pool (SNCP). Expenditures for the following categories of 
expenditures, subject to overall SNCP limits and category-specific limits set forth in the 
STCs. 

a. 	 Commonwealth Care. Expenditures for premium assistance under the 
Commonwealth Care health insurance program for coverage through 
December 31, 2013, for individuals ages 21 and over without dependent children 
with income above 133 percent of the FPL through 300 percent of the FPL. 
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b. 	 Designated State Health Programs (DSHP). Expenditures for designated 
programs that provide health services, that are otherwise State-funded, for health 
services with dates of service through December 31, 2013, as specified in 
Attachment E of the Special Terms and Conditions. 

c. 	 Providers. As described in Attachment E, and limited to the extent permitted 
under the SNCP limits under STC 49 and STC 50, expenditures for payments to 
providers, including: acute hospitals and health systems, non-acute hospitals, and 
other providers ofmedical services to support uncompensated care for Medicaid 
FFS, Medicaid managed care, Commonwealth Care, and low-income uninsured 
individuals, and expenditures for payments for otherwise covered services 
furnished to individuals who are inpatients in an Institution for Mental Disease 
(IMD). 

d. 	 Infrastructure and Capacity-building. Expenditures limited to five percent of the 
aggregate SNCP cap over the period from the date of the approval letter through 
June 30, 2014, for capacity-building and infrastructure for the improvement or 
continuation of health care services that benefit the uninsured, underinsured, 
MassHealth, Demonstration, and SNCP populations. Infrastructure and capacity
building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c). 
Activities funded under this expenditure authority are not eligible for Delivery 
System Transformation Initiative (DSTI) incentive payments. 

e. 	 Delivery System Transformation Initiatives. Expenditures pursuant to STCs 49( e) 
and 52 for incentive payments to providers for the development and 
implementation of a program that supports hospital's efforts to enhance access to 
health care, the quality of care, and the health of the patients and families they 
serve and that will transform the current payment and delivery system models. 

V. 	 Express Lane Eligibility for Parents/Caretaker Relatives Population. Expenditures 
for parents and caretaker relatives who would not be eligible under either the State plan 
or other full-benefit Demonstration Populations, but for Express Lane eligibility 
determinations. This authority is not effective until approval of a Medicaid Express 
Lane Eligibility State plan amendment applicable to children. 

VI. 	 Extended Express Lane Eligibility for Children's Population. Expenditures for 
children who would not be eligible under the Title XIX State plan, Title XXI State child 
health plan or other full-benefit Demonstration Populations, but for Express Lane 
eligibility determinations, for the period after September 30, 2013. This authority is not 
effective until approval of a Medicaid Express Lane Eligibility State plan amendment 
applicable to children. 
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1 See section IV, Eligibility and Enrollment, for an eligibility chart describing hypothetical populations. 

All requirements of the Medicaid program expressed in law, regulation, and policy statements 
that are explicitly waived under the Waiver List herein shall similarly not apply to any other 
expenditures made by the State pursuant to its Expenditure Authority hereunder. In addition, 
none of the Medicaid program requirements as listed and described below shall apply to such 
other expenditures. All other requirements of the Medicaid program expressed in law, 
regulation, and policy statements shall apply to such other expenditures. 

The Following Title XIX Requirements Do Not Apply to These Expenditure Authorities. 

1. 	 Cost Sharing Section 1902(a)(l4) insofar as it 
incorporates Section 1916 and 
1916A 

To enable Massachusetts to impose premiums and cost-sharing in excess of statutory limits 
on individuals enrolled in programs under demonstration expenditure authority as outlined in 
Attachment B of the STCs. 

2. Out-of-State Services 	 Section 1902(a)(16) 

To exempt the State from making payments for otherwise covered services rendered to 
individuals enrolled in these demonstration programs when such benefits are rendered out-of
State. 

In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential Coverage 

3. 	 Early and Periodic Screening, Diagnostic and Section 1902(a)(43) 

Treatment Services (EPSDT) 


To exempt Massachusetts from furnishing or arranging for EPSDT services for individuals 
enrolled in these demonstration programs. 

4. 	 Assurance of Transportation Section 1902(a)(4) insofar 

as it incorporates 42 CFR 

431.53 

To enable Massachusetts to provide benefit packages to individuals enrolled in these 
demonstration programs that do not include transportation. 

In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential (non-hypothetical1 Essential 
population) Coverage 
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5. Reasonable Promptness Section 1902(a)(8) 


To enable Massachusetts to cap enroll~ent and maintain waiting lists for these demonstration 

programs. 

6. Mandatory Services 
7 

Section 1902(a)(10)(A) 
insofar as it incorporates 
Section 1905(a) 

To exempt the State from providing all mandatory services to individuals enrolled in these 
demonstration programs as outlined in Table B of STC 37. 

No Title XIX Requirements are Applicable to Expenditures for the Medical Security Plan, 
Commonwealth Care, and the Safety Net Care Pool except the Following. 

7. Actuarial Soundness 42 C.F .R. 438.6(c) 

To enable Massachusetts to require Commonwealth Care providers to be subject to 
actuarially sound rates. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
SPECIAL TERMS AND CONDITIONS 

 
 
 
 
NUMBER: 11-W-00030/1 

TITLE: MassHealth Medicaid Section 1115 Demonstration 

AWARDEE: Massachusetts Executive Office of Health and Human Services 
(EOHHS) 

 
 
 
I. PREFACE 

 
The following are the Special Terms and Conditions (STCs) for the Massachusetts MassHealth 
section 1115(a) Medicaid demonstration (hereinafter “Demonstration”). The parties to this 
agreement are the Massachusetts Executive Office of Health and Human Services 
(State/Commonwealth) and the Centers for Medicare & Medicaid Services (CMS). The STCs 
set forth in detail the nature, character, and extent of Federal involvement in the Demonstration 
and the Commonwealth’s obligations to CMS during the life of the Demonstration. The STCs 
are effective as of the date of the approval letter, unless otherwise specified. All previously 
approved STCs are superseded by the STCs set forth below for the State’s expenditures relating 
to dates of service during this Demonstration extension.  This Demonstration extension is 
approved effective the date of the approval letter, through June 30, 2014, unless otherwise 
specified. 

 
The STCs have been arranged into the following subject areas: 
I. Preface 
II. Program Description and Objectives 
III. General Program Requirements 
IV. Eligibility and Enrollment 
V. Demonstration Programs and Benefits 
VI. Delivery System 
VII. Cost Sharing 
VIII. The Safety Net Care Pool 
IX. General Reporting Requirements 
X. General Financial Requirements Under Title XIX 
XI. Monitoring Budget Neutrality for the Demonstration 
XII. Evaluation of the Demonstration 
XIII. Schedule of Deliverables for the Demonstration Extension Period 
Attachment A. Overview of Children’s Eligibility in MassHealth 
Attachment B. Cost Sharing 
Attachment C. Quarterly Operational Report Content and Format  
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Attachment D. MassHealth Historical Per Member/Per Month Limits 
Attachment E. Safety Net Care Pool Payments 
Attachment F. Reserved for Pediatric Asthma Pilot Program Protocols 
Attachment G. Reserved for Autism Payment Protocol 
Attachment H. Reserved for Safety Net Care Pool Uncompensated Care Cost Protocol 
Attachment I. Hospitals Eligible for DSTI 
Attachment  J. Reserved for Master DSTI Plan and Payment and Funding Protocol 

 
II. PROGRAM DESCRIPTION AND OBJECTIVES 

 
The MassHealth Demonstration is a statewide health reform effort encompassing multiple 
delivery systems, eligibility pathways, program types and benefit levels.  The Demonstration was 
initially implemented in July 1997, and expanded Medicaid income eligibility for certain 
categorically eligible populations including pregnant women, parents or adult caretakers, infants, 
children and individuals with disabilities. Eligibility was also expanded to certain non- 
categorically eligible populations, including unemployed adults and non-disabled persons living 
with Human Immunodeficiency Virus (HIV).  Finally, the Demonstration also authorized the 
Insurance Partnership program which provides premium subsidies to both qualifying small 
employers and their low-income employees for the purchase of private health insurance. The 
Commonwealth was able to support these expansions by requiring certain beneficiaries to enroll 
in managed care delivery systems to generate savings. However, the Commonwealth’s preferred 
mechanism for achieving coverage has consistently been employer-sponsored insurance, 
whenever available and cost-effective. 

 

 

 

The implementation of mandatory managed care enrollment under MassHealth changed the way 
health care was delivered resulting in a new focus on primary care, rather than institutional care. 
In order to aid this transition to managed care, the Demonstration authorized financial support in 
the form of supplemental payments for two managed care organizations (MCOs) operated by 
safety net hospital providers in the Commonwealth to ensure continued access to care for 
Medicaid enrollees.  These payments ended in 2006. 

In the 2005 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
and State Medicaid dollars to further expand coverage directly to the uninsured, funded in part 
by redirecting certain public funds that were dedicated to institutional reimbursement for 
uncompensated care to coverage programs under an insurance-based model.  This agreement led 
to the creation of the Safety Net Care Pool (SNCP). This restructuring laid the groundwork for 
health care reform in Massachusetts, because the SNCP allowed the Commonwealth to develop 
innovative Medicaid reform efforts by supporting a new insurance program. 

Massachusetts’ health care reform legislation passed in April 2006. On July 26, 2006 CMS 
approved an amendment to the MassHealth Demonstration to incorporate those health reform 
changes.  This amendment included: 

• the authority to establish the Commonwealth Care program under the SNCP to provide 
sliding scale premium subsidies for the purchase of commercial health plan coverage for 
uninsured persons at or below 300 percent of the FPL; 
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• the development of payment methodologies for approved expenditures from the SNCP; 
• an expansion of employee income eligibility to 300 percent of the FPL under the Insurance 

Partnership; and 
• increased enrollment caps for MassHealth Essential and the HIV/Family Assistance 

Program. 
 

At this time there was also an eligibility expansion in the Commonwealth’s separate title XXI 
program for optional targeted low-income children between 200 percent and 300 percent of the 
FPL, which enabled parallel coverage for children in households where adults are covered by 
Commonwealth Care.  This expansion ensured that coverage is equally available to all members 
of low-income families.  With the combination of previous expansions and the recent health 
reform efforts, the MassHealth Medicaid section 1115 Demonstration now covers approximately 
1.5 million low-income persons. 

 
In the 2008 extension of the Demonstration, CMS and the Commonwealth agreed to reclassify 
three eligibility groups (those aged 19 and 20 under the Essential and Commonwealth Care 
programs and custodial parents and caretakers in the Commonwealth Care program) with a 
categorical link to the title XIX program as “hypotheticals” for budget neutrality purposes as the 
populations could be covered under the State plan.  As part of the renewal, the SNCP was also 
restructured to allow expenditure flexibility through a 3-year aggregate spending limit rather than 
annual limits; a gradual phase out of Federal support for the Designated State Health Programs; 
and a prioritization in the SNCP to support the Commonwealth Care Program. 

 

 

 

Three amendments were approved in 2010 and 2011 to allow for additional flexibility in the 
Demonstration.  On September 30, 2010, CMS approved an amendment to allow Massachusetts 
to (1) increase the MassHealth pharmacy co-payment from $2 to $3 for generic prescription 
drugs; (2) provide relief payments to Cambridge Health Alliance totaling approximately $216 
million; and (3) provide relief payments to private acute hospitals in the Commonwealth totaling 
approximately $270 million. 

On January 19, 2011, CMS approved an amendment to: (1) increase authorization for Designated 
State Health Programs for State Fiscal Year 2011 to $385 million; (2) reclassification of 
Commonwealth Care adults without dependent children with income up to and including 133 
percent of the Federal Poverty Level (FPL) as a “hypothetical” population for purposes of budget 
neutrality as the population could be covered under the State plan; and (3) allow the following 
populations to be enrolled into managed care: (a) participants in a Home and Community-Based 
Services Waiver; (b) Katie Beckett/ Kaileigh Mulligan children; and (c) children receiving title 
IV-E adoption assistance. 

Additionally, on August 17, 2011, CMS approved an amendment to authorize expenditure 
authority for a maximum of $125.5 million for State fiscal year (SFY) 2012 for Cambridge 
Health Alliance through the SNCP for uncompensated care costs. This funding was approved 
with the condition that it be counted toward a budget neutrality limit eventually approved for 
SFY 2012 as part of the 2011 extension. 
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In the 2011 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
and State Medicaid dollars for the following purposes: 

• support a Pediatric Asthma Pilot Program focused on improving health outcomes and 
reducing associated Medicaid costs for children with high-risk asthma; 

• offer early intervention services for children with autism who are not otherwise eligible 
through the Commonwealth’s currently approved section 1915(c) home and community- 
based services waiver because the child has not been determined to meet institutional 
level of care requirements; 

• utilize Express Lane eligibility to conduct renewals for parents and caretakers to coincide 
with the Commonwealth’s intent to utilize Express Lane eligibility for children; and 

• further expand the SNCP to provide incentive payments to participating hospitals for 
Delivery System Transformation Initiatives focused on efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

 
For this extension period, the Commonwealth’s goals under the Demonstration are: 

• Maintain near-universal health care coverage for all citizens of the Commonwealth and 
reduce barriers to coverage; 

• Continue the redirection of spending from uncompensated care to insurance coverage; 
• Implement delivery system reforms that promote care coordination, person-centered care 

planning, wellness, chronic disease management, successful care transitions, integration of 
services, and measurable health outcome improvements; and 

• Advance payment reforms that will give incentives to providers to focus on quality, rather 
than volume, by introducing and supporting alternative payment structures that create and 
share savings throughout the system while holding providers accountable for quality care. 

 

 

 

 

 

III. GENERAL PROGRAM REQUIREMENTS 

1. Compliance with Federal Non-Discrimination Statutes. The State must comply with all 
applicable Federal statutes relating to non-discrimination. These include, but are not limited 
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, 
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

2. Compliance with Medicaid and CHIP Law, Regulation, and Policy. All requirements of 
the Medicaid program and Children’s Health Insurance Program (CHIP) for the separate 
CHIP population, expressed in law, regulation, and policy statement, not expressly waived or 
identified as not applicable in the waiver and expenditure authority documents (of which 
these terms and conditions are part), must apply to the Demonstration. 

3. Changes in Medicaid and CHIP Law, Regulation, and Policy. The State must, within the 
timeframes specified in law, regulation, or policy statement, come into compliance with any 
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP programs that 
occur during this Demonstration approval period, unless the provision being changed is 
expressly waived or identified as not applicable. 
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4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy 
Statements. 

a) To the extent that a change in Federal law, regulation, or policy requires either a 
reduction or an increase in Federal financial participation (FFP) for expenditures made 
under this Demonstration, the State must adopt, subject to CMS approval, a modified 
budget neutrality agreement as well as a modified allotment neutrality worksheet for the 
Demonstration as necessary to comply with such a change. The modified agreement will 
be effective upon the implementation of the change. The trend rates for the budget 
neutrality agreement are not subject to change under this subparagraph. 

 

 

 

 

 

 

b) If mandated changes in the Federal law require State legislation, the changes must take 
effect on the earlier of the day such State legislation becomes effective, or on the last day 
such legislation was required to be in effect under the law. 

5. State Plan Amendments.  The State will not be required to submit title XIX or title XXI 
State plan amendments (SPAs) for changes affecting any populations made eligible solely 
through the Demonstration.  If a population eligible through the Medicaid or CHIP State Plan 
is affected by a change to the Demonstration, a conforming amendment to the appropriate 
State plan may be required except as otherwise noted in these STCs. 

6. Changes Subject to the Amendment Process.  Changes related to eligibility, enrollment, 
benefits, delivery systems, cost sharing, evaluation design, sources of non-Federal share of 
funding, budget neutrality, and other comparable program elements specified in these STCs 
must be submitted to CMS as amendments to the Demonstration. All amendment requests 
are subject to approval at the discretion of the Secretary in accordance with section 1115 of 
the Act. The State must not implement changes to these elements without prior approval by 
CMS.  Amendments to the Demonstration are not retroactive and FFP will not be available 
for changes to the Demonstration that have not been approved through the amendment 
process set forth in STC 7 below. 

7. Amendment Process.  Requests to amend the Demonstration must be submitted to CMS for 
approval no later than 120 days prior to the planned date of implementation of the change 
and may not be implemented until approved.  CMS reserves the right to deny or delay 
approval of a Demonstration amendment based on non-compliance with these STCs, 
including, but not limited to, failure by the State to submit required reports and other 
deliverables in a timely fashion according to the deadlines specified therein. Amendment 
requests must include, but are not limited to, the following: 

a) An explanation of the public process used by the Commonwealth consistent with the 
requirements of STC 14 to reach a decision regarding the requested amendment; 

b) A data analysis which identifies the specific “with waiver” impact of the proposed 
amendment on the current budget neutrality agreement. Such analysis must include 
current total computable “with waiver” and “without waiver” status on both a summary 
and detailed level through the current extension approval period using the most recent  
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actual expenditures, as well as summary and detailed projections of the change in the 
“with waiver” expenditure total as a result of the proposed amendment which isolates (by 
Eligibility Group (EG)) the impact of the amendment; 

c) An up-to-date CHIP allotment neutrality worksheet, if necessary; 
 

 

 

 

 

 

 

 

 
 
 
 

d) A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation including a conforming title XIX and/or title XXI 
State plan amendment, if necessary; and 

e) If applicable, a description of how the evaluation design will be modified to incorporate 
the amendment provisions. 

8. Extension of the Demonstration.  States that intend to request demonstration extensions 
under sections 1115(e) or 1115(f) are advised to observe the timelines contained in those 
statutes.  Otherwise, no later than 12 months prior to the expiration date of the 
Demonstration, the chief executive officer of the State must submit to CMS either a 
Demonstration extension request or a phase-out plan consistent with the requirements of STC 
9. 

As part of the Demonstration extension request, the State must provide documentation of 
compliance with the public notice requirements outlined in STC 14, as well as include the 
following supporting documentation: 

a) Demonstration Summary and Objectives. The State must provide a summary of the 
demonstration project, reiterate the objectives set forth at the time the demonstration was 
proposed and provide evidence of how these objectives have been met. 

b) Special Terms and Conditions. The State must provide documentation of its compliance 
with each of the STCs.  Where appropriate, a brief explanation may be accompanied by 
an attachment containing more detailed information.  Where the STCs address any of the 
following areas, they need not be documented a second time. 

c) Quality. The State must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO) and State quality assurance 
monitoring, and any other documentation of the quality of care provided under the 
demonstration. 

d) Compliance with the Budget Neutrality Cap. The State must provide financial data (as set 
forth in the current STCs) demonstrating that the State has maintained and will maintain 
budget neutrality for the requested period of extension. CMS will work with the State to 
ensure that Federal expenditures under the extension of this project do not exceed the 
Federal expenditures that would otherwise have been made.  In doing so, CMS will take 
into account the best estimate of current trend rates at the time of the extension. 
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e) Interim Evaluation Report.  The State must provide an evaluation report reflecting the 
hypotheses being tested and any results available. 

 
9. Demonstration Phase-Out.  The State may only suspend or terminate this Demonstration in 

whole, or in part, consistent with the following requirements. 

a) Notification of Suspension or Termination. The State must promptly notify CMS in 
writing of the reason(s) for the suspension or termination, together with the effective date 
and a phase-out plan.  The State must submit its notification letter and a draft phase-out 
plan to CMS no less than 5 months before the effective date of the Demonstration’s 
suspension or termination.  Prior to submitting the draft phase-out plan to CMS, the State 
must publish on its website the draft phase-out plan for a 30-day public comment period. 
In addition, the State must conduct tribal consultation in accordance with its approved 
tribal consultation State Plan Amendment.  Once the 30-day public comment period has 
ended, the State must provide a summary of each public comment received, the State’s 
response to the comment and how the State incorporated the received comment into a 
revised phase-out plan. 

 

 

 

 

b) The State must obtain CMS approval of the phase-out plan prior to the implementation of 
the phase-out activities. Implementation of phase-out activities must be no sooner than 14 
days after CMS approval of the phase-out plan. 

c) Phase-out Plan Requirements. The State must include, at a minimum, in its phase-out 
plan the process by which it will notify affected beneficiaries, the content of said notices 
(including information on the beneficiary’s appeal rights), the process by which the State 
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries, 
and ensure ongoing coverage for eligible individuals, as well as any community outreach 
activities. 

d) Phase-out Procedures. The State must comply with all notice requirements found in 42 
CFR §431.206, 431.210 and 431.213.  In addition, the State must assure all appeal and 
hearing rights afforded to Demonstration participants as outlined in 42 CFR §431.220 
and 431.221.  If a Demonstration participant requests a hearing before the date of action, 
the State must maintain benefits as required in 42 CFR §431.230.  In addition, the State 
must conduct administrative renewals for all affected beneficiaries in order to determine 
if they qualify for Medicaid eligibility under a different eligibility category as discussed 
in October 1, 2010, State Health Official Letter #10-008. 

e) FFP. If the project is terminated or any relevant waivers suspended by the State, FFP 
shall be limited to normal closeout costs associated with terminating the Demonstration 
including services and administrative costs of disenrolling participants. 

 
10. CMS Right to Terminate or Suspend.  CMS may suspend or terminate the Demonstration, 

in whole or in part, at any time before the date of expiration, whenever it determines 
following a hearing that the State has materially failed to comply with the terms of the  
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project. CMS must promptly notify the State in writing of the determination and the reasons 
for the suspension or termination, together with the effective date. 

 
11. Finding of Non-Compliance. The State does not relinquish its rights to administratively 

and/or judicially challenge CMS' finding that the State materially failed to comply. 
 

12. Withdrawal of Waiver Authority.  CMS reserves the right to withdraw waivers or 
expenditure authorities at any time it determines that continuing the waivers or expenditure 
authorities would no longer be in the public interest or promote the objectives of title XIX. 
CMS will promptly notify the State in writing of the determination and the reasons for the 
withdrawal, together with the effective date, and afford the State an opportunity to request a 
hearing to challenge CMS’ determination prior to the effective date.  If a waiver or 
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with 
terminating the waiver or expenditure authority, including services and administrative costs 
of disenrolling participants. 

 
13. Adequacy of Infrastructure.  The Commonwealth will ensure the availability of adequate 

resources for implementation and monitoring of the Demonstration, including education, 
outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing 
requirements; and reporting on financial and other Demonstration components. 

 
14. Public Notice, Tribal Consultation, and Consultation with Interested Parties.  The State 

must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 
27, 1994) and the tribal consultation requirements pursuant to section 1902(a)(73) of the Act 
as amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009 and 
the tribal consultation requirements at outlined in the State’s approved State plan, when any 
program changes to the Demonstration including (but not limited to) those referenced in STC 
6, are proposed by the State.  In States with Federally recognized Indian tribes, Indian health 
programs, and/or Urban Indian organizations, the State must to submit evidence to CMS 
regarding the solicitation of advice from these entities prior to submission of any amendment 
or extension of this Demonstration.  The State must also comply with the Public Notice 
Procedures set forth in 42 CFR 447.205 for changes in Statewide methods and standards for 
setting payment rates. 

 
15. Quality Review of Eligibility.  The Commonwealth will continue to submit by December 

31st   of each year an alternate plan for Medicaid Eligibility Quality Control (MEQC) as 
permitted by Federal regulations at 42 CFR 431.812(c). Based on the approved MEQC 
activities, the Commonwealth will be assigned a payment error rate equal to the FFY 1996 
State error rate for the duration of this section 1115 demonstration project. 

 
16. FFP. No Federal matching funds for expenditures for this Demonstration will take effect 

until the effective date identified in the Demonstration approval letter. 
 
IV. ELIGIBILITY AND ENROLLMENT 
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17. Eligible Populations.   This Demonstration affects mandatory and optional Medicaid State 
plan populations as well as populations eligible for benefits only through the Demonstration. 

 

 

 

 

 

 

 

 

The criteria for MassHealth eligibility are outlined in a Table A at the end of section IV of 
the STCs which shows each specific group of individuals; under what authority they are 
made eligible for the demonstration; the name of the eligibility and expenditure group under 
which expenditures are reported to CMS and the budget neutrality expenditure agreement is 
constructed; and the corresponding demonstration program under which benefits are 
provided.  Attachment A provides a complete overview of MassHealth coverage for 
children, including the separate title XXI CHIP program, which is incorporated by reference. 

Eligibility is determined based on an application by the beneficiary. 

18. Retroactive Eligibility.  Retroactivity eligibility is provided only in accordance to Table D. 

19. Calculation of Financial Eligibility. Financial eligibility for Demonstration programs is 
determined by comparing the family group’s gross monthly income with the applicable 
income standard for the specific coverage type. The monthly income standards are 
determined according to annual Federal Poverty Level (FPL) standard published in the 
Federal Register. 

20. Express Lane Eligibility.  The Medicaid State agency may rely on a finding from an 
Express lane agency when determining whether a parent or caretaker satisfies one or more 
components of eligibility derived through the Medicaid State plan or Demonstration at the 
time of redetermination. The authority to provide Express Lane eligibility procedures for 
parents and caretakers is not effective until the effective date of the companion Medicaid 
State plan amendment applicable to children. All procedures outlined in the companion 
Medicaid Express Lane Eligibility SPA must also apply to Express Lane eligibility 
determinations for parents and caretakers. 

The authority to provide Express Lane eligibility procedures will also remain in effect 
through the renewal period for children notwithstanding sunset dates for Express Lane 
Eligibility under title XIX and title XXI applicable to the companion State plan amendments. 
This authority is subject to approval of the Medicaid Express Lane Eligibility State plan 
amendment. 

21. Presumptive Eligibility. Presumptive eligibility is offered to certain children who appear 
eligible for MassHealth Standard or Family Assistance as well as pregnant women who 
appear eligible for MassHealth Prenatal program. 

a) Presumptive eligibility begins 10 calendar days prior to the date the Medical Benefit 
Request (MBR) is received at the MassHealth Enrollment Center (MEC) or MassHealth 
outreach site and lasts until MassHealth makes an eligibility determination (but no longer 
than 60 days).  If information necessary to make the eligibility determination is not  
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submitted within 60 days after the begin date, the MBR will be deactivated and 
presumptive eligibility will end. 

 

 

 

 

 

 

b) A child may receive presumptive eligibility only once in a 12-month period. 

c) A presumptively-eligible child receiving services under the Family Assistance program is 
not assessed a monthly health insurance MassHealth premium. 

22. Verification of Human Immunodeficiency Virus (HIV).  For individuals who indicate on 
the MBR that they have HIV, a determination of eligibility will be made once family group 
income has been verified.  Persons who have not submitted verification of HIV diagnosis 
within 60 days of the eligibility determination shall subsequently have their eligibility 
redetermined as if they did not have HIV. 

23. Eligibility Exclusions. Notwithstanding the eligibility criteria outlined in this section or in 
Table A, the following individuals are excluded from this Demonstration. Payments or 
expenditures related to uncompensated care for such individuals as defined in STC 49(c), 
however, may be included as allowable expenditures under the Safety Net Care Pool 
(SNCP), including the Designated State Health Programs (DSHP). 

Individuals 65 years and older (unless a parent or caretaker relative of a child 18 
years old or younger or an enrollee in the Medical Security Plan) 
Individuals who are institutionalized 
Participants in Program of All-Inclusive Care of the Elderly (PACE) 
Refugees served through the Refugees Resettlement Program 

24. Enrollment Caps.  The Commonwealth is authorized to impose enrollment caps on 
populations made eligible solely through the Demonstration, except that enrollment caps may 
not be imposed for the Demonstration Expansion Population Groups listed as 
“Hypotheticals” in Table A. Setting and implementing specific caps are considered 
amendments to the Demonstration and must be made consistent with section III, STC 7. 
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Table A. MassHealth State Plan Base Populations* (See STC 63(f) for terminology) 

Medicaid 
Mandatory and 

Optional State Plan 
Groups 

(Categorical 
Eligibility) 

 
 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

 
 
 

Funding Stream 

 
 

Expenditure and 
Eligibility Group (EG) 

Reporting 

 
 

MassHealth 
Demonstration 

Program 

 
 
 

Comments 

 
AFDC-Poverty Level 
infants 

 
< Age 1: 0 through 
185% 

 
 

Title XIX 

 
 

Base Families 

 
 

Standard** 

 
Up to 60 days presumptive eligibility 
for children with unverified income 

 
 
 

Medicaid Expansion 
infants 

 
 
 

< Age 1: 185.1 through 
200% 

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 

 
 

1902(r)(2) Children 

1902(r)(2) XXI RO 

 

 
 
 

Standard 

 
 
 

Up to 60 days presumptive eligibility 
for children with unverified income 

 
 
 
 
 

AFDC-Poverty Level 
Children and 
Independent Foster 
Care Adolescents 

• Age 1 - 5: 0 through 
133% 

 
• Age 6 - 17: 0 

through 114% 
 
• Independent Foster 

Care Adolescents 
aged out of DCF 
until the age of 21 
without regard to 
income or assets 

 
 
 
 
 
 

Title XIX 

 
 
 
 
 
 

Base Families 

 
 
 
 
 
 

Standard 

 
 
 
 
 
 

Up to 60 days presumptive eligibility 
for children with unverified income 

 
AFDC-Poverty Level 
Children 

 
 

Medicaid Expansion 
Children I 

 
 
• Age 6 - 17: 114.1% 

through 133% 
 

• Age 18: 0 through 
133% 

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 

 
 

Base Families 

Base Families XXI RO 

 
 
 
 

Standard 

 

 
 
 

Up to 60 days presumptive eligibility 
for children with unverified income 
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Table A. MassHealth State Plan Base Populations (continued)* 

Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

 
 

Funding Stream 

 

Expenditure and 
Eligibility Group (EG) 

Reporting 

 

MassHealth 
Demonstration 

Program 

 
 

Comments 

 

 
 
 

Medicaid Expansion 
Children II 

 

 
 
 

Ages 1 - 18: 133.1 through 
150% 

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured 
at the time of 
application 

• Funded through title 
XIX if title XXI is 
exhausted 

 
 
 

1902(r)(2) Children 

1902(r)(2) XXI RO 

 
 
 
 

Standard 

 
 
 

Up to 60 days presumptive 
eligibility for children with 

unverified income 

 

Pregnant women 
 

0 through 185% 
 

Title XIX 
 

Base Families 
 

Standard  

Pregnant women ages 19 
and older considered 
presumptively eligible 

 
0 through 185% 

 
Title XIX 

 
Base Families 

 
Prenatal 

Presumptive eligibility for 
pregnant women with self- 

declared income 
Parents and caretaker 
relatives ages 19 through 
64 eligible under section 
1931 and Transitional 
Medical Assistance 

 
 

0 through 133% 

 
 

Title XIX 

 
 

Base Families 

 
 

Standard 

 

Disabled children under 
age 19 

 

0 through 150% 
 

Title XIX 
 

Base Disabled 
 

Standard  

Disabled adults ages 19 
through 64 

 

0 through 114% 
 

Title XIX 
 

Base Disabled 
 

Standard  

 
Non-working disabled 
adults ages 19 through 64 

 
 

Above 133% 

 
 

Title XIX 

 
 

Base Disabled 

 
 

CommonHealth 

Must spend-down to medically 
needy income standard to 

become eligible as medically 
needy 

Pregnant women 185.1 through 200% Title XIX 1902(r)(2) Children Standard  

Pregnant women age 19 
and older considered 
presumptively eligible 

 
 

185.1 through 200% 

 
 

Title XIX 

 
 

1902(r)(2) Children 

 
 

Prenatal 
Presumptive eligibility for 
pregnant women with self- 

declared income 
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Table A. MassHealth State Plan Base Populations (continued)* 
Medicaid Mandatory 

and Optional State Plan 
Groups 

(Categorical Eligibility) 

 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

 
 

Funding Stream 

 

Expenditure and 
Eligibility Group (EG) 

Reporting 

 

MassHealth 
Demonstration 

Program 

 
 

Comments 

 
 
 
 
 
 

“Non-qualified Aliens,” 
“Protected Aliens,” or 
“Aliens with Special 
Status” 

 
 
 
 
 
 
 

Otherwise eligible for 
Medicaid under the State Plan 

 
 
 
 
 
 
 
 

Title XIX 

 
 
 
 
 
 

Base Families 
Base Disabled 

1902(r)(2) Children 
1902(r)( 2) Disabled 

 
 
 
 
 
 
 
 

Limited 

Member eligible for 
emergency services only under 
the State Plan and the 
Demonstration. 

 
Members who meet the 
definition and are determined 
to have a disability are 
included in the Base Disabled 
EG 

 
Members who are determined 
eligible via 1902(r)2 criteria 
are included in the 1902(r)(2) 
EG 

Disabled adults ages 19 
through 64 

 

114.1 through 133% 
 

Title XIX 
 

1902(r)(2) Disabled 
 

Standard  

Women eligible under the 
Breast and Cervical 
Cancer Treatment 
Program 

 
 

0 through 250% 

 
 

Title XIX 

 
 

BCCTP 

 
 

Standard 

Women screened through the 
Centers for Disease Control 

and Prevention program 

 
 

Children eligible under 
TEFRA section 134, SSA 
section 1902(e)(3) and 42 
U.S.C. 1396a(e)(3) 
(Kaileigh Mulligan kids) 

• Age 0 – 17 
• Require hospital or 

nursing facility level of 
care 

• Income < or = to $72.81, 
or deductible 

• $0 through $2,000 in 
assets 

 
 
 
 

Title XIX 

 
 
 
 

Base Disabled 

 
 
 
 

Standard 

 
 
 

Income and assets of their 
parents are not considered in 
determination of eligibility 

 
Children receiving title 
IV-E adoption assistance 

 
 
• Age 0 through 18 

 
 

Title XIX 

 
 

Base Families 

 
 

Standard 

 
Children placed in subsidized 
adoption under title IV-E of 
the Social Security Act 
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Table A. MassHealth State Plan Base Populations (continued)* 

Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

 
 

Funding Stream 

 

Expenditure and 
Eligibility Group (EG) 

Reporting 

 

MassHealth 
Demonstration 

Program 

 
 

Comments 

Special Home and 
Community-Based Waiver 
(HCBW) Group 
(individuals who without 
the HCBW would be 
eligible for Medicaid if in 
an institution) 

 
 
• 0 through 300% SSI 

Federal Benefits Rate 
• $0 through $2,000 in 

assets 

 
 
 

Title XIX 

 
 
 

Base Disabled 

 
 
 

Standard 

 

All other participants under 
age 65 in a HCBW are 
reflected in other Base 
Eligibility Groups in this 
chart. 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Groups with a 
Categorical Link Made 

Eligible through the 
Demonstration 

(“Hypotheticals”) 

 
Federal Poverty Level 

(FPL) and/or Other 
Qualifying Criteria 

 
 

Funding Stream 

 
Expenditure and 

Eligibility Group (EG) 
Reporting 

 
MassHealth 

Demonstration 
Program 

 
 

Comments 

 
 
 
 
 
 
 

Higher income children 
with disabilities 

 
 
 
 
 

• < Age 1: 200.1 
through 300% 

 
 
• Ages 1 - 18: 150.1 

through 300% 

 
 
 
• Title XIX if insured at 

the time of application 
or in crowd-out 
status*** 

 
• Title XXI via the 

separate XXI program 
(Funded through title 
XIX if title XXI is 
exhausted) 

 
 
 
 

CommonHealth 
 

 
 
 
 

CommonHealth XXI 

 
 
 
 
 
 
 

CommonHealth 

The CommonHealth program 
existed prior to the separate    
XXI Children’s Health   
Insurance Program and was not 
affected by the maintenance of 
effort date. The    
CommonHealth program is 
contained in the separate XXI 
State Plan and as authorized 
under this 1115 Demonstration. 
Certain children derive   
eligibility from both the  
authority granted under this 
demonstration and the separate 
XXI program. 

 

Higher income children 
with disabilities ages 0 
through 18 

 
 

Above 300% 

 
 

Title XIX 

 
 

CommonHealth 

 
 

CommonHealth 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent      
of the FPL. 

Higher income adults with 
disabilities ages 19    
through 64 working 40 
hours a month or more 

 
 

Above 133% 

 
 

Title XIX 

 
 

CommonHealth 

 
CommonHealth 

(“working”) 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent    
of the FPL. 

19 and 20 year olds 0 through 300% Title XIX CommCare-19-20 Commonwealth Care  
19 and 20 year olds 0 through 100% Title XIX Essential-19-20 Essential  
Parents and caretaker 
relatives eligible per   
above, except for income 

133.1 through 300% Title XIX CommCareParents Commonwealth Care  

Low-income adults At or below 133% Title XIX CommCare-133 Commonwealth Care  
* Massachusetts includes in the MassHealth Demonstration almost all the mandatory and optional populations aged under 65 eligible under the State Plan. The Massachusetts 
State Plan outlines all covered populations not specifically indicated here. 
** All Standard and CommonHealth members who have access to qualifying private insurance may receive premium assistance plus wrap-around benefits. 
*** Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI. 
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Table A. MassHealth Demonstration Expansion Populations (See STC 63(f) for terminology) 

Populations Made Eligible 
through the Demonstration 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

 
Additional comments 

 
 
 
 
 
 
 
 
 

Children ages 1 through 18 
(Non-disabled) 

 
 
 
 
 
 
 
 
 
 

150.1 through 200% 

 
 
 
• Title XIX if 

insured at the 
time of 
application 

 
• Title XXI via 

the separate 
XXI program 
if uninsured 

 
(Funded through 
title XIX if title 

XXI is exhausted) 

 
 
 
 
 
 

e-Family Assistance 

Fam Assist XXI 
(if XXI is exhausted) 

 
Family Assistance 

 
• Premium 

Assistance 
• Direct Coverage 

 
The premium 
assistance payments 
and FFP will be 
based on the 
children’s eligibility. 
Parents are covered 
incidental to the 
child. No additional 
wrap other than 
dental is provided to 
ESI. 

 
 
 

Children ages 1 through 18 from 150-200% 
FPL were made eligible under the authority 
provided by the 1115 demonstration prior to 
the establishment of the separate title XXI 
Children’s Health Insurance Program and 
were not affected by the maintenance of 
effort date. With the establishment of the 
XXI program, children who are uninsured at 
the time of application derive eligibility 
from both the authority granted under this 
demonstration and the separate XXI 
program. 

 
 

Adults under the age of 65 
who are not otherwise 
eligible for medical 
assistance who work for a 
qualified small employer and 
purchase ESI 

 

 
 
 
 

At or below 300% 

 

 
 
 
 

Title XIX 

 

 
 
 
 

IRP 

 
 
 

Family Assistance/ 
Insurance 

Partnership 

Enrollment in Family Assistance allows an 
individual to receive premium assistance 
through the Insurance Partnership. No 
additional wraparound is provided. 

 
Individuals whose spouse or noncustodial 
children are receiving MassHealth must 
enroll in a health plan that provides 
coverage to the dependents. 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Populations Made Eligible 
through the Demonstration 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

 
Additional comments 

Aged 19 through 64 Long- 
term unemployed individuals 
or members of a couple and  
a client of DMH and/or 
receiving Emergency Aid to 
the Elderly, Disabled and 
Children (EAEDC), not 
otherwise eligible for medical 
assistance 

 

 
 
 
 

0 through 100% 

 

 
 
 
 

Title XIX 

 
 
 
 
 

Basic 

 

 
 
 
 

Basic 

 
 

Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance. 

 
No additional wraparound is provided. 

Aged 21through 64 Long- 
term unemployed individuals 
or members of a couple, and 
neither a client of DMH or 
receiving EAEDC, not 
otherwise eligible for medical 
assistance1

 

 
 
 
 

0 through100% 

 
 
 
 

Title XIX 

 
 
 
 

Essential 

 
 
 
 

Essential 

 

 
Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance. 

 
No additional wraparound is provided. 

Families receiving 
unemployment benefits, not 
otherwise eligible for medical 
assistance 

 
 

At or below 400% 

 
 

Title XIX 

 
 

MSP 

 
Medical Security 

Plan 

 

 

Individuals with HIV not 
otherwise eligible for medical 
assistance 

 
 

0 through 200% 

 
 

Title XIX 

 
 

e-HIV/FA 

 
 

Family Assistance 

Premium assistance is offered in lieu of 
direct coverage when there is access to 
other insurance. Additional wraparound to 
private insurance is provided. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

1 Individuals in MassHealth Essential aged 19 and 20 are counted as a hypothetical base population. 
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Table A. MassHealth Demonstration Expansion Populations 

 
Populations Made Eligible through the Demonstration 

(Additional populations) 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

 
Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

 
Additional 
comments 

Individuals aged 21and older, not otherwise eligible for medical 
assistance, with no access to ESI, Medicare, or other subsidized 
health insurance programs, and who are not otherwise eligible 
under MassHealth or the State plan, including the following 
groups:2

 

• Low-income adults; 
• Pregnant women aged 21and older; 
• Individuals living with HIV; and 
• Adults working for an employer with 50 or fewer 

employees who offers no insurance or who contributes < 
33% (or < 20% for family coverage) towards insurance 
costs 

 
 
• 133.1% through 300%; 
• 200.1 through 300%; 
• 200.1 through 300%; 
• At or below 300% 

 
 
 
 
 
 

Title XIX 

 
 
 
 
 
 

SNCP-CommCare 

 
 
 
 
 

Commonwealth 
Care Program 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2 Parents and caretaker relatives in Commonwealth Care, individuals aged 19 and 20, and low-income adults with income at or below 133 percent of the FPL enrolled in 
Commonwealth Care are counted as hypothetical base populations and expenditures for these populations are reported under the EGs specified on page 15. 

 



MassHealth 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

Page 19 of 102  

V. DEMONSTRATION PROGRAMS AND BENEFITS 
 

 

 

 

 

 

 

25. Demonstration Programs.  The Demonstration provides health care benefits to eligible 
individuals and families through the following specific programs. The Demonstration 
program for which an individual is eligible is based on the criteria outlined in Table A of 
section IV of the STCs.  Table B in STC 37, provides a side-by-side analysis of the benefits 
offered through these MassHealth programs. 

26. MassHealth Standard. Individuals enrolled in Standard receive State plan services 
including for individuals under age 21, Early and Periodic Screening Diagnostic and 
Treatment (EPSDT) benefit.  Benefits are provided either through direct coverage, cost 
effective premium assistance or a combination of both. Premium assistance will be furnished 
in coordination with STC 44. 

27. MassHealth Breast and Cervical Cancer Treatment Program (BCCTP). The BCCTP is 
a health insurance program for women in need of treatment for breast or cervical cancer. This 
program offers MassHealth Standard benefits to certain women under 65 who do not 
otherwise qualify for MassHealth. 

28. MassHealth CommonHealth.  Individuals enrolled in CommonHealth receive the same 
benefits as those available under Standard; individuals under age 21 receive EPSDT services 
as well. Benefits are provided either through direct coverage, cost effective premium 
assistance or a combination of both. Premium assistance will be furnished in coordination 
with STC 44. 

29. MassHealth Family Assistance.  Individuals enrolled in Family Assistance receive benefits 
similar to those provided under Standard. The Commonwealth may waive its requirement 
for children with access to ESI to enroll in ESI if the Commonwealth determines it is more 
cost effective to provide benefits under direct Family Assistance coverage than to provide 
premium assistance. There are two separate categories of eligibility under Family 
Assistance: 

a) Family Assistance-HIV/AIDS.  Unlike other coverage types, persons with HIV who 
have access to ESI do not have to enroll in available ESI; however, if they choose to 
receive premium assistance, the Commonwealth will provide covered services that are 
not available from the ESI plan on a FFS basis. 

b) Family Assistance-Children. Children can be enrolled in Family Assistance if their 
family’s gross income is between 150 percent and 200 percent of the FPL. Only premium 
assistance is provided if ESI is available to these children that is cost-effective, meets 
BBL and for which the employer contributes at least 50 percent of the premium cost. 
Parents of children eligible for Family Assistance may receive coverage themselves for 
ESI subsidized by Family Assistance if they work for a qualified employer. However, the 
premium assistance payment is based on the children’s eligibility.  Direct coverage is 
provided for children only during the presumptive eligibility period and the time span 
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while the Commonwealth is investigating availability of and enrolling the child in ESI. 
Direct coverage Family Assistance under the separate title XXI program is provided 
through an MCO or the PCC plan for children without access to ESI. 

30. MassHealth Insurance Partnership (IRP).  The Commonwealth makes premium assistance 
payments available to certain members (including adults without children) with a gross 
family income at or below 300 percent of the FPL, who have access to qualifying ESI, and 
where a qualified small employer contributes at least 50 percent toward the premium. 

This design creates an overlap between the Insurance Partnership and premium assistance 
offered under the Standard, CommonHealth, and Family Assistance programs. The 
Insurance Partnership program has two components: 1) assisting employers with their health 
insurance costs through an Insurance Partnership employer payment; and 2) assisting 
employees with payment of health insurance premiums through a premium assistance 
payment.  The Insurance Partnership employee payment is based on amounts limited by State 
legislation to the value of the subsidies specified for the Commonwealth Care program. 

Qualified employers will receive Insurance Partnership payments for each MassHealth 
member who receives premium assistance from MassHealth, no matter which MassHealth 
coverage type the member receives. All premium assistance payments made on behalf of 
MassHealth eligible members are eligible for FFP at the appropriate Federal matching rate as 
well as IRP payments to employers offering “new” health insurance (insurance not offered 
prior to January 1, 1999). 

31. MassHealth Basic.  Individuals enrolled in Basic are receiving Emergency Aid to Elders, 
Disabled, and Children (EAEDC) or are Department of Mental Health (DMH) clients who 
are long-term or chronically unemployed. This Demonstration program provides either 
direct coverage through a managed care plan or premium assistance if qualified cost effective 
private insurance is available. 

32. MassHealth Essential.  Individuals enrolled in Essential are low-income, long-term 
unemployed individuals who are not eligible for Basic. This demonstration program 
provides either direct coverage through a managed care plan or premium assistance if 
qualified cost effective private insurance is available. 

33. MassHealth Limited.  Individuals are enrolled in Limited if they are Federally non-qualified 
non-citizens, whose immigration status makes them ineligible for other MassHealth 
programs.  These individuals receive emergency medical services only. 

34. MassHealth Prenatal.  Pregnant women are enrolled in Prenatal if they have applied for 
Standard and are waiting for eligibility approval. These individuals receive short-term 
outpatient prenatal care (not including labor and delivery). 

35. Medical Security Plan (MSP).  Individuals are enrolled in MSP, a health plan provided by 
the Division of Unemployment Assistance (DUA), if they are receiving unemployment 
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compensation benefits under the provisions of Chapter 151A of the Massachusetts General 
Laws.  MSP provides health insurance to enrollees through premium assistance and direct 
coverage. Under premium assistance, partial premiums are paid for continuation of qualified 
ESI which began while the individual was still employed. Direct coverage is provided by 
DUA through enrollment in a health plan for an individual who does not have continued ESI 
available, or if the individual qualifies for a hardship waiver.  Premiums are required for 
those with incomes over 150 percent of the FPL on a sliding scale fee schedule. 

 

 

 

36. Commonwealth Care (CommCare).  CommCare is a commercial insurance-based 
premium assistance program administered by the Commonwealth Health Insurance 
Connector Authority (Connector or Connector Authority), an independent State agency. 
Premium assistance is offered for the purchase of health benefits from an MCO either 
licensed under MGL c. 175 by the Massachusetts Division of Insurance or substantially 
compliant with licensure requirements, as determined by the Connector Authority.  Total 
payments to the MCO must be actuarially sound, in accordance with the standards outlined in 
42 C.F.R. Part 438.6(c). 

37. Benefits Offered under Certain Demonstration Programs. 

Table B. MassHealth Direct Coverage Benefits 
 

Benefits 
 

Standard Common 
Health 

Family 
Assistance 

 

Basic 
 

Essential 

EPSDT X X    

Inpatient Acute Hospital X X X X X 

Adult Day Health X X    

Adult Foster Care* X X    

Ambulance (emergency) X X X X X 

Audiologist Services X X X X  

Behavioral Health Services 
(mental health and substance 
abuse) 

X X X X X 

Chapter 766 Home 
Assessment** X X X   

Chiropractic Care X X X X  
Chronic Disease and 
Rehabilitation Hospital 
Inpatient 

X X X   

Community Health Center 
(includes FQHC and RHC 
services) 

X X X X X 

Day Habilitation*** X X    
Dental Services X X X X X 
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Benefits 

 
Standard Common 

Health 
Family 

Assistance 
 

Basic 
 

Essential 

Diversionary Behavioral 
Health Services X X X X X 

Durable Medical Equipment 
and Supplies X X X X X 

Early Intervention X X X   

Intensive Early Intervention 
Services for Eligible Children 
with Autism Spectrum 
Disorder 

X X X X X 

Family Planning X X X X X 

Hearing Aids X X X X  

Home Health X X X X  

Hospice X X X   

Laboratory/X-ray/ Imaging X X X X X 

Medically Necessary Non- 
emergency Transport X X    

Nurse Midwife Services X X X X  

Nurse Practitioner Services X X X X X 

Orthotic Services X X X X  

Outpatient Hospital X X X X X 

Outpatient Surgery X X X X X 

Oxygen and Respiratory 
Therapy Equipment X X X X X 

Personal Care X X    

Pharmacy X X X X X 

Physician X X X X X 

Podiatry X X X X X 

Private Duty Nursing X X    

Prosthetics X X X X X 

Rehabilitation X X X X X 

Renal Dialysis Services X X X X X 

Skilled Nursing Facility X X    

Speech and Hearing Services X X X X X 
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Benefits 

 
Standard Common 

Health 
Family 

Assistance 
 

Basic 
 

Essential 

Targeted Case Management X X   
 

Therapy: Physical, 
Occupational, and Speech/ 
Language 

X X X X X 

Vision Care X X X X 

Only exam and 
testing services 
provided by a 
physician or 
optometrist 

Chart Notes: 
*Adult Foster Care Services – These services are State plan services and the definition of these 
services may vary contingent upon the approved State plan.  In general, the services are  
assistance with activities of daily living and instrumental activities daily living, supportive 
services, nursing oversight and care management  provided in a qualified private home by a 
principal caregiver who lives in the home. Adult foster care is furnished to adults who receive   
the services in conjunction with residing in the home. The number of individuals living in the 
home unrelated to the principal caregiver may not exceed three Adult foster care does not   
include payment for room and board or payments to spouses, parents of minor children and other 
legally responsible relatives. 
** Chapter 766 Home Assessments – These services may be provided by a social worker,   
nurse or counselor.  The purpose of the home assessment is to identify and address behavioral 
needs that can be obtained by direct observation of the child in the home setting. 
*** Day Habilitation Services – These services are State plan services and the definition of  
these services may vary contingent upon the approved State plan.  In general, the services are 
assistance with skill acquisition in the following developmental need areas: self-help, 
sensorimotor, communication, independent living, affective, behavior, socialization and adaptive 
skills. Services are provided in non-residential settings or Skilled Nursing Facilities when 
recommended through the PASRR process. Services include nursing, therapy and developmental 
skills training in environments designed to foster skill acquisition and greater independence. A 
day habilitation plan sets forth measurable goals and objectives, and prescribes an integrated 
program of developmental skills training and therapies necessary to reach the stated goals and 
objectives. 

 

38. Diversionary Behavioral Health Services.  Diversionary behavioral health services are 
home and community-based mental health services furnished as clinically appropriate 
alternatives to and diversions from inpatient mental health services in more community- 
based, less structured environments.  Diversionary services are also provided to support an 
individual’s return to the community following a 24-hour acute placement; or to provide 
intensive support to maintain functioning in the community. There are two categories of 
diversionary services, those provided in a 24-hour facility, and those which are provided on 
an outpatient basis in a non-24-hour setting or facility.  Generally, 24-hour and non-24 hour 
diversionary behavioral health services are provided by free-standing (community-based) or 
hospital-based programs licensed by the Department of Mental Health or the Department of 
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Public Health. They are offered to provide interventions and stabilization to persons 
experiencing mental health or substance abuse crises in order to divert from acute inpatient 
hospitalization or to stabilize after discharge.  These services do not include residential 
programs involving long-term residential stays. Managed care entities and the Prepaid 
Insurance Health Plan (PIHP) for behavioral health services identify appropriate individuals 
to receive diversionary services. Managed care entities maintain a network of diversionary 
services and arrange, coordinate, and oversee the provision of medically necessary 
diversionary services, as described in Table C. 

 

 

Table C.  Diversionary Behavioral Health Services Provided Through Managed Care 
Under the Demonstration 

Diversionary Behavioral Health Service Setting Definition of Service 
Community Crisis Stabilization 24-hour 

facility 
Services provided as an alternative to 
hospitalization, including short-term 
psychiatric treatment in structured, 
community-based therapeutic environments. 
Community Crisis Stabilization provides 
continuous 24-hour observation and 
supervision for Covered Individuals who do 
not require Inpatient Services. 

Community Support Program (CSP) Non-24-hour 
facility 

An array of services delivered by a 
community-based, mobile, multi-disciplinary 
team of professionals and paraprofessionals. 
These programs provide essential services to 
Covered Individuals with a long standing 
history of a psychiatric or substance use 
disorder and to their families, or to Covered 
Individuals who are at varying degrees of 
increased medical risk, or to 
children/adolescents who have behavioral 
health issues challenging their optimal level  
of functioning in the home/community  
setting. Services include outreach and 
supportive services, delivered in a  
community setting, which will vary with 
respect to hours, type and intensity of  
services depending on the changing needs of 
the Enrollee. 

Partial Hospitalization** Non-24-hour 
facility 

An alternative to Inpatient Mental Health 
Services, PHP services offer short-term day 
mental health programming available seven 
days per week.  These services consist of 
therapeutically intensive acute treatment 
within a stable therapeutic milieu and include 
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Diversionary Behavioral Health Service Setting Definition of Service 
  daily psychiatric management. 
Acute Treatment Services for Substance 
Abuse 

24-hour 
facility 

24-hour, seven days week, medically 
monitored addiction treatment services that 
provide evaluation and withdrawal 
management.  Detoxification services are 
delivered by nursing and counseling staff 
under a physician-approved protocol and 
physician-monitored procedures and include: 
bio-psychosocial assessment; individual and 
group counseling; psychoeducational groups; 
and discharge planning.  Pregnant women 
receive specialized services to ensure 
substance use disorder treatment and 
obstetrical care.  Covered Individuals with 
Co-occurring Disorders receive specialized 
services to ensure treatment for their co- 
occurring psychiatric conditions.  These 
services may be provided in licensed 
freestanding or hospital-based programs. 

Clinical Support Services for Substance 
Abuse 

24-hour 
facility 

24-hour treatment services, which can be  
used independently or following Acute 
Treatment Services for substance use 
disorders, and including intensive education 
and counseling regarding the nature of 
addiction and its consequences; outreach to 
families and significant others; and aftercare 
planning for individuals beginning to engage 
in recovery from addiction. Covered 
Individuals with Co-Occurring Disorders 
receive coordination of transportation and 
referrals to mental health providers to ensure 
treatment for their co-occurring psychiatric 
conditions.  Pregnant women receive 
coordination of their obstetrical care. 

Transitional Care Unit Services 
addressing the needs of children and 
adolescents, under age 19, in the 
custody of the Department of Children 
and Families (DCF), who need group 
care or foster care and no longer meet 
the clinical criteria for continued stay at 
an acute level of care. 

24-hour 
facility 

A community based therapeutic program 
offering high levels of supervision, structure 
and intensity of service within an unlocked 
setting. The TCU offers comprehensive 
services, including but not limited to, a 
therapeutic milieu**, psychiatry, aggressive 
case management, and multidisciplinary, 
multi-modal therapies. 

Psychiatric Day Treatment* Non-24-hour 
facility 

Services which constitute a program of a 
planned combination of diagnostic, treatment 
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Diversionary Behavioral Health Service Setting Definition of Service 
  and rehabilitative services provided to a 

person with mental illness who needs more 
active or inclusive treatment than is typically 
available through a weekly visit to a mental 
health center, individual Provider’s office or 
hospital outpatient department, but who does 
not need 24-hour hospitalization. 

Intensive Outpatient Program Non-24-hour 
facility 

A clinically intensive service designed to 
improve functional status, provide 
stabilization in the community, divert an 
admission to an Inpatient Service, or 
facilitate a rapid and stable reintegration into 
the community following a discharge from 
an inpatient service.  The IOP provides time- 
limited, comprehensive, and coordinated 
multidisciplinary treatment. 

Structured Outpatient Addiction 
Program 

Non-24-hour 
facility 

Clinically intensive, structured day and/or 
evening substance use disorder services. 
These programs can be utilized as a   
transition service in the continuum of care   
for an Enrollee being discharged from Acute 
Substance Abuse Treatment, or can be  
utilized by individuals, who need Outpatient 
Services, but who also need more structured 
treatment for a substance use disorder.    
These programs may incorporate the 
evidence-based practice of Motivational 
Interviewing (as defined by Substance Abuse 
and Mental Health Services Administration) 
into clinical programming to promote 
individualized treatment planning.  These 
programs may include specialized services 
and staffing for targeted populations  
including pregnant women, adolescents and 
adults requiring 24 monitoring. 

Program of Assertive Community 
Treatment 

Non-24-hour 
facility 

A multi-disciplinary team approach to 
providing acute, active, ongoing, and long- 
term community-based psychiatric treatment, 
assertive outreach, rehabilitation and support. 
The program team provides assistance to 
Covered Individuals to maximize their 
recovery, ensure consumer-directed goal 
setting, assist individuals in gaining a sense  
of hope and empowerment, and provide 
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Diversionary Behavioral Health Service Setting Definition of Service 
  assistance in helping the individuals served 

become better integrated into the community. 
Services are provided in the community and 
are available, as needed by the individual, 24 
hours a day, seven days a week, 365 days a 
year. 

Emergency Services Program* Non-24-hour 
facility 

Services provided through designated 
contracted ESPs, and which are available 
seven days per week, 24 hours per day to 
provide treatment of any individual who is 
experiencing a mental health crisis. 

Community Based Acute Treatment for 
Children and Adolescents 

24-hour 
facility 

Mental health services provided in a staff- 
secure setting on a 24-hour basis, with 
sufficient clinical staffing to insure safety for 
the child or adolescent, while providing 
intensive therapeutic services including, but 
not limited to, daily medication monitoring; 
psychiatric assessment; nursing availability; 
Specialing (which is defined as one-on-one 
therapeutic monitoring as needed for 
individuals who may be at immediate risk for 
suicide or other self harming behavior); 
individual, group and family therapy; case 
management; family assessment and 
consultation; discharge planning; and 
psychological testing, as needed. This 
service may be used as an alternative to or 
transition from Inpatient services. 

Chart Notes: 
* This service is a service provided under the Medicaid State plan, and the definition may be changed 
pursuant to any State plan amendment. 
** In this context, “therapeutic mileau” refers to a structured, sub-acute setting, in which clinical services 
(therapies) are provided at both the individual and group level, and in which the common 
social/interpersonal interactions between each patient, and all others who are present in the setting, are 
incorporated into the treatment approach. 

 

39. Pediatric Asthma Pilot Program. This pilot program will utilize an integrated delivery 
system for preventive and treatment services through methodologies that may include a 
payment such as a per member/per month (PMPM) payment to participating providers for 
asthma-related services, equipment and supports for management of pediatric asthma for 
high-risk patients, to improve health outcomes, reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs. 
These methodologies are subject to CMS approval of the pilot program protocol. The State 
must evaluate the degree to which such a payment and flexible use of funds enhances the 
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effects of delivery system transformation, as demonstrated by improved health outcomes at 
the same or lower costs. 

 

 

 

 

 

a) Eligibility. The State must limit the pilot program to Demonstration eligible children, age 
2 through 18 at the time of enrollment in the pilot, who are enrolled in the Primary Care 
Clinician Plan panel of a participating practice site, and who have high risk asthma. 
Children with high risk asthma are those children who have, in the last 12 months prior to 
enrollment in the pilot, had an asthma-related inpatient hospitalization, observation stay, 
or emergency department visit or an oral corticosteroid prescription for asthma. The 
State must utilize Medicaid claims data to identify eligible children. 

b) Benefits.  The benefits within a payment such as a PMPM may vary over the course of 
the pilot.  Prior to enrolling beneficiaries in the Pediatric Asthma Program, CMS must 
approve the benefit package and any changes proposed to the benefit package over the 
course of the pilot through the protocol process outlined is subparagraph (g). For 
example, pending CMS approval, services may include for Phase 1: non-traditional 
services and supplies to mitigate environmental triggers of asthma and home visitation 
and care coordination services conducted by qualified Community Health Workers.  In 
Phase II, the payment structure such as a PMPM, bundled, global, or episodic payment 
may be expanded to also include certain Medicaid State plan services with utilization that 
is particularly sensitive to uncontrolled asthma (i.e. treatment provided by physicians, 
nurse practitioners and hospitals, medical equipment such as a nebulizer, spacer, peak 
flow meter, etc.). 

c) Delivery System. Provider Participation in the pilot must be limited to primary care 
clinician sites that participate or enroll in the Primary Care Clinician Plan (PCCP). The 
practices must be responsible for supervision and coordination of the medical team, 
including Community Health Workers; delivery of asthma-related services paid for by 
the PMPM payment; as well as the PMPM cost of each beneficiary enrolled. 

Provider participation in the pilot must be determined through a Request for Proposal 
(RFP) process.  The State must prioritize participation by qualified practices that serve a 
high number of patients with high-risk asthma enrolled in PCCP and have the capacity to 
manage asthma in a coordinated manner.  In addition, the State must seek to include 
qualified practices that are geographically dispersed across the State and represent a range 
of provider types, such as physician group practices, community health centers, and 
hospital outpatient departments, in order to explore a variety of infrastructure challenges. 

d) Infrastructure Support for Participating Provider Sites. To defray the costs of 
implementing the financial, legal and information technology system infrastructure 
required to manage a payment such as PMPM and coordination of patient care, 
participating provider sites are eligible for up to $10,000 per practice site for the sole 
purpose of infrastructure changes and interventions related to this Pediatric Asthma Pilot 
only.  The amount of infrastructure support is variable up to this maximum depending on 
the provider’s readiness, the State’s review and finding of such readiness, and CMS’ 
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concurrence on the use of the proposed funding for the practice as per the protocol 
process outlined in subparagraph (g). 

 

 

 

e) Pilot Expansion.  Following initial implementation and evaluation of programmatic 
outcomes, and subsequent CMS approval, the State may request CMS approval to 
implement a payment such as a PMPM, bundled, global or episodic payment and/or 
shared savings methodology component to the Pediatric Asthma Pilot. Examples of 
favorable outcomes include the prevention of asthma-related emergency department 
utilization, and asthma-related hospitalizations and improved patient outcomes. 

f) Extent of FFP in the Pilot. FFP is not available for this pilot program until the protocols 
and milestones outlined in subparagraph (g) below are approved by CMS.  The 
infrastructure support described in subparagraph (d) above must be provided through the 
Infrastructure and Capacity-Building fund as part of the Safety Net Care Pool outlined in 
STC 49(d). CMS will provide FFP at the applicable Federal Medical Assistance 
Percentage for services and supplies outlined in the approved benefit package pursuant to 
subparagraph (g)(1), subject to reimbursement amounts identified in the payment 
methodology outlined in subparagraph (g)(5), demonstration budget neutrality limits and 
any applicable SNCP limits. 

g) Required Protocols Prior to Claiming FFP.  Before enrolling beneficiaries and claiming 
FFP under this pilot program, the State must meet the following milestones which require 
CMS preapproval. These protocols/milestones will be future Attachment F. 

1) A description and listing of the program specific asthma-related benefit package 
that will be provided to the pilot participants with rationale for the inclusion of 
each benefit; 

2) Eligibility, qualifications and selection criteria for participating providers, 
including the RFP for preapproval; 

3) A plan outlining how this pilot may interact with other Federal grants, such as for 
related research (e.g. NIH, HUD, etc.) and programmatic work (e.g. CHIPRA 
grant related to pediatric health care practices in multi-payer medical homes, etc.). 
This plan should ensure no duplication of Federal funds and outline the State’s 
coordination activities across the various Federal support for related 
programmatic activities to address potential overlap in practice site selection, 
patient population, etc. 

4) A plan for the purchase and dissemination of supplies within the pilot specific 
benefit package, including procurement methods by the State and/or providers 
including volume discounts, etc; 

5) A payment rate setting methodology outlining the PMPM payment for the pilot 
services and supplies, consideration of risk adjustment and the estimated/expected 
cost of the pilot; 

6) A payment methodology outlining cost and reconciliation for the infrastructure 
payments to participating provider sites, and the eligibility and reporting 
requirements associated with the infrastructure payments; and 

7) An approved evaluation design for the pilot that is incorporated into the 
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evaluation design required per STC 84. The objective of the evaluation is to 
determine the benefits and savings of the pilot as well as design viability and 
inform broader implementation of the design.  The evaluation design must include 
an evaluation of programmatic outcomes for purposes of subparagraph (e). As 
part of the evaluation, the State at a minimum must include the following 
requirements: 

i. Collect baseline and post-intervention data on the service utilization and 
cost savings achieved through reduction in hospital services and related 
provider services for the population enrolled in the pilot. This data 
collection should include the quality measure on annual asthma-related 
emergency room visits outlined in the initial core set of children’s health 
care quality measures authorized by the Children’s Health Insurance 
Program Reauthorization Act (CHIPRA) beginning with a baseline set at 
the onset of the pilot, adjusted for the age range enrolled in the pilot 
program; 

ii. A detailed analysis of how the pilot program affects the utilization of acute 
health services, such as asthma-related emergency department visits and 
hospitalizations by high risk pediatric asthma patients, and how the pilot 
program reduces or shifts Medicaid costs associated with treatment and 
management of pediatric asthma; 

iii. An assessment of whether the cost projections for the provider payment 
were appropriate given the actual cost of rendering the benefits through 
the pilot program; and 

iv. A detailed analysis of how the effects of the pilot interact with other 
related initiatives occurring in the State. 

 

 

h) Changes to the Pediatric Asthma Program and/or Amendments to the Protocols.  If the 
State proposes to amend the pilot benefits, payment structure, delivery system or other 
issues pursuant to the protocols it must seek CMS approval to amend its protocols as 
outlined in subparagraph (g) and (i).  An amendment to protocols is not subject to STC 7 
regarding demonstration amendments.  Should the State choose to design and plan for 
payments such as bundled, global or episodic payments or shared savings to participating 
providers, methodology documents must be preapproved by CMS prior to contract 
changes or implementation of the changes; any shared savings or payment methodologies 
must be consistent with CMS policy and guidelines, including any quality reporting 
guidelines. 

i) Reporting.  The State must provide status updates on the pilot program within the 
quarterly and annual reports as required by STCs 58 and 59. At a minimum, reporting for 
the pilot program must provide an update on all pilot program related activities including: 

1) Current and future State activities related to the required deliverables as described 
in subparagraph (g), including anticipated changes to the benefit package, delivery 
system or payment methodology; 
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2) Services and supplies provided to beneficiaries, community outreach activities, 
increases and decreases in beneficiary enrollment or provider enrollment, and any 
complaints regarding quality or service delivery; 

3) Pediatric asthma pilot program payments to participating providers that occurred in 
the quarter.  Infrastructure payments made to providers under this pilot will be 
reported pursuant to STCs 49(d) and 50(b); 

4) Expenditure projections reflecting the expected pace of future provider payments; 
and 

5) Progress on the evaluation of the pilot program as required in subparagraph (g), 
including a summary of the baseline and pilot outcome data from Medicaid claims 
data associated with enrollee utilization and associated cost of treatment, including 
prescriptions, and primary care, emergency department and hospitalization visits. 

 

 

 

 

40. Intensive Early Intervention Services for Children with Autism Spectrum Disorder. 
The State will provide medically necessary Applied Behavioral Analysis-based (ABA) 
treatment services to MassHealth eligible children as stipulated below.  The early 
intervention services are highly structured, evidence based, individualized, person-centered 
treatment programs that address the core symptoms of autism spectrum disorder (ASD). A 
waiting list is not allowable for this program. 

a) Eligibility.  The State will limit eligibility to MassHealth eligible children, ages 0 through 
three years with a confirmed diagnosis of one of the following codes: Autistic Disorder – 
code 299.00; Childhood Disintegrative Disorder – code 299.10; Asperger’s Disorder – 
code 299.80; Pervasive Development Disorder – code 299.10; Rett’s Disorder – code 
299.80 according to the most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association or a diagnosis of autism in any 
updated version of this manual, and must be conferred by a physician or a licensed 
psychologist; have an Individualized Family Service Plan (IFSP) that identifies medically 
necessary ABA-based services; and who are not otherwise enrolled in the State’s 
currently approved section 1915(c) HCBS waiver entitled “Children’s Autism Spectrum 
Disorder Waiver,” CMS base control number 40207, because the child has not been 
determined to meet institutional level of care requirements. 

b) Individualized Family Service Plan (IFSP). Massachusetts will utilize a universal IFSP 
form approved by the Massachusetts Department of Public Health that includes the 
elements required under Part C of the Individuals with Disabilities Education Act (IDEA) 
and Massachusetts Early Intervention Operational Standards. The form will utilize a 
child-centered and family-directed planning process intended to identify the strengths, 
capacities, preferences, needs, and desired outcomes for the child. 

The IFSP is a written plan that is developed for each eligible infant and toddler with a 
disability according to the Part C regulations under the IDEA. The IFSP specifies the 
child’s: service coordinator; present levels of development; and family resources, 
priorities, and concerns.  It also includes measurable results or outcomes and the criteria, 
procedures, and timelines used to determine the degree to which progress toward 
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achieving the results or outcomes identified in the IFSP is being made.  There is also a 
statement of the specific early intervention services  based on peer-reviewed research (to 
the extent practicable) that are necessary to meet the unique needs of the child and the 
family to achieve the results or outcomes identified including: beginning date, length, 
duration, frequency, intensity, method of delivering, and location of the services. The 
IFSP will also include a statement that the ABA-based treatment will be provided in the 
natural environment for that child to the maximum extent appropriate, or a justification as 
to why the service will not be provided in the natural environment.  The IFSP must 
specify the identification of medical or other services such as ABA-based treatment the 
child needs or is receiving through other sources, including title XIX.  The plan will be 
reviewed and updated at least annually. 

 

 

 

 

c) Benefits. Participants are eligible to receive ABA-based services. All treatment must be 
evidence-based, and newer interventions for which there is no evidence of effectiveness 
may not be employed until such time as there is at least emerging evidence to fully 
support the intervention’s appropriate usage and assure the health and safety of 
demonstration enrollees.  There is no annual maximum benefit. 

The following services will be provided as ABA-based treatment: 
1) Assessment of child’s functional skills across domains impacted by ASD: 
2) Development of individualized treatment plan to teach new skills; 
3) Direct child instruction to teach new skills; 
4) Functional behavioral assessment and support plan to decrease problematic 

behavior and increase appropriate behavior when indicated; 
5) Family training to assist family, extended family, and non-paid caregivers in 

generalization of skills into the child’s natural routines and in management of 
behavior; and 

6) Supervisory session to ensure consistency in instructional practices, data collection 
accuracy, and to make program adjustments as needed. 

d) Delivery System.  MassHealth will provide ABA-based treatment services to children 
through the fee for service delivery system.  Children who are enrolled in a contracted 
managed care organization (MCO) will receive the services as a fee for service “wrap” to 
the MassHealth covered services. 

e) Behavioral Supports and Coordination. Provider specifications for each service specified 
above are as follows: 

1) Board-Certified Behavioral Analyst: hold a doctoral or master’s degree and meet 
certification requirements of the Behavior Analyst Certification Board; 

2) Supervising Clinician: hold a master’s degree in psychology, education or related 
field, and any related state licensure for the discipline; 

3) Therapist:  hold a bachelor’s degree and have one year experience with children 
with autism is preferred; and 

4) Specialty Associate:  hold an associate degree and have one year experience 
providing care for a child on the autism spectrum. 
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f) Provider Participation.  All providers must participate in MassHealth. The Department of 
Public Health shall require that direct care personnel providing the ABA-based treatment 
will attain provisional certification prior to billing Medicaid for any direct services. 
Entities or individuals that have responsibility for IFSP development may not provide 
ABA-based treatment to a demonstration enrollee. 

g) Cost-Sharing.  MassHealth cost sharing requirements will apply to children who are both 
eligible for MassHealth, and the ABA-based services.  The annual fee assessed by the 
Massachusetts Department of Public Health for all children enrolled in its general early 
intervention services program will not apply to MassHealth eligible children. Cost- 
sharing requirements for MassHealth enrolled children who receive the ABA-based 
treatment will be the same as the cost-sharing requirements for all other section 1115 
demonstration waiver participants as outlined in Attachment B. 

h) Payment.  Before providing the services outlined in subparagraph (c) and claiming FFP 
under this component of the Demonstration, the State must submit a protocol to CMS for 
CMS approval that outlines the methodology of the payment rate and the actual rates 
provided to Demonstration participants outlined in subparagraph (c) which are provided 
by providers specified in subparagraphs (e) and (f). This deliverable will be future 
Attachment G. 

Proposed rates and any proposed changes to such rates will be subject to public notice. 
Any changes to the payment protocol are subject to CMS approval as outlined above. 

i) Self Direction.  Families of children who are eligible to receive the ABA-based services 
may participate in electing the evidence based intervention treatment model for their 
child. Parents or other legally responsible relatives will be given the opportunity to 
interview providers before making the selection of a particular treatment model or 
provider. 

j) Assurances.  The State must meet the following requirements: 
1) Assure the CMS that Part C grant funds will not be used as the non-federal share 

for Medicaid purposes; 
2) Comply with all other requirements of Part 303 of the IDEA, Early Intervention 

Program for Infants and Toddlers with Disabilities in accordance with the 
provision of the ABA-based treatment; 

3) Must not permit restraint or seclusion during the course of service delivery; and 
4) Assure that direct service workers accused of abuse or neglect will not provide 

services to MassHealth enrollees receiving ABA-based treatment until the State’s 
investigation process is completed. 

k) Quality Strategy for ABA-Based Treatment Services. The State must implement an 
overall Quality Assurance and Improvement (QAI) strategy that assures the health and 
welfare of children receiving the ABA-based services.  The strategy will be consistent 
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with the general quality requirements for Medicaid home and community-based services 
(HCBS) through other sections of the Act such as sections 1915(c) and 1915(i). 

 

 

 

 

Through an ongoing discovery, remediation and improvement process the State will 
monitor, at a minimum: 

1) IFSP determinations and service delivery; 
2) Provider qualifications; 
3) Enrollee health and welfare; 
4) Financial oversight between the State and Federal programs; and 
5) Administrative oversight. 

The State must also monitor such items as medical necessity determinations for ABA- 
based treatment, timeliness of service delivery, improvement and sustainability of 
functional abilities of enrolled children, effectiveness of treatment type, and staff training. 
The State will submit its QAI strategy for ABA-based treatment by January 1, 2012. 
During the time the Demonstration is effective, the State assures CMS it will implement 
the strategy and update it as needed in part based on findings listed in the Annual Report 
described below. 

l) Annual Report. The State shall provide the CMS with a draft annual HCBS report as part 
of the annual report requirement for the Demonstration as stipulated in STC 59. The first 
draft HCBS report will be due no later than October 1, 2012. The HCBS report will at a 
minimum include: 

1) An introduction; 
2) A description of each ABA-based treatment; 
3) An overarching QAI strategy that assures the health and welfare of enrollees 

receiving HCBS that addresses the: (a) enrollee’s person-centered individual 
service plan development and monitoring, b) specific eligibility criteria for 
particular HCBS, c) provider qualifications and/or licensure, d) health and safety, 
d) financial oversight between State and Federal programs, and e) administrative 
oversight by the State Medicaid Agency; 

4) An update on services used by enrollees; 
5) The various treatment modalities employed by the State, including any emerging 

treatments, updated service models, opportunities for self-direction, etc.; 
6) Specific examples of how the services have been used to assist Demonstration 

enrollees; 
7) A description of the intersection between demonstration ABA-based treatment and 

any other State programs or services aimed at assisting high-needs populations and 
rebalancing institutional expenditures; and 

8) Other topics of mutual interest between CMS and the State related to the ABA- 
based treatment. 

The Report may also address workforce development, certification activity, self- 
direction, and capacity in the State to meet needs of the population receiving the services, 
and rebalancing goals related to HCBS. Additionally, the Report will also summarize the 
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outcomes of the State’s Quality Strategy for HCBS as outlined above. The State may 
also choose to provide the CMS with any other information it believes pertinent to the 
provision of the ABA-based treatment services/HCBS and their inclusion in the 
Demonstration, including innovative practices, cost-effectiveness, and short and long- 
term outcomes. 

VI. DELIVERY SYSTEM 

The MassHealth section 1115 Demonstration provides benefits through multiple delivery 
systems and programs.  A fundamental philosophy of MassHealth is that the Commonwealth will 
enable beneficiaries to take advantage of available and qualified employer-sponsored insurance 
(ESI) when cost effective.  These circumstances include the availability of ESI, the employer’s 
contribution level meeting a State-specified minimum, and its cost-effectiveness. MassHealth 
pays for medical benefits directly (direct coverage) only when no other source of payment is 
available and cost-effective.  Beneficiaries are required, as a condition of eligibility under most 
coverage types, to obtain or maintain private health insurance when MassHealth determines it is 
cost effective to do so, with the premium assistance necessary to make it affordable for the 
beneficiary.  All Demonstration programs except MassHealth Prenatal and MassHealth Limited 
have a premium assistance component. 

Under MassHealth premium assistance, the Commonwealth provides a contribution through 
reimbursement to the member or direct payment to the insurer, toward an employed individual’s 
share of the premium for an ESI plan of which the individual is a beneficiary or covered 
dependent, and which meets a basic benefit level (BBL). The Commonwealth has identified the 
features of a qualified health insurance product, including covered benefits, deductibles and co- 
payments, which constitute the BBL. Each ESI plan is measured against the BBL, and a 
determination is then made regarding the cost-effectiveness of providing premium assistance 
rather than direct coverage. Premium assistance is the provided benefit under the 
Commonwealth Care for the purchase of a commercial health insurance product. 

MassHealth benefits provided through direct coverage are delivered both on a fee for service 
(FFS) and capitated basis under the demonstration.  See Table D within STC 45 for details on the 
Delivery System and Coverage for MassHealth Administered Programs. As described below in 
Table D, MassHealth may require members eligible for direct coverage under Standard, Family 
Assistance, CommonHealth, Basic and Essential to enroll in managed care.  Most members can 
elect to receive services either through the statewide Primary Care Clinician (PCC) Plan or from 
a MassHealth-contracted managed care organization (MCO). Managed care enrollment is 
mandatory for CommonHealth members with no third party liability.  In addition, children who 
are clients of the Departments of Children and Families (DCF) or Youth Services (DYS) who do 
not choose a managed care plan are required to enroll with the behavioral health contractor for 
behavioral health services and may choose to receive medical services on a fee-for-service basis. 

Children eligible under TEFRA section 134 (Kaileigh Mulligan) and children receiving title IV- 
E adoption assistance may opt to enroll in managed care or receive health services via fee-for- 
service.  Children who choose managed care may choose a managed care organization (MCO) or 
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a PCC plan. Children who choose an MCO will receive their behavioral health services through 
the MCO. Children who choose the PCC Plan will receive their behavioral health services 
through the behavioral health contractor.  Children who choose fee-for-service will be passively 
enrolled with the behavioral health contractor for behavioral health services, but have the ability 
to opt-out and receive behavioral health services through the fee-for-service provider network. 

 

 

 

 

41. Managed Care Arrangements. MassHealth may implement, maintain, modify (without 
amendment to the Demonstration), and any managed care arrangements authorized under 
section 1932(a) of the Act or 42 CFR 438 et seq., including: 

a) PCC Plan. The PCC Plan is a primary care case management program administered by 
MassHealth.  In the PCC Plan, members enroll with a PCC who provides most primary 
and preventive care and who is responsible for providing referrals for most specialty 
services. Members can access specialty services from any MassHealth provider, subject 
to PCC referral and other utilization management requirements. Members enrolled in the 
PCC Plan receive mental health and substance abuse services through a single Behavioral 
Health Program (BHP) contractor, which is a Prepaid Inpatient Health Plan (PIHP).  The 
PCC Plan members are guaranteed freedom of choice of provider for family planning 
services and are able to obtain these services from any participating Medicaid provider 
without consulting their PCC or obtaining MassHealth’s prior approval. 

b) Enhanced Primary Care Clinician Payments.  In accordance with 42 CFR 438.6(c)(5)(iv) 
MassHealth may establish enhanced fee-for-service rate payments or capitated rate 
payments to Primary Care Clinicians for coordination of the care delivered to their 
enrolled PCC plan members.  MassHealth may also establish pay-for-performance 
incentives using capitated or other payment arrangements for achieving certain quality of 
care benchmarks, for demonstrating certain levels of improvement for selected 
Healthcare Effectiveness Data and Information Set (HEDIS) or other quality indicators, 
and for implementing practice infrastructure designed to support the delivery of high- 
quality health care services to enrolled members. 

c) Patient Centered Medical Home Initiative (PCMHI).  The PCMHI is a multi-payer 
initiative to transform selected primary care practice sites into PCMHs by 2015. 
MassHealth is a dominant public payer in the PCMHI and is assuming the same 
responsibilities as other participating payers both for enrollees in its PCC Plan and those 
in Medicaid contracted MCOs. The PCMHI practices must meet reporting requirements 
on clinical and operational measures, in addition to certain benchmarks to indicated 
continued progress towards medical home transformation, such as obtaining National 
Committee for Quality Assurance (NCQA) Physician Practice Connections-Patient 
Centered Medicaid Home (PPC®-PCMHTM) Level One recognition.  Any infrastructure 
support provided to Primary Care Clinicians who participate as PCMHI providers must 
be funded by the infrastructure and capacity-building component of the SNCP as 
referenced in STC 49(d). A formal evaluation of the PCMHI is also being conducted and 
should be included as relevant to the Demonstration in draft evaluation design as per STC 
84. 
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d) MCO.  MassHealth contracts with MCOs that provide comprehensive health coverage 
including behavioral health services to enrollees.  MCO enrollees may receive family 
planning services from any provider without consulting their PCP or MCO and are not 
required to obtain prior approval from MassHealth. For family planning services 
provided by MassHealth providers not participating in the MCO network, MassHealth 
reimburses the provider on a FFS basis and recoups the funds from the MCO. 
MassHealth does not have a lock-in policy.  Members who either choose or are assigned 
to a health plan may transfer to another available health plan in their geographic service 
area at any time for any reason. 

42. Exclusions from Managed Care Enrollment. MassHealth may exclude the following 
individuals from enrollment in a MassHealth-contracted managed care plan: 

a) Individuals for whom MassHealth is a secondary payer (i.e., a member with other health 
insurance).  For purposes of exclusion from managed care, “other health insurance” is 
defined as any medical coverage plan available to the member, including, but not limited 
to Medicare, CHAMPUS, or a private health plan.  However, MassHealth requires 
children eligible for MassHealth Standard and CommonHealth, for whom MassHealth is 
a secondary payer, to enroll with the behavioral health contractor for behavioral health 
services; 

b) Individuals who are receiving MassHealth Standard, CommonHealth, or Family 
Assistance benefits during the presumptive eligibility period or the time-limited period 
while MassHealth investigates and verifies access to qualified and cost-effective private 
health insurance or the time-limited period while the member is enrolling in such 
insurance; 

c) Individuals receiving Prenatal and Limited coverage; 

d) Individuals receiving Standard coverage who are receiving hospice care, or who are 
terminally ill as documented with a medical prognosis of a life expectancy of 6 months or 
less; and 

e) Participants in a Home and Community-Based Services Waiver who are not eligible for 
SSI and for whom MassHealth is not a secondary payer.  MassHealth may permit such 
individuals to enroll in managed care, including the option to enroll with the behavioral 
health contractor for behavioral health services and receive their medical services on a 
fee-for-service basis. 

43. Contracts. 

a) Managed Care Contracts.  All contracts and modifications of existing contracts between 
the Commonwealth and MCOs must be prior approved by CMS. The Commonwealth 
will provide CMS with a minimum of 30 days to review and approve changes. 
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b) Public Contracts.  Contracts with public agencies, that are not competitively bid in a 
process involving multiple bidders, shall not exceed the documented costs incurred in 
furnishing covered services to eligible individuals (or a reasonable estimate with an 
adjustment factor no greater than the annual change in the consumer price index), unless 
the contract is set at the same rate for both public and private providers. This requirement 
does not apply to contracts under the SNCP as outlined in STC 49(c) and STC 49(e) 
except as implemented by STC 50(f). 

c) Selective Contracting.  Procurement and the subsequent final contracts developed to 
implement selective contracting by the Commonwealth with any provider group shall be 
subject to CMS approval prior to implementation, except for contracts authorized 
pursuant to 42 CFR 431.54(d). 

d) Patient Centered Medical Home Initiative (PCMHI). Details regarding the PCHMI may 
be found in the Commonwealth’s PCC and MCO contracts. 

44. MassHealth Standard and CommonHealth Premium Assistance.  If available and cost 
effective, the Commonwealth will purchase cost-effective private health insurance on behalf 
of individuals eligible for Standard or CommonHealth coverage. The State will also provide 
coverage for additional services required to ensure that such individuals are receiving no less 
than the benefits they would receive through direct coverage under the State Plan. This 
coverage will be furnished, at the State option, on either a FFS basis or through managed care 
arrangements. These individuals are not required to contribute more towards the cost of their 
private health insurance than they would otherwise pay for MassHealth Standard or 
CommonHealth coverage. Cooperation with the Commonwealth to obtain or maintain 
available health insurance will be treated as a condition of eligibility for all of those in the 
family group, except those who are under the age of 19, or pregnant. 

45. Overview of Delivery System and Coverage for MassHealth Administered Programs. 
The following chart provides further detail on the delivery system utilized for the 
MassHealth administered programs and the related start date for coverage: 
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Table D. Delivery System and Coverage for MassHealth Demonstration Programs 
 

 
 
 
 
 
 
Coverage Type 

 
 
 
 
 
Delivery 
System Type M
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Start Date of Coverage**** 

Standard* 
Individuals with no third party 
liability (TPL) 

MCO or 
PCC Plan** x   

 

10 days prior to date of application 

 
Adults with TPL 

Receive wrap 
benefits via 
FFS 

   
x 

 
10 days prior to date of application 

 
 
 
 
 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x  x 

 
 
 
 
 
10 days prior to date of application 

 
Individuals with qualifying ESI 

Premium 
assistance 
with wrap 

  x 
 
10 days prior to date of application 

 

 
 
 
 
 
 
 

Kaileigh Mulligan eligible 
children and children receiving 
title IV-E adoption assistance 

Behavioral 
health is 
typically 
provided via 
BHP PIHP, 
although a 
FFS 
alternative 
must be 
available; all 
other services 
are offered via 
MCO, PCCP 
Plan or FFS. 

 x  

 
 
Kaileigh Mulligan - may be 
retroactive to first day of third 
month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided.” 

 
Title IV-E adoption assistance - 
start date of adoption 

 

Medically complex children in 
the care/custody of the DCF 

Special Kids 
Special Care 
MCO 

 x  
 
Start date of State custody 

Children in the care/custody of 
the DCF or DYS, including 
medically complex children in 
the care/custody of the DCF 

All services 
are offered via 
MCO, PCC 
Plan or FFS, 

x x x 

 
 
Start date of State custody 
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Start Date of Coverage**** 

 with the 
exception of 
behavioral 
health which 
is provided via 
mandatory 
enrollment in 
BHP PIHP 
unless a child 
is enrolled in 
an MCO (in 
which case, 
behavioral 
health is 
provided 
through the 
MCO). 

    

Presumptive children, for an up 
to 60-day period, before self- 
declared family income is 
verified 

 
 
FFS 

   
 

x 

 
 
10 days prior to date of application 

Women in the Breast and 
Cervical Cancer Treatment 
Program 

 

MCO or PCC 
Plan 

 
x 

   
10 days prior to date of application 

CommonHealth* 
 

Individuals with no TPL MCO or 
PCC Plan** 

 

x    

10 days prior to date of application 

 
Adults with TPL 

Receive wrap 
benefits via 
FFS 

   
x 

 
10 days prior to date of application 

 
 
 
 
 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

 
 
 
 
 
x 

  
 
 
 
 

x 

 
 
 
 
 
10 days prior to date of application 

 

Individuals with qualifying ESI Premium 
assistance 

   

x 
 

10 days prior to date of application 
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Coverage Type 

 
 
 
 
 
Delivery 
System Type M

an
da

to
ry

 
 

V
ol

un
ta

ry
 

 

FF
S 

O
nl

y 

 
 
 
 
 
 
Start Date of Coverage**** 

 with wrap     

Family Assistance for HIV/AIDS* 
 

Individuals with no TPL MCO or 
PCC Plan** 

 

x    

10 days prior to date of application 

 
Individuals with TPL 

Receive wrap 
benefits via 
FFS 

   
x 

 
10 days prior to date of application 

 
Individuals with qualifying ESI 

Premium 
assistance 
with wrap 

   
x 

 
10 days prior to date of application 

Family Assistance for Children*** 
 

Individuals with no TPL MCO or 
PCC Plan** 

 

x    

10 days prior to date of application 

 
Individuals with qualifying ESI 

Premium 
assistance 
with wrap 

   
x 

 
10 days prior to date of application 

Insurance Partnership 
 
 
 

Individuals with qualifying ESI 

Premium 
assistance for 
employees and 
incentive 
payments for 
employers 

   
 
 
N/A 

 
 
First month’s premium payment 
following determination of 
eligibility 

Basic 
 

Individuals with no TPL 
 

MCO or 
PCC Plan 

 
x 

  Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

 
Individuals with TPL 

Premium 
assistance 
only 

   
N/A 

First month’s premium payment 
following determination of 
eligibility 

Essential 
 

Individuals with no TPL 
 

MCO or 
PCC Plan 

 
x 

  Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

 
Individuals with TPL 

Premium 
assistance 
only 

   
N/A 

First month’s premium payment 
following determination of 
eligibility 

Limited 
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Coverage Type 

 
 
 
 
 
Delivery 
System Type M

an
da

to
ry

 

V
ol

un
ta

ry
 

 

FF
S 

O
nl

y 

 
 
 
 
 
 
Start Date of Coverage**** 

Individuals receiving emergency 
services only 

 

FFS    

x 
 

10 days prior to date of application 

 Prenatal FFS   x 10 days prior to date of application 
Home and Community-Based 
Waiver, under age 65 

Generally 
FFS, but also 
available 
through 
voluntary 
MCO or PCC 
Plan 

  
 
 
 
x 

 May be retroactive to first day of 
third month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided. 

Medical Security Plan 
 

Direct Coverage MCO  

x   Start date of unemployment 
benefits 

 
Premium Assistance 

Premium 
assistance 
only 

   
N/A 

Start date of unemployment 
benefits 

Commonwealth Care Premium 
Assistance 

 

MCO 
 

x   First day of month following 
enrollment 

 
Chart Notes 
*TPL wrap could include premium payments 
**FFS until member selects or is auto-assigned to MCO or PCC Plan 
***Presumptive and time-limited during health insurance investigation 
****All retroactive eligibility is made on a FFP basis 

 

VII. COST SHARING 
 

 

46. Overview.  Cost-sharing imposed upon individuals enrolled in the Demonstration varies 
across Demonstration programs and by FPL, except that no co-payments are charged for any 
benefits rendered to children under age 19 or pregnant women. Additionally, no premium 
payments are required for any individual enrolled in the Demonstration whose gross income 
is less than 150 percent FPL. Please see Attachment B for a full description of cost-sharing 
under the Demonstration for MassHealth-administered programs. The Commonwealth has 
the authority to change cost-sharing for the Commonwealth Care and Medical Security Plan 
program without amendment.  Updates to the cost-sharing will be provided upon request and 
in the annual reports. 

VIII. THE SAFETY NET CARE POOL (SNCP) 
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47. Description.  The Safety Net Care Pool (SNCP) was established effective July 1, 2005 for 
the purpose of reducing the rate of uninsurance in the Commonwealth while providing 
residual provider funding for uncompensated care, and care for Medicaid FFS, Medicaid 
managed care, Commonwealth Care and low-income uninsured individuals, as well as 
infrastructure expenditures and access to certain State health programs related to vulnerable 
individuals, including low-income populations as described in Attachment E. 

 

 

 

 

 

48. SNCP Effective Date.  Notwithstanding the effective date specified in section I of the STCs 
or in any other Demonstration documentation, all STCs, waivers and expenditure authorities 
relating to the SNCP are effective for dates of services beginning on the date of the approval 
letter through June 30, 2014.  For the period operating under temporary extension from July 
1, 2011, through the period prior to the date of the approval letter, all SNCP expenditures 
were authorized up to the amount of the DSH allotment for SFY 2012, with the exception of 
Commonwealth Care which was funded through budget neutrality savings.  The aggregate 
SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
extension period to reflect this exception. 

49. Expenditures Authorized under the SNCP. The Commonwealth is authorized to claim as 
allowable expenditures under the demonstration, to the extent permitted under the SNCP 
limits under STC 50, the following categories of payments and expenditures. The 
Commonwealth must identify the provider and the source of non-Federal share for each 
component of the SNCP.  Federally-approved payments and expenditures within these 
categories are specified in Attachment E. 

a) Commonwealth Care. For dates of services through December 31, 2013, the 
Commonwealth may claim as allowable expenditures under the Demonstration to the 
extent permitted under the SNCP limits under STC 50 premium assistance under the 
Commonwealth Care health insurance program for individuals ages 21 and older without 
dependent children with income above 133 percent of the FPL through 300 percent of the 
FPL. 

b) Designated State Health Programs (DSHP). For dates of service through December 31, 
2013, the Commonwealth may claim as allowable expenditures under the Demonstration 
to the extent permitted under the SNCP limits under STC 50 DSHP, which are otherwise 
State-funded programs that provide health services. 

c) Providers. As described in Attachment E, the Commonwealth may claim as an allowable 
expenditure under the Demonstration to the extent permitted under the SNCP limits under 
STC 50, payments to providers, including but not limited to, acute hospitals and health 
systems, non-acute hospitals, and other providers of medical services to support 
uncompensated care for Medicaid FFS, Medicaid managed care, Commonwealth Care, 
and low-income uninsured individuals.  The Commonwealth may also claim as an 
allowable expenditure payments not otherwise eligible for FFP that are for otherwise 
covered services furnished to individuals who are inpatients in an Institution for Mental 
Disease (IMD). 
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d) Infrastructure and capacity-building. The Commonwealth may claim as allowable 
expenditures under the Demonstration to the extent permitted under the SNCP limits 
under STC 50 expenditures that support capacity-building and infrastructure for the 
improvement or continuation of health care services that benefit the uninsured, 
underinsured, MassHealth, Demonstration and SNCP populations. Infrastructure and 
capacity-building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c).  Activities 
related to Delivery System Transformation Initiatives are prohibited from also being 
claimed as infrastructure and capacity-building.   In the annual report as required by STC 
59, the Commonwealth must provide the actual amount, purpose and the entity each 
associated payment was made to for this component of the SNCP. 

e) Delivery System Transformation Initiatives (DSTI). The Commonwealth may claim as 
allowable expenditures under the Demonstration, to the extent permitted under the SNCP 
limits under STC 50, incentive payments to providers for the development and 
implementation of a program that support hospitals’ efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

1) Eligibility.  The program of activity funded by the DSTI shall be based in public 
and private acute hospitals, with a high, documented Medicaid patient volume, 
that are directly responsive to the needs and characteristics of the populations and 
communities.  Therefore, providers eligible for incentive payments are defined as 
public or private acute hospitals with a Medicaid payer mix more than one 
standard deviation above average and a commercial payer mix more than one 
standard deviation below average based on FY 2009 cost report data.  The 
hospitals eligible for incentive payments, over this Demonstration period, based 
on this criterion, are listed in Attachment I. 

2) Master DSTI Plan. The Commonwealth must develop and submit to CMS for 
approval a “master” DSTI plan.  CMS shall render a decision on the master DSTI 
plan within 45 days of the Commonwealth’s submission of the plan to CMS. The 
master plan must: 

i. Outline the global context, goals and outcomes that the State seeks to 
achieve through the combined implementation of individual projects by 
hospitals; 

ii. Specify the DSTI categories consistent with subparagraph (4) below, and 
detail the associated projects, population-focused objectives and 
evaluation metrics from which each eligible hospital will select to create 
its own plan; 

iii. Detail the requirements of the hospital-specific plans discussed in 
subparagraph (3) and STC 52; and 

iv. Specify all requirements for the DSTI plans and funding protocol pursuant 
to STC 52. 



MassHealth 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

Page 45 of 102 

 

 

 

 

 

3) Hospital-specific Plans. Upon CMS approval of the Commonwealth’s master 
DSTI plan, each participating hospital must submit an individual DSTI plan that 
identifies the projects, population-focused objectives, and specific metrics 
adopted from the master DSTI plan and meets all requirements pursuant to STC 
52.  CMS shall approve each hospital’s DSTI plan within 45 days of the 
Commonwealth’s submission of the hospital’s plan to CMS for final approval 
following the State review process pursuant to STC 52(a)(6), provided that the 
plan(s) meet all requirements of the approved master DSTI plan outlined in STC 
52(a)(2) and STC 52(a)(3) in addition the requirements outlined for the hospital 
specific DSTI plans pursuant to STC 52(b) and the approved DSTI payment and 
funding protocol pursuant to STC 52 (c). 

Participating hospitals must implement new, or significantly enhance existing 
health care initiatives. The hospital-specific DSTI plans must address all four 
categories, as outlined in subparagraph (4) below, but each hospital is not required 
to select all projects within a given category. Each individual hospital DSTI plan 
must include a minimum number of projects selected within each category as 
outlined in the master DSTI plan and report on progress to receive DSTI funding. 
Eligibility for DSTI payments will be based on successfully meeting metrics 
associated with approved projects as outlined in subparagraph (6) and the 
submission of required progress reports outlined in STC 53(c)(1). 

4) DSTI Categories and Projects. Each participating hospital must select a minimum 
number of projects from each category as outlined in the master DSTI plan. 
Additionally, the projects must be consistent with the overarching approach of 
improving health care through the simultaneous pursuit of three aims: improving 
the experience of care, improving the health of populations, and reducing per 
capita costs of health care. The selected projects will be detailed in the hospital- 
specific plans described in subparagraph (3) and STC 52.  Each project, 
depending on the purpose and scope of the project, may include a mix of process- 
oriented metrics to measure progress in the development and implementation of 
infrastructure and outcome metrics to measure the impact of the investment. 
Metrics are further discussed in subparagraph (5) and STC 52. 

There are four categories for which funding authority is available under the DSTI, 
each of which has explicit connection to the achievement of the Three Part Aim 
mentioned in the preceding paragraph: 

Category 1: Development of a fully integrated delivery system: This category 
includes investments in projects that are the foundation of delivery system change to 
encompass the concepts of the patient-centered medical home (PCMH) model to 
increase delivery system efficiency and capacity. Examples include: 

i. Investments in communication systems to improve data exchange with 
medical home sites 
ii. Integration of physical and behavioral health care 
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iii. Development of integrated care networks across the continuum of care 
iv. Investment in patient care redesign efforts, such as patient navigators, 
alternative delivery sites, alternative office hours, etc. 

 

 

 

 

Category 2: Improved Health Outcomes and Quality: This category includes 
development, implementation and expansion of innovative care models which have 
the potential to make significant demonstrated improvements in patient experience, 
cost and care management. Examples include: 

i. Implementation of Enterprise-wide Care Management or Chronic Care 
Management initiatives, which may include implementation and use of 
disease management registries 
ii. Improvement of care transitions, and coordination of care across inpatient, 
outpatient, post-acute care, and home care settings 
iii. Adoption of Process Improvement Methodologies to improve safety, 
quality, and efficiency 

Category 3: Ability to respond to statewide transformation to value-based 
purchasing and to accept alternatives to fee-for-service payments that promote 
system sustainability. Examples include: 

i. Enhancement of Performance Improvement and Reporting Capabilities 
ii. Development of enhanced infrastructure and operating and systems 
capabilities that would support new integrated care networks and alternative 
payment models to manage within new delivery and payment models 
iii. Development of risk stratification capabilities/functionalities 

Category 4: Population-Focused Improvements.  This category involves 
evaluating the investments and system changes described in categories 1, 2 and 3 
through population-focused objectives. Metrics must evaluate the impact of 
health care delivery system and access reform measures on the quality of care 
delivered by participating providers. Metrics must also evaluate the impact of the 
payment redesign and infrastructure investments to improve areas such as cost 
efficiency, systems of care, and coordination of care in community settings. 
Metrics may vary across participating providers, but should be consistent within 
projects developed in the DSTI master plan to facilitate evaluation. 

5) DSTI Metrics and Evaluation. Each eligible provider must develop process- 
oriented and outcome metrics for each of the Categories 1, 2 and 3 that 
demonstrate clear project goals and objectives to achieve systematic progress. 
Examples of such project metrics may include: identification and purchase of 
system, programming of system, going live on a system, contracting with a payer 
using a bundled payment system, enrollment of a defined percentage of patients to 
a Medical Home model, increase by a defined amount the number of primary care 
clinics using a Care Management model, improve by a defined percentage  
patients with self-management goals, increase by a defined amount the number of 
patients that have an assigned care manager team, etc. 
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Metrics related to Category 4 shall recognize that the population-focused 
objectives/projects do not guarantee outcomes, but that the objectives/projects 
must result in learning, adaptation and progress toward the desired impact.  These 
metrics must quantitatively measure the impact of the projects in Categories 1, 2 
and 3 (e.g. disease measurements, ER admissions, cost management, etc.) on each 
participating provider’s patient population. 

 

 

 

 

6) DSTI Payments. DSTI payments for each participating provider are contingent 
on that provider meeting project metrics as defined in the approved hospital- 
specific plans.  As further discussed in subparagraph (7) below, the final master 
DSTI plan and payment and funding protocol as required by STC 52 must include 
an incentive payment formula.  Within this formula, approval of the hospital- 
specific plans may be considered an appropriate metric for the first incentive 
payment of the initiative in DY 15, and may equal up to 50 percent of the DY 15 
total annual amount of DSTI funding a hospital may be eligible for based upon 
incentive payments. Payment cycles to providers will be described in final 
approved DSTI funding protocol but will be made at a minimum on a semi-annual 
basis contingent upon providers meeting the associated metrics. The actual 
metrics for incentive payments and the amount of incentive payments dispersed in 
a given year will be outlined pursuant to the approved master DSTI plan, hospital- 
specific plans and funding protocol requirements outlined in STC 52 and the 
reporting requirements outlined in STC 53. 

DSTI payments are not direct reimbursement for expenditures or payments for 
services.  DSTI payments are intended to support and reward hospital systems for 
improvements in their delivery systems and payment models that support the 
simultaneous pursuit of improving the experience of care, improving the health of 
populations, and reducing per capita costs of health care.  The payments are not 
direct reimbursement for expenditures incurred by hospitals in implementing 
reforms. The DSTI payments are not reimbursement for health care services that 
are recognized under these STCs or under the State plan. 

DSTI payments should not be considered patient care revenue and will not be 
offset against other Medicaid reimbursements to hospital systems, including 
payments funded through approved intergovernmental transfers, or approved 
certified public expenditures incurred by government owned or operated hospital 
systems and their affiliated government entity providers for health care services, 
infrastructure and capacity-building, administrative activities, or other non-DSTI 
payment types authorized under these STCs and/or under the State plan. 

7) Distribution of DSTI Funds among Hospitals: Attachment I specifies the hospitals 
eligible for DSTI over the Demonstration approval period and outlines the initial 
proportional allowance of available DSTI funds for participating providers to earn 
through DSTI incentive payments for SFY2012-2014. This initial proportional 
allowance is based upon a foundational amount of funding of $4 million for each 
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hospital over the Demonstration approval period that is necessary for hospitals to 
undertake transformation initiatives, regardless of hospital size.  Beyond this 
foundational amount, the initial allotment of available funds is based on the 
relative size of each hospital’s Medicaid and low-income public payer patient 
population, as measured by each hospital’s patient services charges as indicated in 
the Medicaid and Low-Income Public Payer Gross Patient Services Revenue 
(GPSR), published in the SFY 2009 Massachusetts 403 acute hospital cost reports 
filed with the Division of Health Care Finance and Policy.  “Public payers” in this 
instance include Medicaid, Medicaid managed care, Commonwealth Care and the 
Health Safety Net.  The public payers and base year data are consistent with the 
eligibility criteria for participating providers. 

 

 

The final master DSTI plan, and payment and funding protocol, as outlined in 
STC 52, must specify the DSTI incentive payment formula and denote the total 
annual amount of DSTI incentive payments each participating hospital may be 
eligible for based upon the projects and metrics it selects.  The incentive payment 
formula must identify per metric the following: (1) the annual base amount of 
funding per metric associated with the each category pursuant to STC 49(e)(4); 
(2) increases to that base amount associated with a hospital’s proportional annual 
DSTI allowance; and (3) a rationale for any percentage adjustments made to a 
hospitals calculated DSTI allowance to account for factors such as differences in 
quality infrastructure, differences in external supports for improvements, and 
differences in patient populations to be identified in the master DSTI plan. 

8) FFP.  FFP is not available for DSTI payments to a participating provider until the 
DSTI master plan, the individual provider’s plan and the funding protocol 
outlined in STC 52 are approved by CMS.  DSTI payments to a particular 
provider are contingent upon whether that participating provider meets project 
metrics as defined in its hospital-specific plan, and are subject to legislative 
appropriation and availability of funds. 

 

 
50. Expenditure Limits under the SNCP. 

a) Aggregate SNCP Cap. From the date of the approval letter through June 30, 2014 (SNCP 
extension period), the SNCP will be subject to an aggregate cap of $4.4 billion, as well as 
the overall budget neutrality limit established in section XI of the STCs. Because the 
aggregate SNCP cap is based in part on an amount equal to the Commonwealth’s annual 
disproportionate share hospital (DSH) allotment, any change in the Commonwealth’s 
Federal DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the aggregate SNCP cap, and a 
corresponding change to the provider cap as described in subparagraph c. Such a change 
shall be reflected in STCs 50(a) and 50(c), and shall not require a Demonstration 
amendment.  The aggregate SNCP cap of $4.4 billion is based on an annual DSH 
allotment of $624,691,018 (Total Computable), the Commonwealth’s projected annual 
DSH allotment for FFY 2012 and budget neutrality savings. For the period operating 



MassHealth 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

Page 49 of 102  

under temporary extension from July 1, 2011, through the period prior to the date of the 
approval letter, all SNCP expenditures were authorized up to the amount of the DSH 
allotment for SFY 2012, with the exception of Commonwealth Care which was funded 
through budget neutrality savings. The aggregate SNCP cap was reduced by 
Commonwealth Care expenditures for the temporary extension period to reflect this 
exception. 

 

 

 

 

b) Infrastructure Cap. The Commonwealth may expend an amount equal to no more than 
five percent of the aggregate SNCP cap over the SNCP extension period for 
infrastructure and capacity building, as described in STC 49(d). No FFP will be available 
to reimburse the Commonwealth for infrastructure and capacity-building until the 
Commonwealth notifies CMS and obtains subsequent CMS approval, of the specific 
activities that will be undertaken to improve the delivery of health care to the uninsured, 
underinsured or SNCP populations. No Demonstration amendment is required for CMS 
approval of the specific activities for infrastructure and capacity-building.  The 
Commonwealth must update Attachment E to reflect these activities; no Demonstration 
amendment is required.  Progress reports on all such activities must be included in the 
quarterly and annual reports outlined in STCs 58 and 59, respectively.  Infrastructure 
projects for which FFP is claimed under this expenditure authority are not eligible for 
DSTI incentive payments. 

c) Provider Cap. The Commonwealth may expend an amount for purposes specified in STC 
49(c) equal to no more than the cumulative amount of the Commonwealth’s annual DSH 
allotments for the SNCP extension period.  Any change in the Commonwealth’s Federal 
DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the provider cap. Such change shall not 
require a Demonstration amendment. The provider cap is based on an annual DSH 
allotment of $624,691,018 (total computable), the Commonwealth’s projected annual 
DSH allotment for SFY 2012. 

d) DSHP Cap. Expenditure authority for DSHP is limited to $360 million in SFY 2012, 
$310 million in SFY 2013 and $130 million in SFY 2014 through December 31, 2013. 
Total computable expenditures for DSHP shall be reduced by a fixed amount of 5.3 
percent annually to determine allowable DSHP expenditures under the demonstration to 
account for the unknown immigration status of certain program recipients. 

e) Budget Neutrality Reconciliation.  The Commonwealth is bound by the budget neutrality 
agreement described in section XI of the STCs. The Commonwealth agrees to reduce 
spending in the SNCP to comply with budget neutrality in the event that expenditures 
under the demonstration exceed the budget neutrality ceiling outlined in section XI, STC 
80.  In that event, the Commonwealth must reduce expenditures for items 1 through 7 and 
9 in chart A of Attachment E before reducing expenditures to item 8, Commonwealth 
Care. 
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f) Transition to Cost for Uncompensated Care.  The SNCP payments pursuant to STC 49(c) 
support providers for furnishing uncompensated care. Currently these payments are not 
limited to the documented cost of providing such care.  Over this extension period, CMS 
will work with the Commonwealth to develop a cost protocol, to be approved by CMS 
and included as future Attachment H.  This protocol will ensure that beginning on July 1, 
2014 all provider payments for uncompensated care pursuant to STC 49(c) will be 
limited on a provider-specific basis to the cost of providing Medicaid State plan services 
and any other additional allowable uncompensated costs of care provided to Medicaid 
eligible individuals and uninsured individuals, less payment received by or on behalf of 
such individuals for such services. The DSH audit rule definition of allowable inpatient 
and outpatient services and allowable uninsured costs and revenues will serve at the 
initial framework for discussions on the cost protocol. Any additional costs to be 
included as allowable as uncompensated care must be identified and included in the 
resulting approved cost protocol. 

 

 

Therefore, over this extension period, the following milestones outlined in subparagraph  
(a) must be completed to develop and receive CMS approval for a cost protocol.  If there 
is no approved protocol in place by October 1, 2013, then default cost limit 
methodologies pursuant to subparagraph (b) will be applied to all provider payments 
under STC 49(c) for uncompensated Medicaid or uninsured services beginning on July 1, 
2014 through any extension of the Demonstration. 

a. Protocol Development 
i. By January 1, 2012 CMS will provide sample cost report protocols to the 

Commonwealth for physician, clinic and hospital services as well as any 
other provider receiving payments for services under the SNCP provider 
payments for uncompensated care. 

ii. By March 30, 2012, the Commonwealth must provide CMS for CMS 
approval a cost protocol development tool that includes a description of all 
specific data including data sources it proposes to include in the cost-limit 
protocol, including the scope of services and costs for each provider type 
(e.g. inpatient, outpatient, physician services, clinic services, non-hospital 
services, etc.). Massachusetts must use the same definition for inpatient  
and outpatient services as described in its approved Medicaid State plan  
for an initial framework and identify other uncompensated care costs that 
are not included in the State plan definitions. The Commonwealth must 
also identify any costs that would not be captured using Medicare cost 
principles but for which it will seek reimbursement under the SNCP (an 
example would be unreimbursed translation services associated with 
Medicaid or uninsured individuals). 

iii. By May 31, 2012, CMS will approve this cost protocol development tool. 
This approval will inform the scope of services and costs in subparagraph 
(iv) below and in the final protocol. 

iv. By July 1, 2012, the Commonwealth must develop an impact analysis of 
the cost limit protocol (will require hospitals to report necessary data on a 
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preliminary basis). This impact analysis must identify the sources of data 
used, the dates associated with the available data and any adjustments or 
modifications that have been made to the data along with the methodology 
and rationale. 

v. By August 30, 2012, CMS will provide comments on the cost-limit impact 
analysis. 

vi. By December 1, 2012, the Commonwealth must submit to CMS a draft 
cost protocol for each provider type receiving SNCP payments under STC 
49(c) that describes the methodology to calculate the annual cost of 
uncompensated care for Medicaid and uninsured populations for all 
services provided beginning on July 1, 2014 through any extension of the 
Demonstration.  Payments to providers under STC 49(c) will be limited by 
this annual provider specific cost limit beginning July 1, 2014 through any 
extension of the Demonstration. 

vii. CMS will review and submit initial comments and questions on the draft 
protocol by January 1, 2013. 

viii. The Commonwealth will work with CMS to finalize the cost protocol by 
October 1, 2013. 

ix. Hospitals will be required to certify and report necessary data to the 
Commonwealth by January 1, 2014. 

x. Hospital-specific cost limits for SNCP Provider Cap payments will be 
implemented for all services provided beginning on July 1, 2014 through 
any extension of the Demonstration. 

 

 
b. Default Cost Limit Methodologies 

i. If there is no approved protocol pursuant to subparagraph (a) above by 
October 1, 2013, then the following default cost limit methodologies will 
apply based on provider type for all providers receiving payments for 
uncompensated Medicaid or uninsured services under STC 49(c) provided 
beginning July 1, 2014 through any extension of the Demonstration: 

1. Hospitals will be limited to unreimbursed cost as determined using 
a cost-to-charge ratio utilizing the most recent Medicare cost report 
data by cost-center available through the CMS Medicare reporting 
system (HCRIS); 

2. Physician uncompensated care payments will be limited to the 
amount Medicare would have paid for the services based on the 
Medicare fee schedule in effect when the services were rendered; 
and 

3. Clinics will be limited to the amount of uncompensated care 
demonstrated using the HRSA 330 grantees cost-reports. 

ii. The default methodologies pursuant to subparagraph (i) above do not 
include any additional costs not identified in the standard reports gathered 
by Medicare or HRSA. 
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51. Priority Expenditures under the SNCP.  The Commonwealth must support expenditures 
for premium assistance under Commonwealth Care as its first priority. 

 

 

 

 

 

 

 

 

 

 

 

52. DSTI Plan and Funding Protocol. The State must meet the following milestones before it 
can claim FFP for DSTI funding: 

a) Commonwealth Master DSTI Plan. The Commonwealth must develop an 
overarching master DSTI plan to be submitted to CMS for approval. The master plan 
will be future Attachment J and must at a minimum include: 

1) Identification of community needs, health care challenges, the delivery system, 
payment reform, and population-focused improvements that DSTI will address in 
addition to baseline data to justify assumptions; 

2) Identification of the projects and objectives that fall within the four categories, as 
outlined in STC 49(e)(4),from which each participating hospital will develop its 
hospital-specific DSTI plan, and identify the minimum level of projects and 
population-focused objectives that each hospital must select; 

3) In coordination with subparagraph (a)(2) above, identification of the metrics and 
data sources for specific projects and population-focused objectives that each 
participating hospital will utilize in developing a hospital-specific DSTI plan to 
ensure that all hospitals adhere to a uniform progress reporting requirement; 

4) With regard to Category 3, the State must also identify its actions and timelines 
for driving payment reform; 

5) Guidelines requiring hospitals to develop individual hospital DSTI plans as 
outlined in STC 49(e)(3) and STC 52(b); 

6) A State review process and criteria to evaluate each hospital’s individual DSTI 
plan and develop its recommendation for approval or disapproval prior to 
submission to CMS for final approval; 

7) A reporting protocol outlining the requirements, process and timeline for a 
hospital to submit its interim progress on DSTI plan metrics and for the State to 
provide CMS with information documenting progress; 

8) A State review process and timeline to evaluate hospital progress on its DSTI plan 
metrics and assure a hospital has met its approved metrics prior to the release of 
associated DSTI funds; 

9) A process that allows for hospital plan modification and an identification of under 
what issues a modification plan may be considered including for carry- 
forward/reclamation, pending State and CMS approval; and 

 



MassHealth 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

Page 53 of 102 

 

 

 

 

 

10) A State process of developing an evaluation of DSTI as a component of the draft 
evaluation design as required by STC 84. When developing the master DSTI 
plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data 
to support the Evaluation Design required in section XII of the STCs. The State 
must select a preferred research plan for the applicable research question, and 
provide a rationale for its selection.  To the extent possible, participating hospitals 
should use similar metrics for similar projects to enhance evaluation and learning 
experience between hospitals. To facilitate evaluation, DSTI master plan must 
identify a core set of Category 4 metrics that all participating hospitals must be 
required to report even if the participating provider chooses not to undertake that 
project. The intent of this data set is to enable cross provider comparison even if 
the provider did not elect the intervention. 

b) Hospital DSTI Plans.  At a minimum, the individual hospital DSTI plans should 
include the following, in addition to the requirements pursuant to STCs 52(b) and 
53(c). 

1) A background section on the hospital system(s) covered by the DSTI plan that 
includes an overview of the patients served by the hospital; 

2) An executive summary for the DSTI plan that summarizes the high-level 
challenges the DSTI plan is intended to address and the target goals and 
objectives included in the plan for the Demonstration approval period; 

3) Sections on each of the four categories as specified in the STC 49(e)(4), and 
include: 

i. For Categories 1, 2 and 3 – 
a. Each hospital must select a minimum number of projects, with 

associated metrics, milestones and data sources in accordance with 
the master DSTI plan. 

b. For each project selected, the hospital at a minimum must include: 
i. A description of the goal(s) of the project, which describes 

the challenges of the hospital system and the major delivery 
or payment redesign system solution identified to address 
those challenges by implementing the particular project; 

ii. A description of the target goal over the Demonstration 
approval period and metrics associated with the project and 
the significance of that goal to the hospital system and its 
patients; 

iii. A narrative on the hospital’s rationale for selecting the 
project, milestones, and metrics based on relevancy to the 
hospital system’s population and circumstances, 
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community need, and hospital system priority and starting 
point with baseline data; 

iv. A narrative describing how this project supports, 
reinforces, enables and is related to other projects and 
interventions within the hospital system plan; and 

v. Any other hospital reporting guidelines stipulated in the 
master DSTI Plan. 

ii. In addition to requirements addressed in the above subparagraph (i), 
Category 2 must also include: 

a. A description of how the selected project can refine innovations, 
test new ways of meeting the needs of target populations and 
disseminate findings in order to spread promising practices. 

iii. Category 4 – Population-Focused Improvements 
a. Projects within this category must focus on evaluation of the 

population-focused improvements associated with Categories 1, 2 
and 3 projects and associated incentive payments. Each hospital 
must select a minimum number of projects in accordance with in 
the master DSTI plan.  The projects must be hospital-specific and 
need not be uniform across all the hospitals, but must be uniform 
across projects that are selected by multiple hospitals. 

 

 

 

 

c) DSTI Payment and Funding Protocol. The State must develop and submit in 
conjunction or as part of the master DSTI plan, an incentive payment methodology 
for each of the four categories to determine an annual maximum budget for each 
participating provider.  The State also must identify an allowable non-Federal share 
for the DSTI pool, which must approved by CMS.  The following principles must 
also be incorporated into the funding protocol that will be incorporated in future 
Attachment J: 

1) Each hospital will be individually responsible for progress towards and 
achievement of its metrics to receive its potential incentive funding related to any 
metric from DSTI. 

2) In order to receive incentive funding related to any metric, the hospital must 
submit all required reporting as described in STC 53(c). 

3) Funding Allocation Guidelines. The master DSTI plan must specify a formula for 
determining incentive payment amounts.  Hospital-specific DSTI plan 
submissions must use this formula to specify the hospital-specific incentive 
payment amounts associated with the achievement of approved transformation 
metrics for approval by the Commonwealth and CMS pursuant to STC 52(a)(6). 
Category metrics will have a base value. Each category may have a different base 
value but metrics within categories will be based on a starting dollar point. Given 
the varied nature of the projects and hospital systems, the total incentive payment 
amounts available to an individual hospital for each category depend upon the 



MassHealth 
Demonstration Approval Period: Date of approval letter through June 30, 2014 

Page 55 of 102 

size of the hospital, total projects and metrics selected in the hospital specific 
DSTI.  The submission must describe how the factors effect each hospitals 
maximum allowable payment. 

 

 

 

4) Carry-Forward/Reclamation.  The protocol must describe the ability of a hospital 
to earn payment for any missed metric within a defined time period. Carry- 
forward/reclamation of incentive payments is only available to the hospital 
associate with a given incentive payment and is not available for redistribution to 
other hospitals. Carry-forward/reclamation is limited to this Demonstration 
approval period ending June 30, 2014. 

i. If a participating hospital system does not fully achieve a metric that was 
specified in its plan for completion in a particular year, the payment 
associated with that metric may be rolled over for 12 months and be 
available if the hospital meets the missed metric in addition to the metric 
associated with the year in which the payment is made. 

ii. In the case of a participating hospital that is close to meeting a metric in a 
particular year, the hospital may be granted a grace period to the reporting 
deadline set for a particular payment cycle by which to meet a metric 
associated with the incentive payment if it has an approved plan 
modification pursuant to STC 52(a)(9) above.  The allowable time period 
for such a grace period may vary based on the type and scope of the 
project associated with such metric and may be up to 180 days.  The plan 
modification must be approved by the Commonwealth and CMS 30 days 
prior to the deadline of the incentive payment reporting pursuant to STCs 
52 and 53(c). The plan modification must outline how the hospital plans to 
meet the metric within the given grace period.   The process for hospital 
plan modification, including the modification requirements, deadline by 
which a hospital must submit a requested modification and the 
Commonwealth and CMS approval process will be outlined within the 
master DSTI plan pursuant to STC 52(a)(9). 

iii. Projects that focus primarily on infrastructure will have further limited 
rollover ability as defined in the master DSTI plan. 

53. SNCP Additional Reporting Requirements.  All SNCP expenditures must be reported as 
specified in section X, STC 63.  In addition, the Commonwealth must submit updates to 
Attachment E as set forth below to CMS for approval. 

a) Charts A – B of Attachment E. The Commonwealth must submit to CMS for approval, 
updates to Charts A – B of Attachment E that reflect projected SNCP payments and 
expenditures for State Fiscal Year (SFY) 2012-2014 and identify the non-Federal share 
for each line item, no later than 45 days after enactment of the State budget for each SFY. 
CMS shall approve the Commonwealth’s projected SNCP payments and expenditures 
within 30 days of the Commonwealth’s submission of the update, provided that all 
projections are within the applicable SNCP limits specified in STC 50. 
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The Commonwealth must notify CMS and receive CMS approval, before it can claim 
FFP, for any SNCP payments and expenditures outlined in Charts A-B of Attachment E 
that are in excess of the approved projected SNCP payments and expenditures by a 
variance greater than 10 percent. Any variance in SNCP payments and expenditures 
must adhere to the SNCP expenditure limits pursuant to STC 50.   The Commonwealth 
must submit to CMS for approval updates to Charts A – B that include these variations in 
projected SNCP payments and expenditures. CMS shall approve the Commonwealth’s 
revised projected SNCP payments and expenditures within 30 days of the 
Commonwealth’s submission of the update, provided that all projections are within the 
applicable SNCP limits specified in STC 50. 

 

 

 

 

 

 

The Commonwealth must submit to CMS for approval updates to Charts A – B of 
Attachment E that reflect actual payments and expenditures for each SFY, within 180 
days after the close of the SFY.  CMS shall approve the Commonwealth’s actual SNCP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all SNCP payments and expenditures are within the applicable SNCP limits specified 
in STC 50. 

The Commonwealth must submit to CMS for approval further updates to any or all of 
these charts as part of the quarterly operational report and at such other times as may be 
required to reflect projected or actual changes in SNCP payments and expenditures. 
CMS must approve the Commonwealth’s updated charts within 45 days of the 
Commonwealth’s submission of the update, provided that all SNCP payments and 
expenditures are within the applicable limits specified in STC 50. 

No Demonstration amendment is required to update Charts A-B in Attachment E, with 
the exception of any new types of payments or expenditures in Charts A and B, or for any 
increase to Public Service Hospital Safety Net Care. 

b) DSHP.  The Commonwealth must submit to CMS for approval a table of projected DSHP 
spending by approved program, no later than 45 days after enactment of the State budget 
for each SFY.  CMS must approve the Commonwealth’s projected DSHP expenditures 
within 15 days of the Commonwealth’s submission of the update, provided that all DSHP 
projections are within the applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval an update to the table of projected 
DSHP spending that reflects actual DSHP expenditures for each SFY, within 180 days 
after the close of the SFY. CMS must approve the Commonwealth’s actual DSHP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all DSHP expenditures are within applicable limits. 

The Commonwealth may submit to CMS for approval further updates to the table of 
projected DSHP spending by approved program at such other times as may be required to 
reflect projected or actual changes in DSHP expenditures.  CMS must approve the 
Commonwealth’s updated charts within 45 days of the Commonwealth’s submission of 
the update, provided that all DSHP expenditures are within applicable limits. 
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No Demonstration amendment is required to update the table of projected DSHP 
spending by approved program within the expenditure limits specified in STC 50(d). The 
Commonwealth is required to amend the Demonstration in order to add to the list of 
DSHP programs in Chart C of Attachment E. 

c) DSTI Reporting. The participating providers and the State must report the following: 

1) Hospital Reporting.  The reporting protocol within the master DSTI must outline 
the hospitals’ reporting requirements, process and timelines that must be 
consistent with the following principles: 

i. Hospital Reporting for Payment. Participating providers seeking payment 
under DSTI must submit reports to the State demonstrating progress, 
measured by Category specific metrics.  The reports must include the 
incentive payment amount being requested for the progress achieved in 
accordance with the payment mechanisms outlined in the master DSTI 
plans. The required hospital reporting requirements, process and timeline 
are pursuant to the reporting protocol, State review process and funding 
protocol as outlined in STC 52(a)(7) and STC 52(a)(8) and STC 52(c) and 
must be consistent with the following principles: 

1. The hospital reports must be submitted using a standardized 
reporting form approved by the State and CMS; 

2. The State must use this documentation in support of DSTI claims 
made on the MBES/CBES 64.9 Waiver form. 

ii. Hospital System Annual Report. Hospital systems must submit an annual 
report, based on the timeline approved in the reporting protocol 
component of the master DSTI plan.  The reports must at a minimum: 

1. Be submitted using a standardized reporting form approved by the 
State and CMS; 

2. Provide information included in the semi-annual reports, including 
data on the progress made for all milestones; and 

3. Provide a narrative description of the progress made, lessons 
learned, challenges faced and other pertinent findings. 

iii. Documentation.  The hospital system must have available for review by 
the State or CMS, upon request, all supporting data and back-up 
documentation. 

2) Commonwealth Reporting.  STC 58 and 59 require DSTI reporting as a 
component of the quarterly operational reports and annual reports. The DSTI 
reporting must at a minimum include: 

i. All DSTI payments made to specific hospitals that occurred in the quarter; 
ii. Expenditure projections reflecting the expected pace of future 

disbursements for each participating hospital; 
iii. An assessment by summarizing each hospital’s DSTI activities during the 

given period; and 
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iv. Evaluation activities and interim findings of the evaluation design 
pursuant to STC 84. 

 

 

 

 

 

 

 

 

IX. GENERAL REPORTING REQUIREMENTS 

54. General Financial Reporting Requirements.  The State must comply with all general 
financial requirements under title XIX of the Social Security Act in section X of the STCs. 

55. Compliance with Managed Care Reporting Requirements. The State must comply with 
all managed care reporting regulations at 42 CFR 438 et. seq. except as expressly waived or 
identified as not applicable in the expenditure authorities incorporated into these STCs. 

56. Reporting Requirements Relating to Budget Neutrality.  The State must comply with all 
reporting requirements for monitoring budget neutrality as set forth in section XI of the 
STCs, including the submission of corrected budget neutrality data upon request. 

57. Bi-Monthly Calls.   The State must participate in monitoring calls with CMS. The purpose  
of these calls is to discuss any significant actual or anticipated developments affecting the 
Demonstration.  Areas to be addressed include, but are not limited to, MCO operations (such 
as contract amendments and rate certifications), health care delivery, enrollment, cost 
sharing, quality of care, access, the benefit packages, activities related to the Safety Net Care 
Pool, audits, lawsuits, financial reporting and budget neutrality issues, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, 
progress on evaluations, State legislative developments, and any Demonstration amendments, 
concept papers or State plan amendments the State is considering submitting. The State and 
CMS shall discuss quarterly expenditure reports submitted by the State for purposes of 
monitoring budget neutrality. CMS shall update the State on any amendments or concept 
papers under review as well as Federal policies and issues that may affect any aspect of the 
Demonstration.  The State and CMS shall jointly develop the agenda for the calls. 

58. Quarterly Operational Reports.  The Commonwealth must submit progress reports in the 
format specified in Attachment C no later than 60 days following the end of each quarter. 
The intent of these reports is to present the Commonwealth’s analysis and the status of the 
various operational areas under the demonstration.  These quarterly reports must include, but 
are not limited to: 

a) Updated budget neutrality monitoring spreadsheets; 

b) Events occurring during the quarter or anticipated to occur in the near future that effect 
health care delivery including approval and contracting with new plans, benefits, 
enrollment, grievances, quality of care, access, proposed changes to payment rates, health 
plan financial performance that is relevant to the Demonstration, payment reform 
initiatives or delivery system reforms impacting Demonstration population and/or 
undertaken in relation to the SNCP, updates on activities related to the pediatric bundled 
payment pilot program, pertinent legislative activity, and other operational issues; 
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c) Action plans for addressing any policy and administrative issues identified; 

d) Quarterly enrollment reports that include the member months for each Demonstration 
population; 

e) Updates on any State health care reform activities to coordinate the transition of coverage 
through the Affordable Care Act; 

f) Activities and planning related to payments made under the Safety Net Care Pool 
pursuant to reporting requirements outlined in section VIII of the STCs; and 

g) Evaluation activities and interim findings. 

59. Annual Report.  The Commonwealth must submit a draft annual report documenting 
accomplishments, project status, quantitative and case study findings, utilization data, and 
policy and administrative difficulties in the operation of the Demonstration.  This report must 
also contain a discussion of the items that must be included in the quarterly operational 
reports required under STC 58 in addition to the annual HCBS report as stipulated in STC 
40(l).  The Commonwealth must submit the draft annual report no later than October 1st of 
each year. Within 30 days of receipt of comments from CMS, a final annual report shall be 
submitted. 

60. Transition Plan. On or before July 1, 2012, the State is required to submit a draft and 
incrementally revise a transition plan consistent with the provisions of the Affordable Care 
Act for individuals enrolled in the Demonstration, including how the State plans to 
coordinate the transition of these individuals to a coverage option available under the 
Affordable Care Act without interruption in coverage to the maximum extent possible.  The 
plan must contain the required elements and milestones described in subparagraphs (a)-(e) 
outlined below.  In addition, the Plan will include a schedule of implementation activities that 
the State will use to operationalize the Transition Plan. 

a) Required Authorities.  The State must conduct an assessment of which Demonstration 
authorities outlined in the waivers and expenditure authorities should expire on 
December 31, 2013 consistent with the provisions of the Affordable Care Act and submit 
a plan outlining the process for submission of any necessary Demonstration 
amendment(s).  For example, this may include authorities related to specific 
Demonstration populations (e.g. Commonwealth Care, hypothetical populations, etc.) in 
addition to processes and activities such as eligibility procedures and standards, financial 
responsibility/deeming, retroactive eligibility, cost sharing, etc. 

b) Seamless Transitions.  Consistent with the provisions of the Affordable Care Act, the 
Transition Plan will include details on how the State plans to obtain and review any 
additional information needed from each individual to determine eligibility under all 
eligibility groups, and coordinate the transition of individuals enrolled in the 
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Demonstration (by FPL) (or newly applying for Medicaid) to a coverage option available 
under the Affordable Care Act without interruption in coverage to the maximum extent 
possible.  Specifically, the State must: 

i. Determine eligibility under all January 1, 2014, eligibility groups for which 
the State is required or has opted to provide medical assistance, including the 
group described in §1902(a)(10)(A)(i)(VIII) for individuals under age 65 and 
regardless of disability status with income at or below 133 percent of the 
FPL. 

ii. Identify Demonstration populations not eligible for coverage under the 
Affordable Care Act and explain what coverage options and benefits these 
individuals will have effective January 1, 2014. 

iii. Implement a process for considering, reviewing, and making preliminarily 
determinations under all January 1, 2014 eligibility groups for new applicants 
for Medicaid eligibility. 

iv. Conduct an analysis that identifies populations in the Demonstration that may 
not be eligible for or affected by the Affordable Care Act and the authorities 
the State identifies that may be necessary to continue coverage for these 
individuals. 

v. Develop a modified adjusted gross income (MAGI) conversion for program 
eligibility. 

 

 

 

 

c) Access to Care and Provider Payments and System Development or Remediation. The 
State should assure adequate provider supply for the State plan and Demonstration 
populations affected by the Demonstration on December 31, 2013.  Additionally, the 
Transition Plan for the Demonstration is expected to expedite the State’s readiness for 
compliance with the requirements of the Affordable Care Act and other Federal 
legislation. 

d) Progress Updates.  After submitting the initial Transition Plan for CMS approval, the 
State must include progress updates in each quarterly and annual report.  The Transition 
Plan shall be revised as needed. 

e) Implementation. 
i. By October 1, 2013, the State must begin to implement a simplified, 

streamlined process for transitioning eligible enrollees in the Demonstration 
to Medicaid, the Exchange or other coverage options in 2014.  In transitioning 
these individuals from coverage under the waiver to coverage under the State 
plan, the State will not require these individuals to submit a new application. 

ii. On or before December 31, 2013, the State must provide notice to the 
individual of the eligibility determination using a process that minimizes 
demands on the enrollees. 

61. Final Report.  Within 120 days following the end of the Demonstration, the Commonwealth 
must submit a draft final report to CMS for comments. The Commonwealth must take into 
consideration CMS’ comments for incorporation into the final report. The final report is due 
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to CMS no later than 120 days after receipt of CMS’ comments. 
 

 

 

 

 

 

 

X. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX 

62. Quarterly Expenditure Reports. The State must provide quarterly expenditure reports 
using Form CMS-64 to report total expenditures for services provided through this 
Demonstration under section 1115 authority that are subject to budget neutrality. This 
project is approved for expenditures applicable to services rendered during the 
Demonstration period. CMS shall provide FFP for allowable Demonstration expenditures 
only as long as they do not exceed the pre-defined limits on the expenditures as specified in 
section XI of the STCs. 

63. Reporting Expenditures Under the Demonstration. The following describes the reporting 
of expenditures subject to the budget neutrality agreement: 

a) Tracking Expenditures. In order to track expenditures under this demonstration, the State 
must report Demonstration expenditures through the Medicaid and Children’s Health 
Insurance Program Budget and Expenditure System (MBES/CBES), following routine 
CMS-64 reporting instructions outlined in section 2500 of the State Medicaid Manual. 
All Demonstration expenditures claimed under the authority of title XIX of the Act and 
subject to the budget neutrality expenditure limit must be reported each quarter on 
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the Demonstration 
project number (11-W-00030/1) assigned by CMS, including the project number 
extension which indicates the Demonstration Year (DY) in which services were rendered. 

b) Cost Settlements. For monitoring purposes, cost settlements attributable to the 
Demonstration must be recorded on the appropriate prior period adjustment schedules 
(Form CMS-64.9P Waiver) for the Summary Sheet Line 10B, in lieu of Lines 9 or 10C. 
For any cost settlement not attributable to this Demonstration, the adjustments should be 
reported as otherwise instructed in the State Medicaid Manual. 

c) Pharmacy Rebates. The Commonwealth may propose a methodology for assigning a 
portion of pharmacy rebates to the Demonstration, in a way that reasonably reflects the 
actual rebate-eligible pharmacy utilization of the Demonstration population, and which 
reasonably identifies pharmacy rebate amounts with DYs. Use of the methodology is 
subject to the approval in advance by the CMS Regional Office, and changes to the 
methodology must also be approved in advance by the Regional Office. The portion of 
pharmacy rebates assigned to the Demonstration using the approved methodology will be 
reported on the appropriate Forms CMS-64.9 Waiver for the Demonstration, and not on 
any other CMS-64.9 form (to avoid double counting). Each rebate amount must be 
distributed as State and Federal revenue consistent with the Federal matching rates under 
which the claim was paid. 

d) Premiums and other applicable cost sharing contributions from enrollees that are 
collected by the Commonwealth under the Demonstration must be reported to CMS each 
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quarter on Form CMS-64 Summary Sheet line 9.D, columns A and B. Additionally, the 
total amounts that are attributable to the Demonstration must be separately reported on 
the CMS-64Narr by Demonstration year. 

 

 

 

 

 

 

 

e) Demonstration year reporting. Notwithstanding the two-year filing rule, the 
Commonwealth may report adjustments to particular demonstration years as described 
below: 

i. Beginning July 1, 2005 (SFY 2006/ DY, 9) all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, and separate 
schedules will be completed for demonstration years 6, 7, 8, and 9. 

ii. Beginning July 1, 2006 (SFY 2007/ DY 10), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-7 will be reported as demonstration 
year 7, and separate schedules will be completed for demonstration years 8, 9, and 
10. 

iii. Beginning July 1, 2007 (SFY 2008/ DY 11), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, and separate schedules will be completed for demonstration years 9, 10, 
and 11. 

iv. Beginning July 1, 2008 (SFY 2009/ DY 12), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-10 will be 
reported as demonstration year 10, and separate schedules will be completed for 
demonstration years 11 and 12.  Demonstration year 12 includes dates of service 
from July 1, 2008, through June 30, 2009. 

v. Beginning July 1, 2009 (SFY 2010/ DY 13), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14. Demonstration year 13 includes dates of 
service from July 1, 2009, through June 30, 2010. 

vi. Beginning July 1, 2010 (SFY 2011/ DY 14), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
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reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14. Demonstration year 14 includes dates of 
service from July 1, 2010, through June 30, 2011. 

 

 

 

vii. Beginning July 1, 2011 (SFY 2012/ DY 15), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration 11, all expenditures and adjustments for demonstration 
years 12-14 will be reported as demonstration year 14 and separate schedules will 
be completed for demonstration years 15 and 16 and 17. All expenditures and 
adjustments for dates of service beginning July 1, 2011, will be reported on 
separate schedules corresponding with the appropriate demonstration year. 

f) Use of Waiver Forms 
. For each Demonstration year as described in subparagraph (e) above, 29 separate Forms 
CMS-64.9 Waiver and/or 64.9P Waiver must be completed, using the waiver name noted 
below, to report expenditures for the following EGs and the Safety Net Care Pool. 
Expenditures should be allocated to these forms based on the guidance found below. 

i. Base Families: Eligible non-disabled individuals enrolled in 
MassHealth Standard, as well as eligible 
non-disabled individuals enrolled in 
MassHealth Limited (emergency services 
only) 

   

ii. Base Disabled: Eligible individuals with disabilities enrolled 
in Standard, individuals enrolled in 
CommonHealth who spend down to 
eligibility, as well as eligible disabled 
individuals enrolled in Limited (emergency 
services only) 

   

iii. 1902(r)(2) Children: Medicaid expansion children and pregnant 
women who are enrolled in MassHealth 
Standard, as well as eligible children and 
pregnant women enrolled in MassHealth 
Limited (emergency services only) 

   

iv. 1902(r)(2) Disabled: Eligible individuals with disabilities enrolled 
in Standard with income between 114.1 
percent and 133 percent of the FPL, as well 
as eligible individuals with disabilities 
enrolled in MassHealth Limited (emergency 
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v. BCCTP: 

services only) 

Women eligible under the Breast and 
Cervical Cancer Treatment Program who are 
enrolled in Standard 

vi. CommonHealth: Higher income working adults and children 
with disabilities enrolled in CommonHealth 

vii. e-Family Assistance Eligible children receiving premium 
assistance or direct coverage through 200 
percent of the FPL enrolled in Family 
Assistance 

viii. CommCare-19-20 19 and 20 year olds receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance 
Connector Authority 

ix. Essential-19-20 Eligible 19 and 20 year olds who are long- 
term unemployed and not receiving EAEDC 
or a client of DMH 

x. CommCareParents Parents receiving premium assistance for 
commercial health insurance products 
coordinated through the Commonwealth 
Health Insurance Connector Authority 

xi. CommCare-133 Individuals 21 years old and over without 
dependent children with income at or below 
133 percent of the FPL receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xii. Base Fam XXI RO Title XXI-eligible AFDC children enrolled 
in Standard after allotment is exhausted 

xiii. 1902 (r)(2) XXI RO Title XXI-eligible Medicaid Expansion 
children enrolled in Standard after allotment 
is exhausted 
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xiv. CommonHealth XXI Title XXI-eligible higher income children 
with disabilities enrolled in title XIX 
CommonHealth after allotment is exhausted 

   

   

   

   

   

   

   

   

   

xv. Fam Assist XXI Title XXI-eligible children through 200 
percent of the FPL eligible for Family 
Assistance under the demonstration after the 
allotment is exhausted 

xvi. e-HIV/FA Eligible individuals with HIV/AIDS through 
200 percent of the FPL who are enrolled in 
Family Assistance 

xvii. IRP: Subsidies or reimbursement for ESI made to 
eligible individuals and/or eligible 
employers, not including subsidies for 
individuals in other eligible groups 

xviii. Basic: Eligible individuals who are long-term 
unemployed receiving EAEDC and/or a 
client of DMH 

xix. Essential: Eligible individuals who are long-term 
unemployed and not receiving EAEDC or a 
client of DMH 

xx. MSP: Eligible individuals receiving 
unemployment benefits from the DUA 

xxi. SNCP-CommCare: Individuals ages 21 and over with income 
above 133 percent of the FPL receiving 
premium assistance for commercial health 
insurance products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xxii. SNCP-HSNTF: Expenditures authorized under the 
Demonstration for payments held to the 
provider sub-cap to support uncompensated 
care 

xxiii. SNCP-DSHP: Expenditures authorized under the 
Demonstration for the Designated State 
Health Programs (DSHP) 
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xxiv. SNCP-DSTI: Expenditures authorized under the 
Demonstration for Delivery System 
Transformation Initiatives (DSTI) 

   

   

   

xxv. SNCP-OTHER: All other expenditures authorized under the 
SNCP 

xxvi. Asthma: All expenditures authorized through the 
pediatric asthma bundled pilot program 

xxvii. Autism: All expenditures authorized for early 
intervention services for children with 
autism 

 

64. Reporting Expenditures under the Demonstration for Groups that are Eligible First 
under the Separate Title XXI Program. The Commonwealth is entitled to claim title XXI 
funds for expenditures for certain children that are also eligible under this title XIX 
Demonstration included within the Base Families EG, the 1902(r)(2) Children EG, the 
CommonHealth EG and the Family Assistance EG.  These groups are included in the 
Commonwealth’s title XXI State Plan and therefore can be funded through the separate title 
XXI program up to the amount of its title XXI allotment (including any reallocations or 
redistributions).  Expenditures for these children under title XXI must be reported on separate 
Forms CMS-64.21U and/or 64.21UP in accordance with the instructions in section 2115 of 
the State Medicaid Manual.  If the title XXI allotment has been exhausted, including any 
reallocations or redistributions, these children are then eligible under this title XIX 
Demonstration and the following reporting requirements for these EGs under the title XIX 
Demonstration apply: 

 

 

 

Base Families XXI RO, 1902(r)(2) RO, CommonHealth XXI, and Fam Assist XXI: 

a) Exhaustion of Title XXI Funds.  If the Commonwealth has exhausted title XXI funds, 
expenditures for these optional targeted low-income children may be claimed as title XIX 
expenditures as approved in the Medicaid State plan. The Commonwealth shall report 
expenditures for these children as waiver expenditures on the Forms CMS 64.9 Waiver 
and/or CMS 64.9P Waiver in accordance with STC 63 (Reporting Expenditures Under 
the Demonstration). 

b) Exhaustion of Title XXI Funds Notification. The Commonwealth must notify CMS in 
writing of any anticipated title XXI shortfall at least 120 days prior to an expected change 
in claiming of expenditures. 
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c) If the Commonwealth chooses to claim expenditures for Base Families XXI RO, 
1902(r)(2) RO, and CommonHealth XXI groups under title XIX, the expenditures and 
caseload attributable to these EGs will: 

 

 

 

 

 

 

 

 

i. Count toward the budget neutrality expenditure limit calculated under 
section XI, STC 80 ( Budget Neutrality Annual Expenditure Limit); and 

ii. Be considered expenditures subject to the budget neutrality agreement as defined in 
STC 80, so that the Commonwealth is not at risk for caseload while claiming title 
XIX Federal matching funds when title XXI funds are exhausted. 

d) If the Commonwealth chooses to claim expenditures for Fam Assist XXI under title 
XIX, the expenditures and caseload attributable to this EG will be considered 
expenditures subject to the budget neutrality agreement as defined in STC 80. The 
Commonwealth is at risk for both caseload and expenditures while claiming Title XIX 
Federal matching funds for this population when title XXI funds are exhausted. 

65. Expenditures Subject to the Budget Neutrality Agreement.  For purposes of this section, 
the term “expenditures subject to the budget neutrality agreement” means expenditures for 
the EGs outlined in section IV of the STCs, except where specifically exempted. All 
expenditures that are subject to the budget neutrality agreement are considered 
Demonstration expenditures and must be reported on Forms CMS-64.9 Waiver and /or 64.9P 
Waiver. 

66. Premium Collection Adjustment. The Commonwealth must include Demonstration 
premium collections as a manual adjustment (decrease) to the Demonstration’s actual 
expenditures on a quarterly basis on the CMS-64 Summary Sheet and on the budget 
neutrality monitoring workbook submitted on a quarterly basis. 

67. Title XIX Administrative Costs.  Administrative costs will not be included in the budget 
neutrality agreement, but the Commonwealth must separately track and report additional 
administrative costs that are directly attributable to the Demonstration.  All administrative 
costs must be identified on the Forms CMS-64.10 Waiver and/or 64.10P Waiver. 

68. Claiming Period.  All claims for expenditures subject to the budget neutrality agreement 
(including any cost settlements) must be made within 2 years after the calendar quarter in 
which the Commonwealth made the expenditures.  Furthermore, all claims for services 
during the Demonstration period (including any cost settlements) must be made within 2 
years after the conclusion or termination of the Demonstration. During the latter 2-year 
period, the State must continue to identify separately net expenditures related to dates of 
service during the operation of the Demonstration on the CMS-64 waiver forms, in order to 
properly account for these expenditures in determining budget neutrality. 

69. Reporting Member Months. The following describes the reporting of member months for 
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Demonstration populations: 
 

 

 

 

 

 

 

 

a) For the purpose of calculating the budget neutrality agreement and for other purposes, the 
Commonwealth must provide to CMS, as part of the quarterly report required under STC 
58, the actual number of eligible member months for the EGs i-xxi and EGs xxvi and 
xxvii defined in STC 63(f).  The Commonwealth must submit a statement accompanying 
the quarterly report, which certifies the accuracy of this information. 

To permit full recognition of “in-process” eligibility, reported counts of member months 
may be subject to revisions after the end of each quarter. Member month counts may be 
revised retrospectively as needed. 

b) The term “eligible member months” refers to the number of months in which persons are 
eligible to receive services.  For example, a person who is eligible for 3 months 
contributes 3 eligible member months to the total. Two individuals who are eligible for 2 
months each contribute 2 eligible member months to the total, for a total of 4 eligible 
member months. 

70. Standard Medicaid Funding Process. The standard Medicaid funding process must be used 
during the Demonstration. Massachusetts must estimate matchable Demonstration 
expenditures (total computable and Federal share) subject to the budget neutrality 
expenditure limit and separately report these expenditures by quarter for each FFY on the 
Form CMS-37 (narrative section) for both the Medical Assistance Payments (MAP) and  
State and Local Administrative Costs (ADM). CMS shall make Federal funds available based 
upon the State’s estimate, as approved by CMS.  Within 30 days after the end of each  
quarter, the State must submit the Form CMS-64 quarterly Medicaid expenditure report, 
showing Medicaid expenditures made in the quarter just ended. CMS shall reconcile 
expenditures reported on the Form CMS-64 with Federal funding previously made available 
to the State, and include the reconciling adjustment in the finalization of the grant award to 
the State. 

71. Extent of Federal Financial Participation for the Demonstration. Subject to CMS 
approval of the source(s) of the non-Federal share of funding, CMS shall provide FFP at the 
applicable Federal matching rates for the Demonstration as a whole for the following, subject 
to the limits described in section XI of the STCs: 

a) Administrative costs, including those associated with the administration of the 
Demonstration; 

b) Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid State plan; and 

c) Net medical assistance expenditures and prior period adjustments made under section 
1115 Demonstration authority with dates of service during the Demonstration extension 
period, including expenditures under the Safety Net Care Pool. 
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72. Sources of Non-Federal Share. The Commonwealth provides assurance that the matching 
non-Federal share of funds for the Demonstration is State/local monies. The Commonwealth 
further assures that such funds shall not be used as the match for any other Federal grant or 
contract, except as permitted by law.  All sources of non-Federal funding must be compliant 
with section 1903(w) of the Act and applicable regulations.  In addition, all sources of the 
non-Federal share of funding are subject to CMS approval. 

a) CMS may review at any time the sources of the non-Federal share of funding for the 
Demonstration.  The Commonwealth agrees that all funding sources deemed 
unacceptable by CMS shall be addressed within the time frames set by CMS. 

b) Any amendments that impact the financial status of the program shall require the State to 
provide information to CMS regarding all sources of the non-Federal share of funding. 

c) The Commonwealth assures that all health care-related taxes comport with section 
1903(w) of the Act and all other applicable Federal statutory and regulatory provisions, 
as well as the approved Medicaid State plan. 

73. State Certification of Funding Conditions.  The Commonwealth must certify that the 
following conditions for non-Federal share of Demonstration expenditures are met: 

a) Units of government, including governmentally operated health care providers, may 
certify that State or local monies have been expended as the non-Federal share of funds 
under the Demonstration. 

b) To the extent the Commonwealth utilizes certified public expenditures (CPEs) as the 
funding mechanism for title XIX (or under section 1115 authority) payments, CMS must 
approve a cost reimbursement methodology.  This methodology must include a detailed 
explanation of the process by which the Commonwealth would identify those costs 
eligible under title XIX (or under section 1115 authority) for purposes of certifying 
public expenditures. 

c) To the extent the Commonwealth utilizes CPEs as the funding mechanism to claim 
Federal match for expenditures under the Demonstration, governmental entities to which 
general revenue funds are appropriated must certify to the State the amount of such State 
or local monies as allowable under 42 CFR 433.51 used to satisfy demonstration 
expenditures. The entities that incurred the cost must also provide cost documentation to 
support the State’s claim for Federal match; 

d) The Commonwealth may use intergovernmental transfers to the extent that such funds are 
derived from State or local monies and are transferred by units of government within the 
Commonwealth.  Any transfers from governmentally operated health care providers must 
be made in an amount not to exceed the non-Federal share of title XIX payments. 
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e) Under all circumstances, health care providers must retain 100 percent of the claimed 
expenditure. Moreover, no pre-arranged agreements (contractual or otherwise) exist 
between health care providers and State and/or local government to return and/or redirect 
to the Commonwealth any portion of the Medicaid payments. This confirmation of 
Medicaid payment retention is made with the understanding that payments that are the 
normal operating expenses of conducting business, such as payments related to taxes, 
including health care provider-related taxes, fees, business relationships with 
governments that are unrelated to Medicaid and in which there is no connection to 
Medicaid payments, are not considered returning and/or redirecting a Medicaid payment. 

 

 

 

 

 

 

74. Monitoring the Demonstration.  The Commonwealth will provide CMS with information to 
effectively monitor the Demonstration, upon request, in a reasonable time frame. 

75. Program Integrity. The State must have processes in place to ensure that there is no 
duplication of Federal funding for any aspect of the Demonstration. 

XI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 

76. Budget Neutrality Effective Date.  Notwithstanding the effective date specified in section I 
of the STCs or in any other Demonstration documentation, all STCs, waivers, and 
expenditure authorities relating to budget neutrality shall be effective beginning July 1, 2011. 

77. Limit on Title XIX Funding.  Massachusetts will be subject to a limit on the amount of 
Federal title XIX funding that the Commonwealth may receive on selected Medicaid 
expenditures during the period of approval of the Demonstration. The limit will consist of 
two parts, and is determined by using a per capita cost method combined with an aggregate 
amount based on the aggregate annual DSH allotment that would have applied to the 
Commonwealth absent the Demonstration (DSH allotment).  Budget neutrality expenditure 
targets are calculated on an annual basis with a cumulative budget neutrality expenditure 
limit for the length of the entire Demonstration.  Actual expenditures subject to the budget 
neutrality expenditure limit must be reported by the Commonwealth using the procedures 
described in section X, STC 63. The data supplied by the Commonwealth to CMS to 
calculate the annual limits is subject to review and audit, and if found to be inaccurate, will 
result in a modified budget neutrality expenditure limit. CMS’ assessment of the 
Commonwealth’s compliance with these annual limits will be done using the Schedule C 
report from the Form CMS-64. 

78. Risk. Massachusetts shall be at risk for the per capita cost for Demonstration enrollees under 
this budget neutrality agreement, but not for the number of Demonstration enrollees in each 
of the groups.  By providing FFP for all Demonstration enrollees, Massachusetts will not be 
at risk for changing economic conditions which impact enrollment levels.  However, by 
placing Massachusetts at risk for the per capita costs for Demonstration enrollees, CMS 
assures that the Federal demonstration expenditures do not exceed the level of expenditures 
that would have occurred had there been no Demonstration. 
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79. Expenditures Excluded From Budget Neutrality Test. Regular FMAP will continue for 
costs not subject to budget neutrality limit tests. Those exclusions include: 

 

 

 

 

 

 

 

 

 

 

a) Expenditures made on behalf of enrollees aged 65 years and above and expenditures 
made on behalf of enrollees under age 65 who are institutionalized in a nursing facility, 
chronic disease or rehabilitation hospital, intermediate care facility for the mentally 
retarded, or a State psychiatric hospital for other than a short-term rehabilitative stay; 

b) All long-term care expenditures, including nursing facility, personal care attendant, home 
health, private duty nursing, adult foster care, day habilitation, hospice, chronic disease 
and rehabilitation hospital inpatient and outpatient, and home and community-based 
waiver services, except pursuant to STC 40; 

c) Expenditures for covered services currently provided to Medicaid recipients by other 
State agencies or cities and towns, whether or not these services are currently claimed for 
Federal reimbursement; and 

d) Allowable administrative expenditures. 

80. Budget Neutrality Annual Expenditure Limit.  For each DY, two annual limits are 
calculated. 

a) Limit A.  For each year of the budget neutrality agreement an annual budget neutrality 
expenditure limit is calculated for each EG described as follows: 

i. An annual EG estimate must be calculated as a product of the number of eligible 
member months reported by the Commonwealth under section X, STC 69 for each 
EG, including the hypothetical populations, times the appropriate estimated per 
member/per month (PMPM) costs from the table in subparagraph (v) below; 

ii. Starting in SFY 2006, actual expenditures for the CommonHealth EG will be 
included in the expenditure limit for the Commonwealth. The amount of actual 
expenditures to be included will be the lower of the trended baseline CommonHealth 
costs, or actual CommonHealth per member per most cost experience for SFYs 2012- 
2014; 

iii. Starting in SFY 2009, actual expenditures for the CommCare-19-20, Essential-19-20 
and CommCare Parents EGs will be included in the expenditure limit for the 
Commonwealth.  Starting April 1, 2010, actual expenditures for the CommCare-133 
EG will be included in the expenditure limit for the Commonwealth. The amount of 
actual expenditures to be included will be the lower of the trended baseline costs, or 
actual per member per most cost experience for these groups in SFYs 2012-2014; 

iv. Historical PMPM costs used to calculate the budget neutrality expenditure limit in 
prior Demonstration periods are provided in Attachment D; and 
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v. The PMPMs for each EG used to calculate the annual budget neutrality expenditure 
limit for this Demonstration are specified below. 

Eligibility Group 
(EG) 

Trend Rate DY 15 
PMPM 

DY 16 
PMPM 

DY 17 
PMPM 

Mandatory and Optional State Plan Groups 
Base Families 5.3 percent $562.02 $591.81 $623.17 
Base Disabled 6.0 percent $1,224.88 $1,298.38 $1,376.28 
BCCTP 5.3 percent $3,674.67 $3,869.43 $4,074.51 
1902(r)2 Children 4.9 percent $457.59 $480.02 $503.54 
1902(r)2 Disabled 6.0 percent $959.04 $1,016.59 $1,077.58 
Essential 5.3 percent $351.85 $370.50 $390.14 

Hypothetical Populations* 
CommonHealth 6.0 percent $563.46 $597.27 $633.11 
CommCare-19 and 20 
year olds 

5.3 percent $447.13 $470.83 $495.78 

CommCare Parents 5.3 percent $498.35 $524.77 $552.58 
Essential-19 and 20 year 
olds 

5.3 percent $378.31 $398.36 $419.47 

CommCare-133 5.3 percent $498.36 $524.77 $552.58 
* “These PMPMs are the trended baseline costs used for purposes of calculating the impact of the hypothetical 
populations on the overall expenditure limit, according to the process listed in STC 80(a) (ii) and (iii).” 

b) Limit B.  The Commonwealth’s annual DSH allotment. 

c) The annual budget neutrality expenditure limit for the Demonstration as a whole is the 
sum of limit A and limit B.  The overall budget neutrality expenditure limit for the 
Demonstration is the sum of the annual budget neutrality expenditure limits. The Federal 
share of the overall budget neutrality expenditure limit represents the maximum amount 
of FFP that the Commonwealth may receive for expenditures on behalf of Demonstration 
populations as well as Demonstration services described in Table B in STC 37 during the 
Demonstration period. 

d) Early Periodic Screening, Diagnosis, and Treatment (EPSDT) adjustment: 

i. The Commonwealth must present to CMS for approval a draft evaluation plan 
outlining the methodology to track the following: 

1. Baseline measurement of EPSDT service utilization prior to the EPSDT 
court-ordered remedial plan in Rosie D. v Romney (the Order) final 
judgment and final remedial plan established on July 16, 2007; 

2. Increase, following entry of the Order, in utilization of : 
a) EPSDT screenings; 
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b) Standardized behavioral health assessments utilizing the Child and 
Adolescent Needs and Strengths (CANS),or other standardized assessment 
tool in accordance with the Order; and 
c) State Plan services available prior to the entry of the Court Order. 

 

 

 

 

 

 

 

3. Cost and utilization of services contained in State Plan amendments 
submitted by the Commonwealth in accordance with the Order and 
approved by CMS; and 

4. Methodology for tracking and identifying new EPSDT services for 
purposes of budget monitoring. 

ii. The draft evaluation plan with an appropriate methodology to track new EPSDT 
expenditures must be approved by CMS through the amendment process described in 
STC 7. Once an appropriate methodology to track new EPSDT expenditures is approved 
by CMS, these projected expenditures will be included in the expenditure limit for the 
Commonwealth, with an effective date beginning with the start of the new EPSDT 
expenditures, and reconciled to actual expenditure experience. 

81. Composite Federal Share Ratio. The Federal share of the budget neutrality expenditure 
limit is calculated by multiplying the limit times the Composite Federal Share. The 
Composite Federal Share is the ratio calculated by dividing the sum total of FFP received by 
the Commonwealth on actual demonstration expenditures during the approval period, as 
reported through MBES/CBES and summarized on Schedule C with consideration of 
additional allowable demonstration offsets such as, but not limited to premium collections 
and pharmacy rebates, by total computable Demonstration expenditures for the same period 
as reported on the same forms. FFP and expenditures for extended family planning program 
must be subtracted from numerator and denominator, respectively, prior to calculation of this 
ratio.  For the purpose of interim monitoring of budget neutrality, a reasonable estimate of 
Composite Federal Share may be developed and used through the same process or through an 
alternative mutually agreed to method. 

82. Enforcement of Budget Neutrality.  CMS shall enforce the budget neutrality agreement 
over the life of the Demonstration as adjusted July 1, 2008, rather than on an annual basis. 
However, if the Commonwealth exceeds the calculated cumulative budget neutrality 
expenditure limit by the percentage identified below for any of the Demonstration years, the 
Commonwealth must submit a corrective action plan to CMS for approval. 

Demonstration Year Cumulative Target Definition Percentage 
DY 15 Cumulative budget neutrality limit plus: 1 percent 
DY 15 through DY 16 Cumulative budget neutrality limit plus: 0.5 percent 
DY 15 through DY 17 Cumulative budget neutrality limit plus: 0 percent 

In addition, the Commonwealth may be required to submit a corrective action plan if an 
analysis of the expenditure data in relationship to the budget neutrality expenditure cap 
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indicates a possibility that the Demonstration will exceed the cap during this extension. 
 

 

 

 

 

83. Exceeding Budget Neutrality.  If the budget neutrality expenditure limit has been exceeded 
at the end of the Demonstration period, the excess Federal funds must be returned to CMS 
using the methodology outlined in STC 81, composite Federal share ratio.  If the 
Demonstration is terminated prior to the end of the budget neutrality agreement, the budget 
neutrality test shall be based on the time elapsed through the termination date. 

XII. EVALUATION OF THE DEMONSTRATION 

84. Submission of a Draft Evaluation Design. The Commonwealth must submit to CMS for 
approval a draft evaluation design no later than 120 days after CMS’ approval of the 
Demonstration. 

At a minimum, the draft evaluation design must include a discussion of the goals, objectives, 
and evaluation questions specific to the entire health care reform Demonstration set forth in 
section II of these STCs.  The draft design must discuss the outcome measures that will be 
used in evaluating the impact of the Demonstration during the period of approval, 
particularly among the target population.  It must discuss the data sources, including the use 
of Medicaid encounter data, and sampling methodology for assessing these outcomes. The 
draft evaluation design must include a detailed analysis plan that describes how the effects of 
the Demonstration shall be isolated from other initiatives occurring in the Commonwealth. 
The draft design must identify whether the Commonwealth will conduct the evaluation, or 
select an outside contractor for the evaluation. 

a. Domains of Focus.  The Evaluation Design must, at a minimum, address the research 
questions listed below.  For questions that cover broad subject areas, the State may 
propose a more narrow focus for the evaluation. 

• The number of uninsured in the Commonwealth; 
• The number of demonstration eligibles accessing ESI; 
• Growth in the Commonwealth Care Program; 
• Decrease in uncompensated care and supplemental payments to hospitals; 
• The number of individuals accessing the Health Safety Net Trust Fund; 
• The impact of DSTI payments to participating providers on the Commonwealth’s 

goals and objectives outlined in its master plan including: 
o Were the participating hospitals able to show statistically significant 

improvements on measures within Categories 1-3 related to the goals of 
the three-part aim as discussed in STC 49(e)(4) and pursuant to STC 52? 

o Were the participating hospitals able to show improvements on measures 
within Category 4 related to the goals of the three-part aim as discussed in 
STC 49(e)(4) and pursuant to STC 52? 

o What is the impact of health care delivery system and access reform 
measures on the quality of care delivered by participating providers? 

o What is the impact of the payment redesign and infrastructure investments 
to improve cost efficiency? 
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o What is the impact of DSTI on managing short and long term per-capita 
costs of health care? 

o How did the amount paid in incentives compare with the amount of 
improvement achieved? 

• The benefits, savings, and design viability of the Pediatric Asthma Pilot Program; 
• The benefits, cost and savings of providing early intervention services for 

Demonstration eligible children with autism; 
• The impact of utilization of Express Lane Eligibility procedures for parents and 

caretakers; and 
• Availability of access to primary care providers. 

 

 

 

 

 

 

b. Evaluation Design Process: Addressing the research questions listed above will require a 
mix of quantitative and qualitative research methodologies. When developing the master 
DSTI plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data to 
support the Evaluation Design required in section X of the STCs. From these, the State 
must select a preferred research plan for the applicable research question, and provide a 
rationale for its selection. 

To the extent applicable, the following items must be specified for each design option 
considered: 

i. Quantitative or qualitative outcome measures; 
ii. Proposed baseline and/or control comparisons; 
iii. Proposed process and improvement outcome measures and specifications; 
iv. Data sources and collection frequency; 
v. Robust sampling designs (e.g., controlled before-and-after studies, interrupted 

time series design, and comparison group analyses); 
vi. Cost estimates; 
vii. Timelines for deliverables. 

c. Levels of Analysis: The evaluation designs proposed for each question may include 
analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 
include population stratifications to the extent feasible, for further depth and to glean 
potential non-equivalent effects on different sub-groups.  In its review of the draft 
evaluation plan, CMS reserves the right to request additional levels of analysis. 

85. Interim Evaluation Reports.  In the event the Commonwealth requests to extend the 
Demonstration beyond the current approval period under the authority of section 1115(a), (e), 
or (f) of the Act, the Commonwealth must submit an interim evaluation report as part of its 
request for each subsequent renewal. 

86. Final Evaluation Design and Implementation.  CMS must provide comments on the draft 
evaluation design described in STC 84 within 60 days of receipt, and the Commonwealth 
shall submit a final design within 60 days after receipt of CMS comments. The 
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Commonwealth must implement the evaluation design and submit its progress in each of the 
quarterly and annual progress reports. The Commonwealth must submit to CMS a draft of 
the evaluation report within 120 days after expiration of the Demonstration. CMS must 
provide comments within 60 days after receipt of the report.  The Commonwealth must 
submit the final evaluation report within 60 days after receipt of CMS comments. 

 
87. Cooperation with Federal Evaluators. Should CMS undertake an evaluation of the 

Demonstration, the Commonwealth must fully cooperate with Federal evaluators and their 
contractors’ efforts to conduct an independent federally funded evaluation of the 
Demonstration. 
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XIII. SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION EXTENSION 
PERIOD 

 

 

The State is held to all reporting requirements as outlined in the STCs; this schedule of 
deliverables should serve only as a tool for informational purposes only. 

Date - Specific Deliverable STC Reference 
Within 120 days from the award 
of the Demonstration 

Draft Evaluation Design Section XII, STC 84 

Within 60 days of receipt of 
CMS comments 

Final Evaluation Design and 
Implementation 

Section XII, STC 86 

January 1, 2012 Sample Cost Report Protocols Section VIII, STC 50(f) 
March 30, 2012 Cost Protocol Development Tool Section VIII, STC 50(f) 

 

July 1, 2012 Impact Analysis of the Cost Limit 
Protocol 

Section VIII, STC 50(f) 

December 1, 2012 Draft Cost Protocol Section VIII, STC 50(f) 
July 1, 2012 Draft Transition Plan Section IX, STC 60 
October 1, 2013 Final Cost Limit Protocol Section VIII, STC 50(f) 
Within 180 days after the 
expiration of the Demonstration 

Final Report Section IX, STC 61 

Annually 

October 1st
 

Draft Annual Report, including 
HCBS report beginning in 2012 

Section IX, STC 59 
Section V, STC 41 

 

30 days of the receipt of CMS 
comments 

Final Annual Report, including DSTI 
reporting, and HCBS report 
beginning in 2012 

Section IX, STC 59 
Section VIII, STC 53(c) 
Section V, STC 41 

 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Updates to Charts A-B of Attachment 
E that reflect projected annual SNCP 
expenditures and identify the non- 
Federal share for each line item 

Section VIII, STC 53(a) 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Projected annual DSHP expenditures Section VIII, STC 53(b) 

 

180 days after the close of the 
SFY (December 31st) 

Updates to Charts A-B of Attachment 
E that reflect actual SNCP payments 
and expenditures 

Section VIII, STC 53(a) 

At Least Semi-Annually 
 DSTI Hospital Reporting Section VIII, STC 53(c) 
Quarterly 

 

60 days following the end of the 
quarter 

Quarterly Operational Reports, 
including DSTI reporting and eligible 
member months 

Section IX, STC 58 
Section VIII, STC 53(c) 
Section X, STC 69 

 Quarterly Expenditure Reports Section X, STC 62 
 
 



ATTACHMENT A 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth     
Demonstration Approval Period: Date of approval letter, through June 30, 2014

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstratio
n Program Comments 

Unborn Targeted
Low Income Child 0 through 200% Uninsured No Separate XXI Healthy Start 

Newborn Children 
Under age 1 

AFDC-Poverty 
Level Infants 

0 through 185% 

Any Yes 
XIX via 

Medicaid State 
Plan 

Base Families 

Without Waiver 
Standard 

185.1 through 
200% 

Insured Yes 
XIX via 

Medicaid State 
Plan 

1902(r)(2) 
Children 

Without Waiver 

Standard 

Uninsured at 
the time of 
application 

Yes 
(if XXI is 
exhausted) 

XXI Medicaid 
Expansion (via 
Medicaid State 
Plan and XXI 

State Plan) 

Funded 
through title 

XIX if XXI is 
exhausted 

1902(r)(2) XXI RO 

Without Waiver 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 

200.1 through 
300% 

Insured or in 
crowd-out 

status* 
No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI Family 

Assistance 

This chart is provided for informational purposes only.   
*Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI.
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OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 
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Demonstration Approval Period: Date of approval letter, through June 30, 2014
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Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 200.1-300% 

Insured or 
in crowd-
out status* 

Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 

Assistance with 
wraparound to 
direct coverage 
CommonHealth 

Uninsured 
at the time 

of 
application 

Yes 
 (if XXI is 
exhausted) 

Separate XXI 

Funded 
through XIX if 

XXI is 
exhausted via 
demonstration 

authority 

CommonHealth 
XXI  

Hypothetical 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate title XXI 
State Plan and as 
authorized under this 
demonstration.  Certain 
children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate title 
XXI program but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 



ATTACHMENT A 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth     
Demonstration Approval Period: Date of approval letter, through June 30, 2014

Population 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
(continued) 

Above 300% Any Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth 
or 

CommonHealth 
Premium 

Assistance 
With 

wraparound to 
direct coverage 
CommonHealth 

Children Ages 1 
through 18 

Non-disabled 

AFDC-Poverty 
Level Children 

Age 1-5: 0 through 
133% FPL 

Age 6 through 17: 
0 through 114%  

Independent Foster 
Care Adolescents 
aged out of DCF 

until the age of 21 
without regard to 
income or assets 

Any Yes XIX 
Base Families 

Without waiver 
Standard 

AFDC-Poverty 
Level Children 

Age 6 through 17: 
114.1% through 

133%  
Age 18: 0 through 

133% 

Insured Yes XIX 
Base Families 

Without waiver 
Standard 

Uninsured 
Yes 

(if XXI is 
exhausted) 

XXI 

XIX if XXI is 
exhausted 

Base Fam XXI 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 
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OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth     
Demonstration Approval Period: Date of approval letter, through June 30, 2014

Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 
1 through 18 

Non-disabled 
(continued) 

Medicaid 
Expansion 
Children 

Ages 1 through 
18: 133.1 through 

150% 

Insured Yes XIX 

1902(r)(2) 
Children 

Without waiver 

Standard 

Uninsured at the 
time of 

application 

Yes 
(if  XXI is 
exhausted) 

XXI 
XIX if XXI is 

exhausted 

1902(r)(2) 
Children RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Standard 

All children Age 1 
through 18:  150.1 

through 200%  
Insured Yes 

XIX via 
demonstration 
authority only 

E-Family 
Assistance 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional 
wraparound is provided 

to ESI 
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Demonstration Approval Period: Date of approval letter, through June 30, 2014

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18:  150.1 

through 200% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

Fam Assist XXI 
RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional wrap is 
provided to ESI 
Children ages 1 through 
18 from 150-200% FPL 
were made eligible 
under the authority 
provided by the 1115 
demonstration prior to 
the establishment of the 
separate title XXI 
Children’s Health 
Insurance Program and 
were not affected by the 
maintenance of effort 
date.  With the 
establishment of the title 
XXI program, children 
who are uninsured at the 
time of application 
derive eligibility from 
both the authority 
granted under the 1115 
demonstration and as 
authorized under the 
separate title XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth     
Demonstration Approval Period: Date of approval letter, through June 30, 2014

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18:  200.1 
through 300%  

Insured or in 
crowd-out 
status* 

No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI 

Children Aged 1 
through 18 and 

Disabled 

0 through 150% Any Yes 
XIX via 

Medicaid State 
Plan 

Base Disabled 
Without Waiver Standard 

150.1 through 300% 
Insured or in 

crowd-out 
status* 

Yes 
XIX via 

Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 
Assistance  

With wrap to 
direct coverage 
CommonHealth 
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OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth     
Demonstration Approval Period: Date of approval letter, through June 30, 2014

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Aged 1 
through 18 and 

Disabled 
(continued) 

150.1 through 300% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

CommonHealth 
XXI 

Hypothetical 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 
exhausted) 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate XXI State 
Plan and as authorized 
under this 
demonstration.  Certain 
children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 

Children Aged 1 
through 18 and 

Disabled 
Above 300% Any Yes 

XXI via 
Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium   
Assisistance  
With wraparound 
to direct coverage 
CommonHealth 
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ATTACHMENT B 
COST SHARING 

MassHealth     
Approval Period: Date of approval letter, through June 30, 2014 

Cost-sharing imposed upon individuals enrolled in the Demonstration varies across coverage 
types and by FPL.  However, in general, no co-payments are charged for any benefits rendered to 
children under age 19 or pregnant women.  Additionally, no premiums are charged to any 
individual enrolled in the Demonstration whose gross income is less than 150 percent of the FPL.  
In the event a family group contains at least two members who are eligible for different coverage 
types and who would otherwise be assessed two different premiums, the family shall be assessed 
only the highest applicable premium. 

Demonstration 
Program 

Premiums  
(only for persons with 
family income above 

150 percent of the FPL) 

Co-payments 

MassHealth Standard 
$0 

All co-payments and co-payment caps are 
specified in the Medicaid State plan. 

MassHealth Breast 
and Cervical Cancer 
Treatment Program 

$15-$72 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth 
CommonHealth 

$15 and above depending 
on income and family 

group size 
MassHealth Standard co-payments apply. 

CommonHealth 
Children through 
300% FPL 

Children with income 
above 300% FPL 
adhere to the regular 
CommonHealth 
schedule 

$12-$84 depending on 
income and family group 

size 

MassHealth Standard co-payments apply.  

MassHealth Family 
Assistance: 
HIV/AIDS 

$15-$35 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth Family 
Assistance:  Premium 
Assistance 

$12 per child, $36 max 
per family group 

Member is responsible for all co-payments 
required under private insurance with a cost 
sharing limit of 5 percent of family income 

MassHealth Family 
Assistance: Direct 
Coverage 

$12 per child, $36 max 
per family group Children only-no copayments. 

MassHealth Basic 
and Essential $0 MassHealth Standard co-payments apply 
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ATTACHMENT B 
COST SHARING 

MassHealth     
Approval Period: Date of approval letter, through June 30, 2014 

Breast and Cervical Cancer Treatment 
Program Premium Schedule 

Percent of FPL Premium Cost 
Above 150 to 160 $15 
Above 160 to 170 $20 
Above 170 to 180 $25 
Above 180 to 190 $30 
Above 190 to 200 $35 
Above 200 to 210 $40 
Above 210 to 220 $48 
Above 220 to 230 $56 
Above 230 to 240 $64 
Above 240 to 250 $72 

CommonHealth Full Premium Schedule 

Base Premium Additional Premium Cost Range of 
Premium Cost 

Above 150% FPL—start at $15 Add $5 for each additional 10% FPL 
until 200% FPL $15  $35 

Above 200% FPL—start at $40 Add $8 for each additional 10% FPL 
until 400% FPL $40  $192 

Above 400% FPL—start at $202 Add $10 for each additional 10% FPL 
until 600% FPL $202  $392 

Above 600% FPL—start at $404 Add $12 for each additional 10% FPL 
until 800% FPL $404  $632 

Above 800% FPL—start at $646 Add $14 for each additional 10% FPL 
until 1000% FPL $646  $912 

Above 1000% FPL—start at $928 Add $16 for each additional 10% FPL $928 + greater 

*A lower premium is required of CommonHealth members who have access to other health
insurance per the schedule below.  

CommonHealth Supplemental Premium Schedule 
% of FPL Premium requirement 

Above 150% to 200% 60% of full premium per listed premium costs above 
Above 200% to 400% 65% per above 
Above 400% to 600% 70% per above 
Above 600% to 800% 75% per above 
Above 800% to 1000% 80% per above 
Above 1000% 85% per above 
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COST SHARING 

MassHealth     
Approval Period: Date of approval letter, through June 30, 2014 

Insurance Partnership: 
Employer Subsidy Tier of Coverage Monthly 

Employer Subsidy 
The insurance partnership 
also provides a monthly 
subsidy to qualified small 
employers 

Individual $33.33 
Couple $66.66 
One adult, one child $66.66 
Family $86.33 

Insurance Partnership:  
Employee Contribution % of FPL 

Premium 
Requirement 
for Individual 

Premium 
Requirement 
for Couples 

Family Assistance via the 
Insurance Partnership 

The Insurance Partnership 
provides premium assistance 
(via the Family Assistance 
program) to certain employees 
who work for a small employer 

Above 150% to 200% $27.00 $54.00 

Above 200% to 250% $53.00 $106.00 

Above 250% to 300% $80.00 $160.00 
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ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

MassHealth     
Approval Period: Date of approval letter, through June 30, 2014 

Under section IX, STC 58, the Commonwealth is required to submit quarterly progress reports to 
CMS.  The purpose of the quarterly report is to inform CMS of significant demonstration activity 
from the time of approval through completion of the demonstration.   

The reports are due to CMS 60 days after the end of each quarter. 

The following report guidelines are intended as a framework and can be modified when agreed 
upon by CMS and the Commonwealth.  A complete quarterly progress report must include an 
updated budget neutrality monitoring workbook as well as updated Attachment E, Charts A-C. 

NARRATIVE REPORT FORMAT: 

Title Line One – MassHealth 
Title Line Two – Section 1115 Quarterly Report 

Demonstration/Quarter Reporting Period: 
Example:   
Demonstration Year:  16 (7/1/2012 – 6/30/2013) 
Quarter 1:  (7/12 – 09/12)  

Introduction   

Information describing the goal of the Demonstration, what it does, and key dates of approval 
/operation.  (This should be the same for each report.)  

Enrollment Information 

Please complete the following table that outlines all enrollment activity under the demonstration.  
The Commonwealth should indicate “N/A” where appropriate.  If there was no activity under a 
particular enrollment category, the Commonwealth should indicate that by “0”.    

Note: Enrollment counts should be person counts, not member months. 

Eligibility Group Current Enrollees (to date) 
Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare-133 
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ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

MassHealth     
Approval Period: Date of approval letter, through June 30, 2014 

Eligibility Group Current Enrollees (to date) 
e-Family Assistance 
e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) XXI RO 
CommonHealth XXI 
Fam Assist XXI 
Asthma 
Autism 
Total Demonstration 

Enrollment in Managed Care Organizations and Primary Care Clinician Plan 

Comparative managed care enrollments for the previous quarter and reporting quarter are as 
follows: 

Delivery System for MassHealth-Administered Demonstration Populations 

Plan Type June 30, 2008 September 30, 2008 Difference 
MCO 
PCC 
MBHP 
FFS 
PA 

Enrollment in Premium Assistance and Insurance Partnership Program 

Outreach/Innovative Activities 

Summarize outreach activities and/or promising practices for the current quarter. 

Safety Net Care Pool 
Provide updates on any activities or planning related to payment reform initiatives or delivery 
system reforms impacting demonstration population and/or undertaken in relation to the SNCP.   
As per STC 58, include projected or actual changes in SNCP payments and expenditures within 
the quarterly report.  Please note that the annual report must also include SNCP reporting as 
required by STCs 50 and 53. 

Operational/Issues 
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ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

MassHealth     
Approval Period: Date of approval letter, through June 30, 2014 

Identify all significant program developments that have occurred in the current quarter or near 
future, including but not limited to, approval and contracting with new plans, the operation of 
MassHealth and operation of the Commonwealth Health Insurance Connector Authority.  Any 
changes to the benefits, enrollment, grievances, quality of care, access, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, cost-
sharing or delivery system for demonstration populations receiving premium assistance to 
purchase health insurance via the Commonwealth Health Insurance Connector Authority must be 
reported here.     

Policy Developments/Issues 

Identify all significant policy and legislative developments/issues/problems that have occurred in 
the current quarter.  Include updates on any State health care reform activities to coordinate the 
transition of coverage through the Affordable Care Act. 

Financial/Budget Neutrality Development/Issues 

Identify all significant developments/issues/problems with financial accounting, budget 
neutrality, and CMS 64 reporting for the current quarter.  Identify the Commonwealth’s actions 
to address these issues.   

Member Month Reporting 
Enter the member months for each of the EGs for the quarter. 

A. For Use in Budget Neutrality Calculations 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare133 
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ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

MassHealth     

Approval Period: Date of approval letter, through June 30, 2014 

B.  For Informational Purposes Only 
Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) RO 
CommonHealth XXI 
Fam Assist XXI 

Consumer Issues 

A summary of the types of complaints or problems consumers identified about the program in 
the current quarter.  Include any trends discovered, the resolution of complaints, and any actions 
taken or to be taken to prevent other occurrences.  Also discuss feedback received from other 
consumer groups.  

Quality Assurance/Monitoring Activity 

Identify any quality assurance/monitoring activity in the current quarter. 

Demonstration Evaluation 

Discuss progress of evaluation design and planning. 

Enclosures/Attachments 

Identify by title any attachments along with a brief description of what information the document 
contains. 

State Contact(s) 

Identify individuals by name, title, phone, fax, and address that CMS may contact should any 
questions arise. 

Date Submitted to CMS 
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ATTACHMENT D 
MASSHEALTH HISTORICAL PER MEMBER/PER MONTH LIMITS 

MassHealth     
Approval Period: Date of approval letter, through June 30, 2014 

The table below lists the calculated per-member per-month (PMPM) figures by eligibility group (EG) used to develop 
the Demonstration budget neutrality expenditure limits for the first 14 years of the MassHealth Demonstration.  All 
Demonstration years are consistent with the Commonwealth’s fiscal year (July 1 – June 30). 

After DY 5, the following changes were made to the per member/per month limits: 
1. MCB EG was subsumed into the Disabled EG;
2. A new EG, BCCTP, was added; and
3. the 1902(r )(2) EG was split between children and the disabled

DY Time 
Period 

Families Disabled MCB 1902(r)(2) Children 1902(r )(2) Disabled 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend

Rate 
PMPM Trend 

Rate 
1 SFY 

1998 $199.06 7.71% $491.04 5.83% $438.39 5.83% $177.02 5.33% $471.87 4.40% 

2 SFY 
1999 $214.41 7.71% $519.67 5.83% $463.95 5.83% $186.49 5.35% $497.12 4.80% 

3 SFY 
2000 $230.94 7.71% $549.97 5.83% $491.00 5.83% $196.93 5.60% $524.96 5.50% 

4 SFY 
2001 $248.74 7.71% $582.03 5.83% $519.62 5.83% $208.16 5.70% $554.88 5.30% 

5 SFY 
2002 $267.92 7.71% $615.96 5.83% $549.91 5.83% $220.02 5.70% $586.51 5.70% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

12 SFY 2009 $466.84 6.95% $1,011.95 6.86% $382.45 6.95% $791.46 6.86% $3,052.78 6.86%

13 SFY 2010 $499.05 6.95% $1,081.37 6.86% $407.87 6.95% $846.68 6.86% $3,265.69 6.86%

14 SFY 2011 $533.73 6.95% $1,1155.55 6.86% $436.22 6.95% $904.76 6.86% $3,489.72 6.86%

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend

Rate PMPM Trend 
Rate 

6 SFY 2003 $288.58 7.71% $677.56 10.0% $236.98 7.71% $645.16 10.0% $1,891.62 10.0% 

7 SFY 2004 $310.83 7.71% $745.32 10.0% $255.26 7.71% $709.67 10.0% $2,080.78 10.0% 

8 SFY 2005 $334.79 7.71% $819.85 10.0% $274.94 7.71% $780.64 10.0% $2,288.86 10.0% 

9 SFY 2006 $359.23 7.30% $824.79 7.00% $295.01 7.30% $718.13 7.00% $2,449.08 7.00% 

10 SFY 2007 $385.46 7.30% $834.71 7.00% $316.54 7.30% $660.60 7.00% $2,620.52 7.00% 

11 SFY 2008 $413.60 7.30% $901.39 7.00% $339.65 7.30% $724.31 7.00% $2,803.95 7.00% 
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 d
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ib
ed
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ct
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f t
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s. 
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rt 
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al

l b
e 
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te
d 
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e 
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oc
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s d
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ed
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 S
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ha
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pp
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ve

d 
SN

C
P 

Pa
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en
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r 
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e 
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ri

od
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e 
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f t
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pp
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l l
et
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r 

th
ro

ug
h 
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01
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s o
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e 
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ro
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A
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St
at

e 
la

w
 o

r 
re
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tio
n 

El
ig
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le

 p
ro

vi
de

rs
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ta
l S

N
C
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en
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s 

SF
Y
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Y
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 H
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l S
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et
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N

et
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e 
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en
t 

Pr
ov

id
er

 
 

B
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to
n 

M
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 C
en

te
r 

C
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id

ge
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ea
lth
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ce
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32
.0

 
$3

32
.0

 
$3
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H

ea
lth
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af

et
y 

N
et

 T
ru
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un
d 
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ty
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et
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ar
e 
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en
t 
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ov
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C
M
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.0
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00
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e 
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$1
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.4
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63
.1

 
(2

) 

3 
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l D
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M
D
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ov
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er
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C
M
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8,

  
11

4.
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 d
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ul
at

io
n 

St
at
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ra
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l 

$4
0.
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 C
en

te
r 

Q
ui

nc
y 

M
en

ta
l H

ea
lth

 C
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 C
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H
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l 
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 S
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l 
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0.

0 
$7

4.
0 
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7.

0 
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D
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y 
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El
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A
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m
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.3
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.3
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.3
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.0
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D
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e 
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ra
m
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D
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C
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w
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 C
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8 
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6)
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N
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 C
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r d
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n 
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ra
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pp
ro

ve
d 

on
 A

ug
us

t 1
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r d
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r d
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 d
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 D
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 re
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lth

 S
af

et
y 

N
et

 T
ru

st 
Fu

nd
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 C
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 c
la

im
s, 

an
d 

ap
pr

ov
ed

 b
y 

C
M

S 
on

 a
n 

ag
gr

eg
at

e 
ba

si
s. 
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 p
ro

vi
de

r-s
pe

ci
fic

 p
ay

m
en

t a
m

ou
nt

s m
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at
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ila
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g.
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) I

M
D

 c
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im
in

g 
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ed
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n 
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te

d 
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m

s, 
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d 
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pr
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C

M
S 
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n 
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at
e 
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si
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C
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l t
ot
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 p

ro
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de
r-
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ec
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c 
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en
t 
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ou

nt
s m
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 v
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y 
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pe
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g 
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 se
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e 

m
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, r
at
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nd
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e 
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in
g.

 T
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ee
 p
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m
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t t
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e 
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e 
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D

 c
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ic
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c 
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dm
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e 
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t c
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m
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-b
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ed
 d
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tio
n 

ce
nt

er
s. 
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s f
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4-

5 
in

 c
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rt 
A
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n 
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rs
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 M
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d 
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d 
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d 
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e 
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 b
y 
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n 
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 p
ro

vi
de
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e 
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 c
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 b
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g 

ho
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ita
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 p
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t t
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ST
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 (6
) E
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en
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re
s f

or
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om
m
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w

ea
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 C
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e 
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em
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ra
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d 
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e 
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 b
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at
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 C
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 C
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m
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d 
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e 
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C
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e 
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d 
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ra
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h 
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t b
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e 

te
m
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n.
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ru
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e 
an

d 
C
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ity
-B
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ld

in
g 
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B

) f
un
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t C
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m
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lth
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ef
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ed
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m
pr

ov
em

en
t p

ro
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e 
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 b
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S 
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 S
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at
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g 
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ls
, c

om
m
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lth
 c
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, p
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y 
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 p
hy

si
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s)
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nd
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m
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nt
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 d

et
er

m
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n 

a 
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es
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s (

R
FR

) p
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. S
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g 
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r I
C

B
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t t

o 
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e 
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it 
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 in
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C
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SF
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et
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B
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n 
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ed
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al

 C
en
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r 
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br
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ge
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ea
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 A
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an
ce
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.0
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.0
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et
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N
et

 T
ru
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 N
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Designated State Health Programs (DSHP). The following programs are authorized for claiming as 
DSHP, subject to the overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits 
described in section VIII of the STCs. Any changes to the list of programs will require an amendment 
pursuant to the process outlined in STC 7.  This chart shall be updated pursuant to the process 
described in STC 53(b). 
 

Chart C: Approved Designated State Health Programs (DSHP)  
 

Agency Program Name 
DMH Recreational therapy services 
DMH Occupational therapy services 
DMH Individual support 
DMH Community Mental Health Center (CMHC) continuing care (non-inpatient) 
DMH Homeless support services 
DMH Individual and family flexible support 
DMH Comprehensive psychiatric services 
DMH Day services 
DMH Child/adolescent respite care services 
DMH Day Rehabilitation 
DMH Community rehabilitative support 
DMH Adult respite care services 
DOC Department of Corrections - DPH/Shattuck Hospital Services 
DPH Community Health Centers 
DPH CenterCare 
DPH Renal Disease 
DPH SANE program 
DPH Growth and nutrition programs 
DPH Prostate Cancer Prevention - Screening component 
DPH Hepatitis C 
DPH Multiple Sclerosis 
DPH Stroke Education and Public Awareness 
DPH Ovarian Cancer Screening, Education, and Prevention 
DPH Diabetes Screening and Outreach 
DPH Breast Cancer Prevention 
DPH Universal Immunization Program 
DPH Pediatric Palliative Care 
EHS Children's Medical Security Plan 
ELD Prescription Advantage 
ELD Enhanced Community Options (ECOP) 
ELD Home Care Services 
ELD Home Care Case Mgmt and Admin 
ELD Grants to Councils on Aging 
HCF Fisherman's Partnership 
HCF Community Health Center Uncompensated Care Payments 
MCB Turning 22 Program - personal vocational adjustment 
MCB Turning 22 Program - respite 
MCB Turning 22 Program - training 
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Agency Program Name 
MCB Turning 22 Program - co-op funding 
MCB Turning 22 Program - mobility 
MCB Turning 22 Program - homemaker 
MCB Turning 22 Program - client supplies 
MCB Turning 22 Program - vision aids 
MCB Turning 22 Program - medical evaluations 
MRC Turning 22 Services 
MRC Head Injured Programs 
VET Veterans' Benefits 
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Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed below are the providers 
who are eligible to participate in DSTI for the term of this Demonstration approval period, and may be 
eligible to earn incentive payments based on an initial proportional allotment indicated below as 
outlined in STC 49(e)(7).  This is not a guarantee of funding for DSTI providers, but an initial estimate 
of potential allocation and actual funding will be based upon incentive payments as outlined in an 
approved DSTI master plan, approved hospital specific DSTI plan and approved DSTI payment and 
funding protocol pursuant to STC 52. 

Participating Hospital 

Initial Proportional Allotment 
Participating Hospitals Maybe 

Eligible to Earn through Incentive 
Payments 

Foundational 
Amount of 

Funding 

Relative Share of 
Medicaid and Low-
Income Public Payer 

GPSR 
Public Acute Hospital: 
Cambridge Health Alliance $4 million $130.6 million 

Private Acute Hospitals: 
Boston Medical Center $4 million $306.7 million 
Holyoke Medical Center $4 million $20.5 million 
Lawrence General Hospital $4 million $39.3 million 
Mercy Medical Center $4 million $41.6 million 
Signature Healthcare Brockton Hospital $4 million $46.1 million 
Steward Carney Hospital $4 million $15.2 million 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
WAIVER LIST 

NUMBER: 11-W-00030/1 

TITLE: MassHealth Medicaid Section 1115 Demonstration 

AWARDEE: Massachusetts Executive Office of Health and Human Services 
(EOHHS) 

All requirements of the Medicaid program expressed in law, regulation and policy statement, not 
expressly waived in this list, shall apply to the Demonstration project beginning the date of the 
approval letter, through June 30, 2014, unless otherwise specified.  In addition, these waivers 
may only be implemented consistent with the approved Special Terms and Conditions (STCs). 
All previously approved waivers for this Demonstration are superseded those set forth below for 
the State’s expenditures relating to dates of service during this Demonstration extension. 

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following 
waivers of State plan requirements contained in section 1902 of the Act are granted in order to 
enable the Commonwealth of Massachusetts (State/Commonwealth) to carry out the MassHealth 
Medicaid section 1115 Demonstration.  

1. Statewide Operation Section 1902(a)(1)

To enable Massachusetts to provide managed care plans or certain types of managed care
plans, only in certain geographical areas of the Commonwealth

2. Comparability/Amount, Duration, and Scope  Section 1902(a)(10)(B)

To enable the Commonwealth to provide benefits that vary from those specified in the
State plan, as specified in Table B of STC 37, and which may not be available to any
categorically needy individuals under the Medicaid State plan, or to any individuals in
a statutory eligibility group.

3. Eligibility Procedures and Standards Section 1902(a)(10)(A), 
Section 1902(a)(10)(C)(i)-(iii), and 
Section 1902(a)(17) 

To enable Massachusetts to use streamlined eligibility procedures including determining 
and redetermining eligibility based on gross income levels and Express Lane eligibility 
determinations for children, parents and caretaker relatives.   This authority for Express 
Lane eligibility determinations for parents and caretaker relatives is not effective until 
approval of a Medicaid Express Lane Eligibility State plan amendment applicable to 
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children, and for children is not effective until expiration of State plan authority for 
Express Lane eligibility determinations.    

4. Disproportionate Share Hospital (DSH)
Requirements

Section 1902(a)(13) insofar as it 
incorporates Section 1923 

To exempt Massachusetts from making DSH payments to hospitals which qualify as a 
Disproportionate Share Hospital.  

5. Financial Responsibility/Deeming Section 1902(a)(17) 

To enable Massachusetts use family income and resources to determine an applicant’s
eligibility even if that income and resources are not actually made available to the
applicant, and to enable Massachusetts to deem income from any member of the family
unit (including any Medicaid-eligible member) for purposes of determining income.

6. Freedom of Choice Section 1902(a)(23)(A) 

To enable Massachusetts to restrict freedom of choice of provider for individuals in the
Demonstration, as outlined in Table D, STC 45, including to require managed care
enrollment for certain populations exempt from mandatory managed care under section
1932(a )(2), limiting primary care clinician plan (PCC) plan enrollees to a single Prepaid
Insurance Health Plan (PIHP) for behavioral health services, limiting enrollees who are
clients of the Departments of Children and Families and Children and Youth Services to a
single PIHP for behavioral health services, unless such enrollees chose a managed care
plan, requiring children with third party insurance to enroll into a single PIHP for
behavioral health services; in addition to  limiting the number of providers within any
provider type as needed to support improved care integration for MassHealth enrollees,
and limiting the number of providers who provide Anti-Hemophilia Factor drugs.

7. Direct Provider Reimbursement Section 1902(a)(32) 

To enable Massachusetts to make premium assistance payments directly to individuals
who are low-income employees, self-employed, or unemployed and eligible for
continuation of coverage under Federal law, in order to help those individuals access
qualified employer-sponsored insurance (where available) or to purchase health insurance
on their own, instead of to insurers or employers providing the health insurance coverage.

8. Retroactive Eligibility Section 1902(a)(34) 

To enable the Commonwealth not to provide retroactive eligibility for up to 3 months
prior to the date that the application for assistance is made and instead provide retroactive
eligibility as outlined in Table D, STC 45.
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9. Extended Eligibility Section 1902(a)(52) 

To enable Massachusetts to not require families receiving Transitional Medical Assistance to 
report the information required by section 1925(b)(2)(B) absent a significant change in 
circumstances, and to not consider enrollment in a demonstration-only eligibility category or 
CHIP (Title XXI) eligibility category in determining eligibility for Transitional Medical 
Assistance.  
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December 20, 2011 

JudyAnn Bigby, M.D. 
Secretary 
Massachusetts Executive Office of Health and Human Services 
1 Ashburton Place, Room 1109 
Boston, MA  02108 

Dear Dr. Bigby:  

We are pleased to inform you that the Commonwealth of Massachusetts’ request to extend the 
section 1115 Demonstration, entitled MassHealth (11-W-00030/1), has been approved in 
accordance with section 1115(a) of the Social Security Act.  The new extension period is 
approved for the period starting with the date of this approval letter through June 30, 2014.   

During this extension period, the Commonwealth proposes to use the Demonstration to 
strengthen its health care reform efforts through a two-pronged approach of restructuring the 
current Safety Net Care Pool under the Demonstration to promote health system and payment 
transformation, and to undertake several innovative new programs to advance children’s health 
care coverage and parents’ access to health care coverage. 

Restructuring the current Safety Net Care Pool (SNCP) is an important step forward in 
improving care delivery systems and payment models, and will enhance the Commonwealth’s 
efforts to support the health care safety net and the Commonwealth Care program that provides 
sliding scale premium subsidies for the purchase of private health plan coverage for uninsured 
individuals. 

This approval will allow the Commonwealth to create Delivery System Transformation 
Initiatives (DSTI) funded through the SNCP.  These initiatives are designed as incentive 
payments to support investments in health care delivery systems that will support payment 
reform, and transition away from fee-for-service payments toward alternative payment 
arrangements that reward high-quality, efficient, and integrated systems of care.  As specified in 
the Special Terms & Conditions (STCs), participating hospitals will be required to demonstrate 
improvements in order to receive the incentive payments.  The Commonwealth is required to 
define the specific initiatives that will align with the following four categories:  developing a 
fully-integrated delivery system, improving health care outcomes and quality, payment 
transformation to value-based purchasing, and population-focused improvements.  The funding 
associated with the incentive payments will be available to the Commonwealth once you submit, 
and the Centers for Medicare & Medicaid Services (CMS) approves, the Commonwealth’s 
Master DSTI Plan and subsequent hospital specific plans as identified in the STCs.  
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Also, the Demonstration expands services for certain children by providing evidence-based 
intensive early intervention services for children with autism spectrum disorder.  The 
Commonwealth will work to develop a pilot program focused on improving health outcomes 
for children with high risk asthma in order to reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs.   

In addition, the Commonwealth will utilize streamlined eligibility procedures to renew 
Medicaid eligibility for parents with children who are enrolled in the Supplemental Nutrition 
Assistance Program.  This process will be through a new, first-of-its-kind Express Lane 
Eligibility (ELE) program for parents.  This will coincide with the Commonwealth’s intent to 
utilize ELE procedures for children as available through the Children’s Health Insurance 
Program Reauthorization Act.   

CMS acknowledges the Commonwealth’s withdrawal of the following requests as it continues to 
pursue other avenues, including planning activities focused on integrated care for dual eligibles 
with the support of a planning grant from the Center for Medicare and Medicaid Innovation: 

• Include long term care-related costs in budget neutrality calculation; 
• Integrate care for dual eligibles; 
• Increase pharmacy co-pays above allowable State plan levels; 
• Institute a co-pay for non-emergency medical transportation; 
• New crisis stabilization services authority for children with serious emotional disorders; 

and 
• Mandate Katie Beckett and adoption assistance children into managed care to receive 

behavioral health services. 

As indicated over the course of our discussions, CMS has not approved, and did not incorporate 
into the section 1115 Demonstration, the Commonwealth’s proposal for the authority to shift 
funding under the SNCP for community health centers currently supported through Designated 
State Health Programs to uncompensated care payments for providers.  Additionally, CMS 
continues to consider the Commonwealth’s request to extend rebates for outpatient covered drugs 
to Commonwealth Care enrollees.   

Our approval of this demonstration project is subject to the limitations specified in the approved 
waivers, expenditure authorities, and title XIX requirements not applicable.  The Commonwealth may 
deviate from the Medicaid State plan requirements only to the extent those requirements have been 
specifically waived or granted expenditure authority or specified as title XIX requirements not 
applicable.   

The approval is also conditioned upon compliance with the enclosed STCs defining the nature, 
character, and extent of Federal involvement in this project.  This award letter is subject to our receipt 
of your written acceptance of the award and acceptance of the STCs, waiver list, and expenditure 
authority within 30 days of the date of this letter. 
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Your project officer is Ms. Rebecca Burch Mack.  Ms. Burch Mack is available to answer any 
questions concerning your section 1115 Demonstration.  Her contact information is as follows:  
 

  
 

  
 

 

 

 
  
 

 
  
  
  

 
 

Centers for Medicare & Medicaid Services  
Center for Medicaid and CHIP Services 
Mail Stop S2-01-16  
7500 Security Boulevard  
Baltimore, MD  21244-1850 
Telephone: (410) 786-6879  
Facsimile:  (410) 786-5882 
E-mail:  Rebecca.BurchMack@cms.hhs.gov 

 
Official communications regarding program matters should be sent simultaneously to Ms. Burch 
Mack and to Mr. Richard McGreal, Associate Regional Administrator in our Boston Regional 
Office.  Mr. McGreal’s contact information is as follows: 

Centers for Medicare & Medicaid Services 
JFK Federal Building 
Room 2325 
Boston, MA  02203 

We extend our congratulations to you on the approval of the Demonstration extension.  If you 
have any questions regarding this correspondence, please contact Ms. Victoria Wachino, 
Director, Children and Adults Health Programs Group, Centers for Medicaid and CHIP Services, 
(410) 786-5647. 

We look forward to continuing to work with you and your staff.   

    Sincerely, 

/s/ 

    
    
    

Marilyn Tavenner 
Acting Administrator 
 

Enclosures 
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cc: Richard McGreal, ARA, Region I 
Aaron Wesolowski, State Representative 
Rebecca Burch Mack, Project Officer 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
WAIVER LIST 

 
 
NUMBER:  11-W-00030/1 
     
TITLE:  MassHealth Medicaid Section 1115 Demonstration  
  
AWARDEE:  Massachusetts Executive Office of Health and Human Services 

(EOHHS) 
 
All requirements of the Medicaid program expressed in law, regulation and policy statement, not 
expressly waived in this list, shall apply to the Demonstration project beginning the date of the 
approval letter, through June 30, 2014, unless otherwise specified.  In addition, these waivers 
may only be implemented consistent with the approved Special Terms and Conditions (STCs). 
All previously approved waivers for this Demonstration are superseded those set forth below for 
the State’s expenditures relating to dates of service during this Demonstration extension. 
 
Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following 
waivers of State plan requirements contained in section 1902 of the Act are granted in order to 
enable the Commonwealth of Massachusetts (State/Commonwealth) to carry out the MassHealth 
Medicaid section 1115 Demonstration.  
 
1. Statewide Operation Section 1902(a)(1) 

 

 

 

 
 
 

To enable Massachusetts to provide managed care plans or certain types of managed care 
plans, only in certain geographical areas of the Commonwealth  

2. Comparability/Amount, Duration, and Scope  Section 1902(a)(10)(B)  

To enable the Commonwealth to provide benefits that vary from those specified in the 
State plan, as specified in Table B of STC 37, and which may not be available to any 
categorically needy individuals under the Medicaid State plan, or to any individuals in 
a statutory eligibility group.  

3. Eligibility Procedures and Standards     Section 1902(a)(10)(A),                                                                                     
Section 1902(a)(10)(C)(i)-(iii), and 
Section 1902(a)(17) 

To enable Massachusetts to use streamlined eligibility procedures including determining 
and redetermining eligibility based on gross income levels and Express Lane eligibility 
determinations for children, parents and caretaker relatives.   This authority for Express 
Lane eligibility determinations for parents and caretaker relatives is not effective until 
approval of a Medicaid Express Lane Eligibility State plan amendment applicable to 
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children, and for children is not effective until expiration of State plan authority for 
Express Lane eligibility determinations.    
 

4. Disproportionate Share Hospital (DSH)  
Requirements 

Section 1902(a)(13) insofar as it 
incorporates Section 1923 

  
 

 

To exempt Massachusetts from making DSH payments to hospitals which qualify as a 
Disproportionate Share Hospital.  

 
5. Financial Responsibility/Deeming Section 1902(a)(17) 
 

To enable Massachusetts use family income and resources to determine an applicant’s 
eligibility even if that income and resources are not actually made available to the 
applicant, and to enable Massachusetts to deem income from any member of the family 
unit (including any Medicaid-eligible member) for purposes of determining income. 

 
6. Freedom of Choice  Section 1902(a)(23)(A)  

 
To enable Massachusetts to restrict freedom of choice of provider for individuals in the 
Demonstration, as outlined in Table D, STC 45, including to require managed care 
enrollment for certain populations exempt from mandatory managed care under section 
1932(a )(2), limiting primary care clinician plan (PCC) plan enrollees to a single Prepaid 
Insurance Health Plan (PIHP) for behavioral health services, limiting enrollees who are 
clients of the Departments of Children and Families and Children and Youth Services to a 
single PIHP for behavioral health services, unless such enrollees chose a managed care 
plan, requiring children with third party insurance to enroll into a single PIHP for 
behavioral health services; in addition to  limiting the number of providers within any 
provider type as needed to support improved care integration for MassHealth enrollees, 
and limiting the number of providers who provide Anti-Hemophilia Factor drugs. 
 

7. Direct Provider Reimbursement Section 1902(a)(32) 
 

To enable Massachusetts to make premium assistance payments directly to individuals 
who are low-income employees, self-employed, or unemployed and eligible for 
continuation of coverage under Federal law, in order to help those individuals access 
qualified employer-sponsored insurance (where available) or to purchase health insurance 
on their own, instead of to insurers or employers providing the health insurance coverage.  
 

8. Retroactive Eligibility  Section 1902(a)(34) 
 
To enable the Commonwealth not to provide retroactive eligibility for up to 3 months 
prior to the date that the application for assistance is made and instead provide retroactive 
eligibility as outlined in Table D, STC 45.   
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9. Extended Eligibility Section 1902(a)(52) 
 

To enable Massachusetts to not require families receiving Transitional Medical Assistance to 
report the information required by section 1925(b)(2)(B) absent a significant change in 
circumstances, and to not consider enrollment in a demonstration-only eligibility category or 
CHIP (Title XXI) eligibility category in determining eligibility for Transitional Medical 
Assistance.  
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
EXPENDITURE AUTHORITY  

 
 
NUMBER:  11-W-00030/1  
  
TITLE:  MassHealth Medicaid Section 1115 Demonstration  
  
AWARDEE:  Massachusetts Executive Office of Health and Human Services 
 

 

 

 

 

 

 

 

 

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made 
by Massachusetts for the items identified below, which are not otherwise included as 
expenditures under section 1903 of the Act shall, for the period of this Demonstration extension 
(date of the approval letter through June 30, 2014), unless otherwise specified, be regarded as 
expenditures under the State’s title XIX plan.  All previously approved expenditure authorities 
for this Demonstration are superseded by those set forth below for the State’s expenditures 
relating to dates of service during this Demonstration extension. 

The following expenditure authorities may only be implemented consistent with the approved 
Special Terms and Conditions (STCs) and shall enable the Commonwealth of Massachusetts 
(State/Commonwealth) to operate its MassHealth section 1115 Medicaid Demonstration. 

1. CommonHealth Adults.  Expenditures for health care-related costs for adults aged 19 
through 64 who are totally and permanently disabled and not eligible for Standard 
coverage,

I. Demonstration Population Expenditures 

 but who are: 

a. Employed; or 

b. Not employed and meet a one-time only deductible. 

2. CommonHealth Children.  Expenditures for health care-related costs for children from 
birth through age 18 who are totally and permanently disabled with incomes greater than 
150 percent of the Federal poverty level (FPL) and who are not eligible for Standard 
coverage. 

3. Family Assistance [e-Family Assistance and e-HIV/FA].  Expenditures for health care-
related costs for the following individuals with incomes at or below 200 percent of the 
FPL: 

a. Individuals who are HIV-positive, if they are age 64 or younger, are not 
institutionalized, and are not otherwise eligible under the Massachusetts Medicaid 
State Plan.  These expenditures include the 60-day period between the time an 
individual submits an application and the time that the individual provides to the 
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Commonwealth proof of his or her HIV-positive health status.  
 

 

 

 

 

 

 

 

 

 

b. Non-disabled children who are not otherwise eligible under the Massachusetts 
Medicaid State Plan due to family income. 

4. Breast and Cervical Cancer Treatment Program [BCCTP].  Expenditures for health 
care-related costs for uninsured women under the age of 65 with breast or cervical 
cancer, who are not otherwise eligible under the Massachusetts State Plan, have income 
at or below 250 percent of the FPL, and have been screened through the Centers for 
Disease Control and Prevention’s National Breast and Cervical Cancer Early Detection 
Program administered by the Massachusetts’ Department of Public Health. 

5. Insurance Partnership [IRP].  Expenditures for the cost of employer-sponsored 
insurance (ESI) for persons under the age of 65 as follows:  

a. Employee Subsidy.  Expenditures for a portion of the employee cost for an ESI 
plan which meets the basic benefit levels and where the employer contributes at 
least 50 percent of the cost of health insurance benefits, for individuals (including 
employees, sole proprietors, and self-employed persons) whose gross family 
income is no more than 300 percent of the FPL.   

b. Employer Subsidy.  Expenditures for a portion of employer costs of  qualified 
new employer-provided health insurance (insurance not offered prior to January 
1, 1999) except that such expenditures are not authorized for  sole proprietors and 
self-employed individuals.  

6. Basic. Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are 
receiving Emergency Aid to Elders, Disabled, and Children or services from the 
Department of Mental Health.   

7. Essential.  Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are not 
eligible for Basic coverage.   

8. Medical Security Plan.  Expenditures for health care-related costs for individuals with 
incomes at or below 400 percent of the FPL receiving unemployment benefits from the 
Division of Unemployment Assistance. 

9. Commonwealth Care. Expenditures for premium assistance for the purchase of 
commercial health insurance products for uninsured individuals with income at or below 
300 percent of the FPL who are not otherwise eligible under the Massachusetts State plan 
or any other eligibility category. 

II. Service-Related Expenditures 
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a. Premium Assistance.  Expenditures for premium assistance payments to enable 
individuals enrolled in the CommonHealth (Adults and Children), Family 
Assistance, Basic and Essential Populations to enroll in employer-sponsored or 
other group health insurance to the extent the Commonwealth determines that 
insurance to be cost effective. 
 

b. Pediatric Asthma Pilot Program.  Pediatric Asthma Pilot Program.  Expenditures 
related to a pilot program, as outlined in STC 39, focused on pediatric asthma that 
will provide a payment such as a per member/per month (PMPM) payment to 
participating providers for asthma-related services, equipment and supports for 
management of pediatric asthma for Demonstration eligible children, age 2 through 
18 at the time of enrollment in the pilot, who have high-risk asthma.   The pilot 
may include multiple phases and may include non-traditional services, supplies, 
and community supports for environmental home mitigation associated with 
pediatric asthma.  The authority for this pilot program to receive FFP is not 
effective until CMS approval of the protocols and amendments to such protocols as 
outlined in STC 39(g) and (h).    

c. Intensive Early Intervention Services for Children with Autism Spectrum 
Disorder.  Expenditures related to evidence-based intensive early intervention 
habilitative services to MassHealth-eligible children, ages 0 to three years with a 
confirmed diagnosis of an autism spectrum disorder (ASD) who have an Individual 
Family Services Plan (IFSP) that identifies medically necessary Applied 
Behavioral Analysis-based (ABA) services, and who are not otherwise enrolled 
through the State’s currently approved section 1915(c) home and community-based 
services (HCBS) waiver entitled “Children’s Autism Spectrum Disorder Waiver,” 
CMS base control number 40207, and because the child has not been determined to 
meet institutional level of care (LOC) requirements.   The authority for this 
program to receive FFP is not effective until CMS approval of the protocol as 
outlined in STC 40(h).    

d. Diversionary Behavioral Health Services.  Expenditures for benefits specified in 
Table C of Section V, STC 38 to the extent not available under the Medicaid State 
plan.  

III. Medicaid Eligibility Quality Control.  Expenditures that would have been disallowed 
under section 1903(u) of the Act based on Medicaid Eligibility Quality Control findings. 

IV. Safety Net Care Pool (SNCP).  Expenditures for the following categories of 
expenditures, subject to overall SNCP limits and category-specific limits set forth in the 
STCs.  

a. Commonwealth Care. Expenditures  for premium assistance under the 
Commonwealth Care health insurance program for coverage through December 
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31, 2013, for individuals ages 21 and over without dependent children with 
income above 133 percent of the FPL through 300 percent of the FPL. 
 

 

 

 

 

 

b. Designated State Health Programs (DSHP). Expenditures for designated programs 
that provide health services, that are otherwise state-funded, for health services 
with dates of service through December 31, 2013, as specified in Attachment E of 
the Special Terms and Conditions. 

c. Providers. As described in Attachment E, and limited to the extent permitted 
under the SNCP limits under STC 49 and STC 50, expenditures for payments to 
providers, including: acute hospitals and health systems, non-acute hospitals, and 
other providers of medical services to support uncompensated care for Medicaid 
FFS, Medicaid managed care, Commonwealth Care, and low-income uninsured 
individuals, and expenditures for payments for otherwise covered services 
furnished to individuals who are inpatients in an Institution for Mental Disease 
(IMD). 

d. Infrastructure and capacity-building.  Expenditures limited to five percent of the 
aggregate SNCP cap over the period from the date of the approval letter through 
June 30, 2014 for capacity-building and infrastructure for the improvement or 
continuation of health care services that benefit the uninsured, underinsured, 
MassHealth, Demonstration and SNCP populations.  Infrastructure and capacity-
building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c).  
Activities funded under this expenditure authority are not eligible for Delivery 
System Transformation Initiative (DSTI) incentive payments. 

e. Delivery System Transformation Initiatives.  Expenditures pursuant to STCs 49(e) 
and 52 for incentive payments to providers for the development and 
implementation of a program that supports hospital’s efforts to enhance access to 
health care, the quality of care, and the health of the patients and families they 
serve and that will transform the current payment and delivery system models. 

V. Express Lane Eligibility for Parents/Caretaker Relatives Population.  Expenditures 
for parents and caretaker relatives who would not be eligible under either the State plan 
or other full-benefit Demonstration Populations, but for Express Lane eligibility 
determinations.   This authority is not effective until approval of a Medicaid Express 
Lane Eligibility State plan amendment applicable to children.  

VI. Extended Express Lane Eligibility for Children’s Population.  Expenditures for 
children who would not be eligible under the Title XIX State plan, Title XXI State child 
health plan  or other full-benefit Demonstration Populations, but for Express Lane 
eligibility determinations, for the period after September 30, 2013.  This authority is not 
effective until approval of a Medicaid Express Lane Eligibility State plan amendment 
applicable to children. 
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All requirements of the Medicaid program expressed in law, regulation and policy statements 
that are explicitly waived under the Waiver List herein shall similarly not apply to any other 
expenditures made by the state pursuant to its Expenditure Authority hereunder.  In addition, 
none of the Medicaid program requirements as listed and described below shall apply to such 
other expenditures.  All other requirements of the Medicaid program expressed in law, regulation 
and policy statements shall apply to such other expenditures.   
 
 

 

   

 

 

 

 

 

 

 

 

 
 
 
 
 
 

The Following Title XIX Requirements Do Not Apply to These Expenditures Authorities. 

1. Cost Sharing      Section 1902(a)(14) insofar as it  
     incorporates Section 1916 and  

1916A 

To enable Massachusetts to impose premiums and cost-sharing in excess of statutory limits 
on individuals enrolled in programs under demonstration expenditure authority as outlined in 
Attachment B of the STCs. 

2. Out-of-State Services      Section 1902(a)(16) 

To exempt the State from making payments for otherwise covered services rendered to 
individuals enrolled in these demonstration programs when such benefits are rendered out-of-
State. 

In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential Coverage 

3. Early and Periodic Screening, Diagnostic and  
Treatment Services (EPSDT)  

 Section 1902(a)(43) 

To exempt Massachusetts from furnishing or arranging for EPSDT services for individuals 
enrolled in these demonstration programs. 

4. Assurance of Transportation     Section 1902(a)(4) insofar  
as it incorporates 42 CFR 
431.53  

To enable Massachusetts to provide benefit packages to individuals enrolled in these 
demonstration programs that do not include transportation. 
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In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential (non-hypothetical1

 

 

 

 

 

 

 

 

 

 Essential 
population) Coverage  

5. Reasonable Promptness      Section 1902(a)(8) 

To enable Massachusetts to cap enrollment and maintain waiting lists for these demonstration 
programs. 

6. Mandatory Services                                                           Section 1902(a)(10)(A)  
insofar as it incorporates 
Section 1905(a) 

To exempt the State from providing all mandatory services to individuals enrolled in these 
demonstration programs as outlined in Table B of STC 37. 

No Title XIX Requirements are Applicable to Expenditures for the Medical Security Plan, 
Commonwealth Care, and the Safety Net Care Pool except the Following. 

7. Actuarial Soundness                                                             42 C.F.R. 438.6(c) 

To enable Massachusetts to require Commonwealth Care providers to be subject to 
actuarially sound rates. 

 

                     
1 See section IV, Eligibility and Enrollment, for an eligibility chart 
describing hypothetical populations. 



                                                                                                                                                                                                            
MassHealth                                                                                                                              Page 10 of 111 
Demonstration Approval Period: Date of approval letter, through June 30, 2014 
 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
SPECIAL TERMS AND CONDITIONS 

 
 
 

 
 

NUMBER:  11-W-00030/1 
     
TITLE:  MassHealth Medicaid Section 1115 Demonstration 
  
AWARDEE:  Massachusetts Executive Office of Health and Human Services 

(EOHHS) 

I. PREFACE 
 
The following are the Special Terms and Conditions (STCs) for the Massachusetts MassHealth 
section 1115(a) Medicaid demonstration (hereinafter “Demonstration”).  The parties to this 
agreement are the Massachusetts Executive Office of Health and Human Services 
(State/Commonwealth) and the Centers for Medicare & Medicaid Services (CMS).  The STCs 
set forth in detail the nature, character, and extent of Federal involvement in the Demonstration 
and the Commonwealth’s obligations to CMS during the life of the Demonstration.  The STCs 
are effective as of the date of the approval letter, unless otherwise specified.  All previously 
approved STCs are superseded by the STCs set forth below for the State’s expenditures relating 
to dates of service during this Demonstration extension.  This Demonstration extension is 
approved effective the date of the approval letter, through June 30, 2014, unless otherwise 
specified.  
 
The STCs have been arranged into the following subject areas:  
I.  Preface 
II. Program Description and Objectives 
III. General Program Requirements 
IV. Eligibility and Enrollment  
V. Demonstration Programs and Benefits 
VI. Delivery System 
VII. Cost Sharing 
VIII. The Safety Net Care Pool 
IX. General Reporting Requirements 
X.  General Financial Requirements Under Title XIX 
XI. Monitoring Budget Neutrality for the Demonstration 
XII.   Evaluation of the Demonstration 
XIII.  Schedule of Deliverables for the Demonstration Extension Period 
Attachment A. Overview of Children’s Eligibility in MassHealth 
Attachment B. Cost Sharing 
Attachment C. Quarterly Operational Report Content and Format 
Attachment D. MassHealth Historical Per Member/Per Month Limits 



                                                                                                                                                                                                            
MassHealth                                                                                                                              Page 11 of 111 
Demonstration Approval Period: Date of approval letter, through June 30, 2014 
 

Attachment E.  Safety Net Care Pool Payments 
Attachment F.  Reserved for Pediatric Asthma Pilot Program Protocols 
Attachment G. Reserved for Autism Payment Protocol 
Attachment H. Reserved for Safety Net Care Pool Uncompensated Care Cost Protocol 
Attachment I.  Hospitals Eligible for DSTI 
Attachment  J. Reserved for Master DSTI Plan and Payment and Funding Protocol 
 
II. PROGRAM DESCRIPTION AND OBJECTIVES 
 
The MassHealth Demonstration is a statewide health reform effort encompassing multiple 
delivery systems, eligibility pathways, program types and benefit levels.  The Demonstration was 
initially implemented in July 1997, and expanded Medicaid income eligibility for certain 
categorically eligible populations including pregnant women, parents or adult caretakers, infants, 
children and individuals with disabilities.  Eligibility was also expanded to certain non-
categorically eligible populations, including unemployed adults and non-disabled persons living 
with Human Immunodeficiency Virus (HIV).  Finally, the Demonstration also authorized the 
Insurance Partnership program which provides premium subsidies to both qualifying small 
employers and their low-income employees for the purchase of private health insurance.  The 
Commonwealth was able to support these expansions by requiring certain beneficiaries to enroll 
in managed care delivery systems to generate savings.  However, the Commonwealth’s preferred 
mechanism for achieving coverage has consistently been employer-sponsored insurance, 
whenever available and cost-effective. 
 

 

 

The implementation of mandatory managed care enrollment under MassHealth changed the way 
health care was delivered resulting in a new focus on primary care, rather than institutional care.  
In order to aid this transition to managed care, the Demonstration authorized financial support in 
the form of supplemental payments for two managed care organizations (MCOs) operated by 
safety net hospital providers in the Commonwealth to ensure continued access to care for 
Medicaid enrollees.  These payments ended in 2006. 

In the 2005 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
and State Medicaid dollars to further expand coverage directly to the uninsured, funded in part 
by redirecting certain public funds that were dedicated to institutional reimbursement for 
uncompensated care to coverage programs under an insurance-based model.  This agreement led 
to the creation of the Safety Net Care Pool (SNCP).  This restructuring laid the groundwork for 
health care reform in Massachusetts, because the SNCP allowed the Commonwealth to develop 
innovative Medicaid reform efforts by supporting a new insurance program.  

Massachusetts’ health care reform legislation passed in April 2006.  On July 26, 2006 CMS 
approved an amendment to the MassHealth Demonstration to incorporate those health reform 
changes.  This amendment included: 

• the authority to establish the Commonwealth Care program under the SNCP to provide 
sliding scale premium subsidies for the purchase of commercial health plan coverage for 
uninsured persons at or below 300 percent of the FPL; 

• the development of payment methodologies for approved expenditures from the SNCP; 
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• an expansion of employee income eligibility to 300 percent of the FPL under the Insurance 
Partnership; and  

• increased enrollment caps for MassHealth Essential and the HIV/Family Assistance 
Program.   

 
At this time there was also an eligibility expansion in the Commonwealth’s separate title XXI 
program for optional targeted low-income children between 200 percent and 300 percent of the 
FPL, which enabled parallel coverage for children in households where adults are covered by 
Commonwealth Care.  This expansion ensured that coverage is equally available to all members 
of low-income families.  With the combination of previous expansions and the recent health 
reform efforts, the MassHealth Medicaid section 1115 Demonstration now covers approximately 
1.5 million low-income persons.   
   

 

 

 

 

In the 2008 extension of the Demonstration, CMS and the Commonwealth agreed to reclassify 
three eligibility groups (those aged 19 and 20 under the Essential and Commonwealth Care 
programs and custodial parents and caretakers in the Commonwealth Care program) with a 
categorical link to the title XIX program as “hypotheticals” for budget neutrality purposes as the 
populations could be covered under the State plan.  As part of the renewal, the SNCP was also 
restructured to allow expenditure flexibility through a 3-year aggregate spending limit rather than 
annual limits; a gradual phase out of Federal support for the Designated State Health Programs; 
and a prioritization in the SNCP to support the Commonwealth Care Program. 

Three amendments were approved in 2010 and 2011 to allow for additional flexibility in the 
Demonstration.  On September 30, 2010, CMS approved an amendment to allow Massachusetts 
to (1) increase the MassHealth pharmacy co-payment from $2 to $3 for generic prescription 
drugs; (2) provide relief payments to Cambridge Health Alliance totaling approximately $216 
million; and (3) provide relief payments to private acute hospitals in the Commonwealth totaling 
approximately $270 million.   

On January 19, 2011, CMS approved an amendment to: (1) increase authorization for Designated 
State Health Programs for State Fiscal Year 2011 to $385 million; (2) reclassification of 
Commonwealth Care adults without dependent children with income up to and including 133 
percent of the Federal Poverty Level (FPL) as a “hypothetical” population for purposes of budget 
neutrality as the population could be covered under the State plan; and (3) allow the following 
populations to be enrolled into managed care: (a) participants in a Home and Community-Based 
Services Waiver; (b) Katie Beckett/ Kaileigh Mulligan children; and (c) children receiving title 
IV-E adoption assistance. 

Additionally, on August 17, 2011, CMS approved an amendment to authorize expenditure 
authority for a maximum of $125.5 million for State fiscal year (SFY) 2012 for Cambridge 
Health Alliance through the SNCP for uncompensated care costs.  This funding was approved 
with the condition that it be counted toward a budget neutrality limit eventually approved for 
SFY 2012 as part of the 2011 extension. 

In the 2011 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
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and State Medicaid dollars for the following purposes: 
• support a Pediatric Asthma Pilot Program focused on improving health outcomes and 

reducing associated Medicaid costs for children with high-risk asthma; 
• offer early intervention services for children with autism who are not otherwise eligible 

through the Commonwealth’s currently approved section 1915(c) home and community-
based services waiver because the child has not been determined to meet institutional 
level of care requirements;  

• utilize Express Lane eligibility to conduct renewals for parents and caretakers to coincide 
with the Commonwealth’s intent to utilize Express Lane eligibility for children; and 

• further expand the SNCP to provide incentive payments to participating hospitals for 
Delivery System Transformation Initiatives focused on efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

 
For this extension period, the Commonwealth’s goals under the Demonstration are: 

• Maintain near-universal health care coverage for all citizens of the Commonwealth and 
reduce barriers to coverage; 

• Continue the redirection of spending from uncompensated care to insurance coverage; 
• Implement delivery system reforms that promote care coordination, person-centered care 

planning, wellness, chronic disease management, successful care transitions, integration of 
services, and measurable health outcome improvements; and 

• Advance payment reforms that will give incentives to providers to focus on quality, rather 
than volume, by introducing and supporting alternative payment structures that create and 
share savings throughout the system while holding providers accountable for quality care. 

 
III. GENERAL PROGRAM REQUIREMENTS 
 
1. Compliance with Federal Non-Discrimination Statutes.  The State must comply with all 

applicable Federal statutes relating to non-discrimination. These include, but are not limited 
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, 
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

2. Compliance with Medicaid and CHIP Law, Regulation, and Policy.  All requirements of 
the Medicaid program and Children’s Health Insurance Program (CHIP) for the separate 
CHIP population, expressed in law, regulation, and policy statement, not expressly waived or 
identified as not applicable in the waiver and expenditure authority documents (of which 
these terms and conditions are part), must apply to the Demonstration.   

3. Changes in Medicaid and CHIP Law, Regulation, and Policy.  The State must, within the 
timeframes specified in law, regulation, or policy statement, come into compliance with any 
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP programs that 
occur during this Demonstration approval period, unless the provision being changed is 
expressly waived or identified as not applicable.   

4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy 
Statements.   
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a) To the extent that a change in Federal law, regulation, or policy requires either a 
reduction or an increase in Federal financial participation (FFP) for expenditures made 
under this Demonstration, the State must adopt, subject to CMS approval, a modified 
budget neutrality agreement as well as a modified allotment neutrality worksheet for the 
Demonstration as necessary to comply with such a change.  The modified agreement will 
be effective upon the implementation of the change. The trend rates for the budget 
neutrality agreement are not subject to change under this subparagraph.   

b) If mandated changes in the Federal law require State legislation, the changes must take 
effect on the earlier of the day such State legislation becomes effective, or on the last day 
such legislation was required to be in effect under the law. 

5. State Plan Amendments.  The State will not be required to submit title XIX or title XXI 
State plan amendments (SPAs) for changes affecting any populations made eligible solely 
through the Demonstration.  If a population eligible through the Medicaid or CHIP State Plan 
is affected by a change to the Demonstration, a conforming amendment to the appropriate 
State plan may be required except as otherwise noted in these STCs.  

6. Changes Subject to the Amendment Process.  Changes related to eligibility, enrollment, 
benefits, delivery systems, cost sharing, evaluation design, sources of non-Federal share of 
funding, budget neutrality, and other comparable program elements specified in these STCs 
must be submitted to CMS as amendments to the Demonstration.  All amendment requests 
are subject to approval at the discretion of the Secretary in accordance with section 1115 of 
the Act.  The State must not implement changes to these elements without prior approval by 
CMS.  Amendments to the Demonstration are not retroactive and FFP will not be available 
for changes to the Demonstration that have not been approved through the amendment 
process set forth in STC 7 below. 

7. Amendment Process.  Requests to amend the Demonstration must be submitted to CMS for 
approval no later than 120 days prior to the planned date of implementation of the change 
and may not be implemented until approved.  CMS reserves the right to deny or delay 
approval of a Demonstration amendment based on non-compliance with these STCs, 
including, but not limited to, failure by the State to submit required reports and other 
deliverables in a timely fashion according to the deadlines specified therein.  Amendment 
requests must include, but are not limited to, the following: 

a) An explanation of the public process used by the Commonwealth consistent with the 
requirements of STC 14 to reach a decision regarding the requested amendment;  

b) A data analysis which identifies the specific “with waiver” impact of the proposed 
amendment on the current budget neutrality agreement.  Such analysis must include 
current total computable “with waiver” and “without waiver” status on both a summary 
and detailed level through the current extension approval period using the most recent 
actual expenditures, as well as summary and detailed projections of the change in the 
“with waiver” expenditure total as a result of the proposed amendment which isolates (by 
Eligibility Group (EG)) the impact of the amendment; 



                                                                                                                                                                                                            
MassHealth                                                                                                                              Page 15 of 111 
Demonstration Approval Period: Date of approval letter, through June 30, 2014 
 

c) An up-to-date CHIP allotment neutrality worksheet, if necessary; 

d) A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation including a conforming title XIX and/or title XXI 
State plan amendment, if necessary; and 

e) If applicable, a description of how the evaluation design will be modified to incorporate 
the amendment provisions. 

8. Extension of the Demonstration.  States that intend to request demonstration extensions 
under sections 1115(e) or 1115(f) are advised to observe the timelines contained in those 
statutes.  Otherwise, no later than 12 months prior to the expiration date of the 
Demonstration, the chief executive officer of the State must submit to CMS either a 
Demonstration extension request or a phase-out plan consistent with the requirements of STC 
9.   

As part of the Demonstration extension request, the State must provide documentation of 
compliance with the public notice requirements outlined in STC 14, as well as include the 
following supporting documentation: 
 
a) Demonstration Summary and Objectives. The State must provide a summary of the 

demonstration project, reiterate the objectives set forth at the time the demonstration was 
proposed and provide evidence of how these objectives have been met. 

 
b) Special Terms and Conditions. The State must provide documentation of its compliance 

with each of the STCs.  Where appropriate, a brief explanation may be accompanied by 
an attachment containing more detailed information.  Where the STCs address any of the 
following areas, they need not be documented a second time. 

c) Quality. The State must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO) and State quality assurance 
monitoring, and any other documentation of the quality of care provided under the 
demonstration. 

d) Compliance with the Budget Neutrality Cap. The State must provide financial data (as set 
forth in the current STCs) demonstrating that the State has maintained and will maintain 
budget neutrality for the requested period of extension.  CMS will work with the State to 
ensure that Federal expenditures under the extension of this project do not exceed the 
Federal expenditures that would otherwise have been made.  In doing so, CMS will take 
into account the best estimate of current trend rates at the time of the extension. 

e) Interim Evaluation Report.  The State must provide an evaluation report reflecting the 
hypotheses being tested and any results available.  

9. Demonstration Phase-Out.  The State may only suspend or terminate this Demonstration in 
whole, or in part, consistent with the following requirements.   
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a) Notification of Suspension or Termination. The State must promptly notify CMS in 
writing of the reason(s) for the suspension or termination, together with the effective date 
and a phase-out plan.  The State must submit its notification letter and a draft phase-out 
plan to CMS no less than 5 months before the effective date of the Demonstration’s 
suspension or termination.  Prior to submitting the draft phase-out plan to CMS, the State 
must publish on its website the draft phase-out plan for a 30-day public comment period.  
In addition, the State must conduct tribal consultation in accordance with its approved 
tribal consultation State Plan Amendment.  Once the 30-day public comment period has 
ended, the State must provide a summary of each public comment received, the State’s 
response to the comment and how the State incorporated the received comment into a 
revised phase-out plan.   

b) The State must obtain CMS approval of the phase-out plan prior to the implementation of 
the phase-out activities.  Implementation of phase-out activities must be no sooner than 
14 days after CMS approval of the phase-out plan.  

c) Phase-out Plan Requirements.  The State must include, at a minimum, in its phase-out 
plan the process by which it will notify affected beneficiaries, the content of said notices 
(including information on the beneficiary’s appeal rights), the process by which the State 
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries, 
and ensure ongoing coverage for eligible individuals, as well as any community outreach 
activities.   

d) Phase-out Procedures. The State must comply with all notice requirements found in 42 
CFR §431.206, 431.210 and 431.213.  In addition, the State must assure all appeal and 
hearing rights afforded to Demonstration participants as outlined in 42 CFR §431.220 
and 431.221.  If a Demonstration participant requests a hearing before the date of action, 
the State must maintain benefits as required in 42 CFR §431.230.  In addition, the State 
must conduct administrative renewals for all affected beneficiaries in order to determine 
if they qualify for Medicaid eligibility under a different eligibility category as discussed 
in October 1, 2010, State Health Official Letter #10-008. 

e) FFP. If the project is terminated or any relevant waivers suspended by the State, FFP 
shall be limited to normal closeout costs associated with terminating the Demonstration 
including services and administrative costs of disenrolling participants. 

10. CMS Right to Terminate or Suspend.  CMS may suspend or terminate the Demonstration, 
in whole or in part, at any time before the date of expiration, whenever it determines 
following a hearing that the State has materially failed to comply with the terms of the 
project. CMS must promptly notify the State in writing of the determination and the reasons 
for the suspension or termination, together with the effective date.  

11. Finding of Non-Compliance.  The State does not relinquish its rights to administratively 
and/or judicially challenge CMS' finding that the State materially failed to comply.  
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12. Withdrawal of Waiver Authority.  CMS reserves the right to withdraw waivers or 
expenditure authorities at any time it determines that continuing the waivers or expenditure 
authorities would no longer be in the public interest or promote the objectives of title XIX.  
CMS will promptly notify the State in writing of the determination and the reasons for the 
withdrawal, together with the effective date, and afford the State an opportunity to request a 
hearing to challenge CMS’ determination prior to the effective date.  If a waiver or 
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with 
terminating the waiver or expenditure authority, including services and administrative costs 
of disenrolling participants.  

13. Adequacy of Infrastructure.  The Commonwealth will ensure the availability of adequate 
resources for implementation and monitoring of the Demonstration, including education, 
outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing 
requirements; and reporting on financial and other Demonstration components. 

14. Public Notice, Tribal Consultation, and Consultation with Interested Parties.  The State 
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 
27, 1994) and the tribal consultation requirements pursuant to section 1902(a)(73) of the Act 
as amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009 and 
the tribal consultation requirements at outlined in the State’s approved State plan, when any 
program changes to the Demonstration including (but not limited to) those referenced in STC 
6, are proposed by the State.  In States with Federally recognized Indian tribes, Indian health 
programs, and/or Urban Indian organizations, the State must to submit evidence to CMS 
regarding the solicitation of advice from these entities prior to submission of any amendment 
or extension of this Demonstration.  The State must also comply with the Public Notice 
Procedures set forth in 42 CFR 447.205 for changes in Statewide methods and standards for 
setting payment rates. 

15. Quality Review of Eligibility.  The Commonwealth will continue to submit by December 
31st  of each year an alternate plan for Medicaid Eligibility Quality Control (MEQC) as 
permitted by Federal regulations at 42 CFR 431.812(c). Based on the approved MEQC 
activities, the Commonwealth will be assigned a payment error rate equal to the FFY 1996 
State error rate for the duration of this section 1115 demonstration project. 

16. FFP.  No Federal matching funds for expenditures for this Demonstration will take effect 
until the effective date identified in the Demonstration approval letter.   

IV. ELIGIBILITY AND ENROLLMENT 
 
17. Eligible Populations.   This Demonstration affects mandatory and optional Medicaid State 

plan populations as well as populations eligible for benefits only through the Demonstration.    

The criteria for MassHealth eligibility are outlined in a Table A at the end of section IV of 
the STCs which shows each specific group of individuals; under what authority they are 
made eligible for the demonstration; the name of the eligibility and expenditure group under 
which expenditures are reported to CMS and the budget neutrality expenditure agreement is 
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constructed; and the corresponding demonstration program under which benefits are 
provided.  Attachment A provides a complete overview of MassHealth coverage for children, 
including the separate title XXI CHIP program, which is incorporated by reference.   

Eligibility is determined based on an application by the beneficiary. 

18. Retroactive Eligibility.  Retroactivity eligibility is provided only in accordance to Table D.    

19. Calculation of Financial Eligibility.  Financial eligibility for Demonstration programs is 
determined by comparing the family group’s gross monthly income with the applicable 
income standard for the specific coverage type.  The monthly income standards are 
determined according to annual Federal Poverty Level (FPL) standard published in the 
Federal Register.   

 
20. Express Lane Eligibility.  The Medicaid State agency may rely on a finding from an 

Express lane agency when determining whether a parent or caretaker satisfies one or more 
components of eligibility derived through the Medicaid State plan or Demonstration at the 
time of redetermination.  The authority to provide Express Lane eligibility procedures for 
parents and caretakers is not effective until the effective date of the companion Medicaid 
State plan amendment applicable to children.  All procedures outlined in the companion 
Medicaid Express Lane Eligibility SPA must also apply to Express Lane eligibility 
determinations for parents and caretakers.  

 

 

The authority to provide Express Lane eligibility procedures will also remain in effect 
through the renewal period for children notwithstanding sunset dates for Express Lane 
Eligibility under title XIX and title XXI applicable to the companion State plan amendments.  
This authority is subject to approval of the Medicaid Express Lane Eligibility State plan 
amendment. 

21. Presumptive Eligibility.  Presumptive eligibility is offered to certain children who appear 
eligible for MassHealth Standard or Family Assistance as well as pregnant women who 
appear eligible for MassHealth Prenatal program.   

 
a) Presumptive eligibility begins 10 calendar days prior to the date the Medical Benefit 

Request (MBR) is received at the MassHealth Enrollment Center (MEC) or MassHealth 
outreach site and lasts until MassHealth makes an eligibility determination (but no longer 
than 60 days).  If information necessary to make the eligibility determination is not 
submitted within 60 days after the begin date, the MBR will be deactivated and 
presumptive eligibility will end.   

b) A child may receive presumptive eligibility only once in a 12-month period.   

c) A presumptively-eligible child receiving services under the Family Assistance program is 
not assessed a monthly health insurance MassHealth premium. 

22. Verification of Human Immunodeficiency Virus (HIV).  For individuals who indicate on 
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the MBR that they have HIV, a determination of eligibility will be made once family group 
income has been verified.  Persons who have not submitted verification of HIV diagnosis 
within 60 days of the eligibility determination shall subsequently have their eligibility 
redetermined as if they did not have HIV.   

 
23. Eligibility Exclusions.  Notwithstanding the eligibility criteria outlined in this section or in 

Table A, the following individuals are excluded from this Demonstration.  Payments or 
expenditures related to uncompensated care for such individuals as defined in STC 49(c), 
however, may be included as allowable expenditures under the Safety Net Care Pool 
(SNCP), including the Designated State Health Programs (DSHP). 

 
Individuals 65 years and older (unless a parent or caretaker relative of a child 18 
years old or younger or an enrollee in the Medical Security Plan) 
Individuals who are institutionalized 
Participants in Program of All-Inclusive Care of the Elderly (PACE) 
Refugees served through the Refugees Resettlement Program 

 
24. Enrollment Caps.  The Commonwealth is authorized to impose enrollment caps on 

populations made eligible solely through the Demonstration, except that enrollment caps may 
not be imposed for the Demonstration Expansion Population Groups listed as 
“Hypotheticals” in Table A. Setting and implementing specific caps are considered 
amendments to the Demonstration and must be made consistent with section III, STC 7.  
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Table A. MassHealth State Plan Base Populations* (See STC 63(f) for terminology) 

Medicaid 
Mandatory and 

Optional State Plan 
Groups 

 (Categorical 
Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

AFDC-Poverty Level 
infants 

< Age 1: 0 through 
185%  Title XIX Base Families Standard** Up to 60 days presumptive eligibility 

for children with unverified income 

Medicaid Expansion 
infants 

< Age 1:  185.1 through 
200%  

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 

1902(r)(2) Children 
 

1902(r)(2) XXI RO 
 

Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children and 
Independent Foster 
Care Adolescents 

• Age 1 - 5: 0 through 
133%  

 
• Age 6 - 17: 0 

through 114%  
 
• Independent Foster 

Care Adolescents 
aged out of DCF 
until the age of 21 
without regard to 
income or assets 

Title XIX Base Families Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children 
 
 
Medicaid Expansion 
Children I 

• Age 6 - 17: 114.1% 
through 133%  

 
• Age 18: 0 through 

133%  

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 
 

Base Families 
 
 

Base Families XXI RO 

Standard Up to 60 days presumptive eligibility 
for children with unverified income 
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Table A. MassHealth State Plan Base Populations (continued)* 

Medicaid Mandatory 
and Optional State Plan 

Groups  
(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Medicaid Expansion 
Children II 

Ages 1 - 18: 133.1 through 
150%  

• Title XIX if insured at 
the time of application  

• Title XXI if uninsured 
at the time of 
application 

• Funded through title 
XIX if title XXI is 
exhausted 

1902(r)(2) Children 
 

1902(r)(2) XXI RO 
Standard 

Up to 60 days presumptive 
eligibility for children with 

unverified income 

Pregnant women  0 through 185% Title XIX Base Families Standard  

Pregnant women ages 19 
and older considered 
presumptively eligible  

0 through 185% Title XIX Base Families Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 
Parents and caretaker 
relatives ages 19 through 
64 eligible under section 
1931 and Transitional 
Medical Assistance 

0 through 133% Title XIX Base Families Standard  

Disabled children under 
age 19  0 through 150% Title XIX Base Disabled Standard  

Disabled adults ages 19 
through 64  0 through 114% Title XIX Base Disabled Standard  

Non-working disabled 
adults ages 19 through 64 Above 133% Title XIX Base Disabled CommonHealth 

Must spend-down to medically 
needy income standard to 

become eligible as medically 
needy 

Pregnant women 185.1 through 200% Title XIX 1902(r)(2) Children Standard  

Pregnant women age 19 
and older considered 
presumptively eligible 

185.1 through 200% Title XIX 1902(r)(2) Children Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 
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Table A. MassHealth State Plan Base Populations (continued)* 
Medicaid Mandatory 

and Optional State Plan 
Groups 

 (Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

“Non-qualified Aliens,” 
“Protected Aliens,” or 
“Aliens with Special 
Status”   

Otherwise eligible for 
Medicaid under the State Plan Title XIX 

Base Families 
Base Disabled 

1902(r)(2) Children 
1902(r)( 2) Disabled 

Limited 

Member eligible for 
emergency services only under 
the State Plan and the 
Demonstration. 
 
 Members who meet the 
definition and are determined 
to have a disability are 
included in the Base Disabled 
EG 
 
Members who are determined 
eligible via 1902(r)2 criteria 
are included in the 1902(r)(2) 
EG 

Disabled adults ages 19 
through 64  114.1 through 133% Title XIX 1902(r)(2) Disabled Standard  

Women eligible under the 
Breast and Cervical 
Cancer Treatment 
Program 

0 through 250% Title XIX BCCTP Standard 

Women screened through the 
Centers for Disease Control 

and Prevention program 
 

Children eligible under 
TEFRA section 134, SSA 
section 1902(e)(3) and 42 
U.S.C. 1396a(e)(3) 
(Kaileigh Mulligan kids) 

• Age 0 – 17 
• Require hospital or 

nursing facility level of 
care 

• Income < or = to $72.81, 
or deductible 

• $0 through $2,000 in 
assets 

Title XIX Base Disabled Standard 
Income and assets of their 
parents are not considered in 
determination of eligibility 

Children receiving title 
IV-E adoption assistance 
 

• Age 0 through 18 Title XIX Base Families Standard 

 
Children placed in subsidized 
adoption under title IV-E of 
the Social Security Act 
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Table A. MassHealth State Plan Base Populations (continued)* 
 

Medicaid Mandatory 
and Optional State Plan 

Groups 
 (Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Special Home and 
Community-Based Waiver 
(HCBW) Group 
(individuals who without 
the HCBW would be 
eligible for Medicaid if in 
an institution) 

• 0 through 300% SSI 
Federal Benefits Rate 

• $0 through $2,000 in 
assets 

Title XIX Base Disabled Standard 

All other participants under 
age 65 in a HCBW are 
reflected in other Base 
Eligibility Groups in this 
chart.  
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Groups with a 
Categorical Link Made 

Eligible through the 
Demonstration 

(“Hypotheticals”) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Higher income children 
with disabilities  

• < Age 1: 200.1 
through 300%  

 
 
• Ages 1 - 18: 150.1 

through 300%  

• Title XIX if insured at 
the time of application 
or in crowd-out 
status***  

 
• Title XXI via the 

separate XXI program 
(Funded through title 
XIX if title XXI is 
exhausted) 

CommonHealth 
 
 
 
 

CommonHealth XXI  
 
 

CommonHealth 
 

The CommonHealth program 
existed prior to the separate 
XXI Children’s Health 
Insurance Program and was not 
affected by the maintenance of 
effort date.  The 
CommonHealth program is 
contained in the separate XXI 
State Plan and as authorized 
under this 1115 Demonstration.  
Certain children derive 
eligibility from both the 
authority granted under this 
demonstration and the separate 
XXI program.   

Higher income children 
with disabilities ages  0 
through 18 

Above 300% Title XIX CommonHealth CommonHealth 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

Higher income adults with 
disabilities ages 19 
through 64 working 40 
hours a month or more 

Above 133% Title XIX CommonHealth CommonHealth 
(“working”) 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

19 and 20 year olds  0 through 300%  Title XIX CommCare-19-20 Commonwealth Care  
19 and 20 year olds 0 through 100% Title XIX Essential-19-20 Essential  
Parents and caretaker 
relatives eligible per 
above, except for income 

133.1 through 300%  Title XIX CommCareParents Commonwealth Care  

Low-income adults At or below 133% Title XIX CommCare-133 Commonwealth Care  
* Massachusetts includes in the MassHealth Demonstration almost all the mandatory and optional populations aged under 65 eligible under the State Plan.  The Massachusetts 
State Plan outlines all covered populations not specifically indicated here. 
** All Standard and CommonHealth members who have access to qualifying private insurance may receive premium assistance plus wrap-around benefits. 
***  Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI. 
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Table A. MassHealth Demonstration Expansion Populations (See STC 63(f) for terminology) 

Populations Made Eligible 
through the Demonstration 

 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Children ages 1 through 18 
(Non-disabled) 150.1 through 200% 

• Title XIX if 
insured at the 
time of 
application  

 
• Title XXI via 

the separate 
XXI program 
if uninsured 

 
(Funded through 
title XIX if title 

XXI is exhausted) 

 
 
 
 
 
 
 

e-Family Assistance 
 
 

Fam Assist XXI 
(if XXI is exhausted) 

 
Family Assistance 

 
• Premium 

Assistance 
• Direct Coverage 

 
The premium 
assistance payments 
and FFP will be 
based on the 
children’s eligibility.  
Parents are covered 
incidental to the 
child.  No additional 
wrap other than 
dental is provided to 
ESI. 

Children ages 1 through 18 from 150-200% 
FPL were made eligible under the authority 
provided by the 1115 demonstration prior to 
the establishment of the separate title XXI 
Children’s Health Insurance Program and 
were not affected by the maintenance of 
effort date.  With the establishment of the 
XXI program, children who are uninsured at 
the time of application derive eligibility 
from both the authority granted under this 
demonstration and the separate XXI 
program.  

Adults under the age of 65 
who are not otherwise 
eligible for medical 
assistance who work for a 
qualified small employer and 
purchase ESI 

At or below 300% Title XIX IRP 
Family Assistance/ 

Insurance 
Partnership 

Enrollment in Family Assistance allows an 
individual to receive premium assistance 
through the Insurance Partnership.  No 
additional wraparound is provided. 
 
Individuals whose spouse or noncustodial 
children are receiving MassHealth must 
enroll in a health plan that provides 
coverage to the dependents. 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Populations Made Eligible 
through the Demonstration 

 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Aged 19 through 64 Long-
term unemployed individuals 
or members of  a couple and 
a client of DMH and/or 
receiving Emergency Aid to 
the Elderly, Disabled and 
Children (EAEDC), not 
otherwise eligible for medical 
assistance 

0 through 100% Title XIX Basic Basic 

Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance.   
 
No additional wraparound is provided. 

Aged 21through 64 Long-
term unemployed individuals 
or members of a couple, and 
neither a client of DMH or 
receiving EAEDC, not 
otherwise eligible for medical 
assistance2

0 through100% 

 

Title XIX Essential Essential 

Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance.   
 
No additional wraparound is provided. 

Families receiving 
unemployment benefits, not 
otherwise eligible for medical 
assistance 

At or below 400% Title XIX MSP Medical Security 
Plan  

Individuals with HIV not 
otherwise eligible for medical 
assistance 

0 through 200% Title XIX e-HIV/FA Family Assistance 

Premium assistance is offered in lieu of 
direct coverage when there is access to 
other insurance.  Additional wraparound to 
private insurance is provided. 

 

                     
2 Individuals in MassHealth Essential aged 19 and 20 are counted as a hypothetical base population. 
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Table A. MassHealth Demonstration Expansion Populations  

Populations Made Eligible through the Demonstration 
(Additional populations) 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

Additional 
comments 

Individuals aged 21and older, not otherwise eligible for medical 
assistance, with no access to ESI, Medicare, or other subsidized 
health insurance programs, and who are not otherwise eligible 
under MassHealth or the State plan, including the following 
groups:3

• Low-income adults; 
 

• Pregnant women aged 21and older; 
• Individuals living with HIV; and 
• Adults working for an employer with 50 or fewer 

employees who offers no insurance or who contributes < 
33% (or < 20% for family coverage)  towards insurance 
costs 

 
 
•  133.1% through 300%; 
•  200.1 through 300%;  
•  200.1 through 300%; 
• At or below 300% Title XIX 

 
 

SNCP-CommCare  
 
 

Commonwealth 
Care Program 

 

 
 
 

                     
3 Parents and caretaker relatives in Commonwealth Care, individuals aged 19 and 20, and low-income adults with income at or below 133 percent of the FPL enrolled in 
Commonwealth Care are counted as hypothetical base populations and expenditures for these populations are reported under the EGs specified on page 15. 
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V. DEMONSTRATION PROGRAMS AND BENEFITS  
 

 

 

 

 

 

25. Demonstration Programs.  The Demonstration provides health care benefits to eligible 
individuals and families through the following specific programs.  The Demonstration 
program for which an individual is eligible is based on the criteria outlined in Table A of 
section IV of the STCs.  Table B in STC 37, provides a side-by-side analysis of the benefits 
offered through these MassHealth programs. 

26. MassHealth Standard.  Individuals enrolled in Standard receive State plan services 
including for individuals under age 21, Early and Periodic Screening Diagnostic and 
Treatment (EPSDT) benefit.  Benefits are provided either through direct coverage, cost 
effective premium assistance or a combination of both. Premium assistance will be furnished 
in coordination with STC 44. 

27. MassHealth Breast and Cervical Cancer Treatment Program (BCCTP).  The BCCTP is 
a health insurance program for women in need of treatment for breast or cervical cancer. This 
program offers MassHealth Standard benefits to certain women under 65 who do not 
otherwise qualify for MassHealth.      

28. MassHealth CommonHealth.  Individuals enrolled in CommonHealth receive the same 
benefits as those available under Standard; individuals under age 21 receive EPSDT services 
as well.  Benefits are provided either through direct coverage, cost effective premium 
assistance or a combination of both. Premium assistance will be furnished in coordination 
with STC 44. 

29. MassHealth Family Assistance.  Individuals enrolled in Family Assistance receive benefits 
similar to those provided under Standard.  The Commonwealth may waive its requirement 
for children with access to ESI to enroll in ESI if the Commonwealth determines it is more 
cost effective to provide benefits under direct Family Assistance coverage than to provide 
premium assistance.  There are two separate categories of eligibility under Family 
Assistance: 

a) Family Assistance-HIV/AIDS.  Unlike other coverage types, persons with HIV who 
have access to ESI do not have to enroll in available ESI; however, if they choose to 
receive premium assistance, the Commonwealth will provide covered services that are 
not available from the ESI plan on a FFS basis.     

b) Family Assistance-Children. Children can be enrolled in Family Assistance if their 
family’s gross income is between 150 percent and 200 percent of the FPL. Only premium 
assistance is provided if ESI is available to these children that is cost-effective, meets 
BBL and for which the employer contributes at least 50 percent of the premium cost.  
Parents of children eligible for Family Assistance may receive coverage themselves for 
ESI subsidized by Family Assistance if they work for a qualified employer. However, the 
premium assistance payment is based on the children’s eligibility.  Direct coverage is 
provided for children only during the presumptive eligibility period and the time span 
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while the Commonwealth is investigating availability of and enrolling the child in ESI.  
Direct coverage Family Assistance under the separate title XXI program is provided 
through an MCO or the PCC plan for children without access to ESI.  

30. MassHealth Insurance Partnership (IRP).  The Commonwealth makes premium assistance 
payments available to certain members (including adults without children) with a gross 
family income at or below 300 percent of the FPL, who have access to qualifying ESI, and 
where a qualified small employer contributes at least 50 percent toward the premium.  

 
This design creates an overlap between the Insurance Partnership and premium assistance 
offered under the Standard, CommonHealth, and Family Assistance programs.  The 
Insurance Partnership program has two components: 1) assisting employers with their health 
insurance costs through an Insurance Partnership employer payment; and 2) assisting 
employees with payment of health insurance premiums through a premium assistance 
payment.  The Insurance Partnership employee payment is based on amounts limited by State 
legislation to the value of the subsidies specified for the Commonwealth Care program.   
 

       

Qualified employers will receive Insurance Partnership payments for each MassHealth 
member who receives premium assistance from MassHealth, no matter which MassHealth 
coverage type the member receives.  All premium assistance payments made on behalf of 
MassHealth eligible members are eligible for FFP at the appropriate Federal matching rate as 
well as IRP payments to employers offering “new” health insurance (insurance not offered 
prior to January 1, 1999). 

31. MassHealth Basic.  Individuals enrolled in Basic are receiving Emergency Aid to Elders, 
Disabled, and Children (EAEDC) or are Department of Mental Health (DMH) clients who 
are long-term or chronically unemployed.  This Demonstration program provides either 
direct coverage through a managed care plan or premium assistance if qualified cost effective 
private insurance is available.  

 
32. MassHealth Essential.  Individuals enrolled in Essential are low-income, long-term 

unemployed individuals who are not eligible for Basic.  This demonstration program 
provides either direct coverage through a managed care plan or premium assistance if 
qualified cost effective private insurance is available.  

 
33. MassHealth Limited.  Individuals are enrolled in Limited if they are Federally non-qualified 

non-citizens, whose immigration status makes them ineligible for other MassHealth 
programs.  These individuals receive emergency medical services only. 

 
34. MassHealth Prenatal.  Pregnant women are enrolled in Prenatal if they have applied for 

Standard and are waiting for eligibility approval.  These individuals receive short-term 
outpatient prenatal care (not including labor and delivery).   

 
35. Medical Security Plan (MSP).  Individuals are enrolled in MSP, a health plan provided by 

the Division of Unemployment Assistance (DUA), if they are receiving unemployment 
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compensation benefits under the provisions of Chapter 151A of the Massachusetts General 
Laws.  MSP provides health insurance to enrollees through premium assistance and direct 
coverage. Under premium assistance, partial premiums are paid for continuation of qualified 
ESI which began while the individual was still employed.  Direct coverage is provided by 
DUA through enrollment in a health plan for an individual who does not have continued ESI 
available, or if the individual qualifies for a hardship waiver.  Premiums are required for 
those with incomes over 150 percent of the FPL on a sliding scale fee schedule. 

 
36. Commonwealth Care (CommCare).  CommCare is a commercial insurance-based 

premium assistance program administered by the Commonwealth Health Insurance 
Connector Authority (Connector or Connector Authority), an independent State agency.  
Premium assistance is offered for the purchase of health benefits from an MCO either 
licensed under MGL c. 175 by the Massachusetts Division of Insurance or substantially 
compliant with licensure requirements, as determined by the Connector Authority.  Total 
payments to the MCO must be actuarially sound, in accordance with the standards outlined in 
42 C.F.R. Part 438.6(c).  

 
37. Benefits Offered under Certain Demonstration Programs.  
 

Table B. MassHealth Direct Coverage Benefits 

Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 

EPSDT X X    

Inpatient Acute Hospital X X X X X 

Adult Day Health X X    

Adult Foster Care* X X    

Ambulance (emergency) X X X X X 

Audiologist Services X X X X  

Behavioral Health Services 
(mental health and substance 
abuse) 

X X X X X 

Chapter 766 Home 
Assessment** X X X   

Chiropractic Care X X X X  

Chronic Disease and 
Rehabilitation Hospital  
Inpatient 

X X X   

Community Health Center 
(includes FQHC and RHC 
services) 

X X X X X 

Day Habilitation*** X X    

Dental Services X X X X X 



 

MassHealth                                                                                                                              Page 31 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 
 
 

Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 

Diversionary Behavioral 
Health Services X X X X X 

Durable Medical Equipment 
and Supplies X X X X X 

Early Intervention X X X   

Intensive Early Intervention 
Services for Eligible Children 
with Autism Spectrum 
Disorder 

X X X X X 

Family Planning X X X X X 

Hearing Aids X X X X  

Home Health X X X X  

Hospice X X X   

Laboratory/X-ray/ Imaging X X X X X 

Medically Necessary Non-
emergency Transport X X    

Nurse Midwife Services X X X X  

Nurse Practitioner Services X X X X X 

Orthotic Services X X X X  

Outpatient Hospital X X X X X 

Outpatient Surgery X X X X X 

Oxygen and Respiratory 
Therapy Equipment X X X X X 

Personal Care X X    

Pharmacy X X X X X 

Physician X X X X X 

Podiatry X X X X X 

Private Duty Nursing X X    

Prosthetics X X X X X 

Rehabilitation X X X X X 

Renal Dialysis Services X X X X X 

Skilled Nursing Facility X X    

Speech and Hearing Services X X X X X 
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Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 

Targeted Case Management X X    

Therapy: Physical, 
Occupational, and Speech/ 
Language 

X X X X X 

Vision Care X X X X 
 

Only exam and 
testing services 
provided by a  
physician or 
optometrist 

Chart Notes: 
*Adult Foster Care Services – These services are State plan services and the definition of these 
services may vary contingent upon the approved State plan.  In general, the services are 
assistance with activities of daily living and instrumental activities daily living, supportive 
services, nursing oversight and care management  provided in a qualified private home by a 
principal caregiver who lives in the home. Adult foster care is furnished to adults who receive 
the services in conjunction with residing in the home. The number of individuals living in the 
home unrelated to the principal caregiver may not exceed three Adult foster care does not 
include payment for room and board or payments to spouses, parents of minor children and other 
legally responsible relatives. 
** Chapter 766 Home Assessments – These services may be provided by a social worker, 
nurse or counselor.  The purpose of the home assessment is to identify and address behavioral 
needs that can be obtained by direct observation of the child in the home setting.  
*** Day Habilitation Services – These services are State plan services and the definition of 
these services may vary contingent upon the approved State plan.  In general, the services are 
assistance with skill acquisition in the following developmental need areas: self-help, 
sensorimotor, communication, independent living, affective, behavior, socialization and adaptive 
skills.  Services are provided in non-residential settings or Skilled Nursing Facilities when 
recommended through the PASRR process. Services include nursing, therapy and developmental 
skills training in environments designed to foster skill acquisition and greater independence. A 
day habilitation plan sets forth measurable goals and objectives, and prescribes an integrated 
program of developmental skills training and therapies necessary to reach the stated goals and 
objectives. 
 
38. Diversionary Behavioral Health Services.  Diversionary behavioral health services are 

home and community-based mental health services furnished as clinically appropriate 
alternatives to and diversions from inpatient mental health services in more community-
based, less structured environments.  Diversionary services are also provided to support an 
individual’s return to the community following a 24-hour acute placement; or to provide 
intensive support to maintain functioning in the community.  There are two categories of 
diversionary services, those provided in a 24-hour facility, and those which are provided on 
an outpatient basis in a non-24-hour setting or facility.   Generally, 24-hour and non-24 hour 
diversionary behavioral health services are provided by free-standing (community-based) or 
hospital-based programs licensed by the Department of Mental Health or the Department of 
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Public Health.  They are offered to provide interventions and stabilization to persons 
experiencing mental health or substance abuse crises in order to divert from acute inpatient 
hospitalization or to stabilize after discharge. These services do not include residential 
programs involving long-term residential stays. Managed care entities and the Prepaid 
Insurance Health Plan (PIHP) for behavioral health services identify appropriate individuals 
to receive diversionary services.  Managed care entities maintain a network of diversionary 
services and arrange, coordinate, and oversee the provision of medically necessary 
diversionary services, as described in Table C.   
 

 

Table C.  Diversionary Behavioral Health Services Provided Through Managed Care 
Under the Demonstration  

Diversionary Behavioral Health Service Setting Definition of Service 
Community Crisis Stabilization 24-hour 

facility 
Services provided as an alternative to 
hospitalization, including short-term 
psychiatric treatment in structured, 
community-based therapeutic environments.  
Community Crisis Stabilization provides 
continuous 24-hour observation and 
supervision for Covered Individuals who do 
not require Inpatient Services. 

Community Support Program (CSP) Non-24-hour 
facility 

An array of services delivered by a 
community-based, mobile, multi-disciplinary 
team of professionals and paraprofessionals. 
These programs provide essential services to 
Covered Individuals with a long standing 
history of a psychiatric or substance use 
disorder and to their families, or to Covered 
Individuals who are at varying degrees of 
increased medical risk, or to 
children/adolescents who have behavioral 
health issues challenging their optimal level 
of functioning in the home/community 
setting.  Services include outreach and 
supportive services, delivered in a 
community setting, which will vary with 
respect to hours, type and intensity of 
services depending on the changing needs of 
the Enrollee. 

Partial Hospitalization** Non-24-hour 
facility 

An alternative to Inpatient Mental Health 
Services, PHP services offer short-term day 
mental health programming available seven 
days per week.  These services consist of 
therapeutically intensive acute treatment 
within a stable therapeutic milieu and include 
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Diversionary Behavioral Health Service Setting Definition of Service 
daily psychiatric management.  

Acute Treatment Services for Substance 
Abuse 

24-hour 
facility 

24-hour, seven days week, medically 
monitored addiction treatment services that 
provide evaluation and withdrawal 
management.  Detoxification services are 
delivered by nursing and counseling staff 
under a physician-approved protocol and 
physician-monitored procedures and include: 
bio-psychosocial assessment; individual and 
group counseling; psychoeducational groups; 
and discharge planning.  Pregnant women 
receive specialized services to ensure 
substance use disorder treatment and 
obstetrical care.  Covered Individuals with 
Co-occurring Disorders receive specialized 
services to ensure treatment for their co-
occurring psychiatric conditions.  These 
services may be provided in licensed 
freestanding or hospital-based programs. 

Clinical Support Services for Substance 
Abuse 

24-hour 
facility 

24-hour treatment services, which can be 
used independently or following Acute 
Treatment Services for substance use 
disorders, and including intensive education 
and counseling regarding the nature of 
addiction and its consequences; outreach to 
families and significant others; and aftercare 
planning for individuals beginning to engage 
in recovery from addiction. Covered 
Individuals with Co-Occurring Disorders 
receive coordination of transportation and 
referrals to mental health providers to ensure 
treatment for their co-occurring psychiatric 
conditions.  Pregnant women receive 
coordination of their obstetrical care. 

Transitional Care Unit Services 
addressing the needs of children and 
adolescents, under age 19, in the 
custody of the Department of Children 
and Families (DCF), who need group 
care or foster care and no longer meet 
the clinical criteria for continued stay at 
an acute level of care.   

24-hour 
facility 

A community based therapeutic program 
offering high levels of supervision, structure 
and intensity of service within an unlocked 
setting. The TCU offers comprehensive 
services, including but not limited to, a 
therapeutic milieu**, psychiatry, aggressive 
case management, and multidisciplinary, 
multi-modal therapies. 

Psychiatric Day Treatment* Non-24-hour 
facility 

Services which constitute a program of a 
planned combination of diagnostic, treatment 
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Diversionary Behavioral Health Service Setting Definition of Service 
and rehabilitative services provided to a 
person with mental illness who needs more 
active or inclusive treatment than is typically 
available through a weekly visit to a mental 
health center, individual Provider’s office or 
hospital outpatient department, but who does 
not need 24-hour hospitalization.   

Intensive Outpatient Program Non-24-hour 
facility 

A clinically intensive service designed to 
improve functional status, provide 
stabilization in the community, divert an 
admission to an Inpatient Service, or 
facilitate a rapid and stable reintegration into 
the community following a discharge from 
an inpatient service.  The IOP provides time-
limited, comprehensive, and coordinated 
multidisciplinary treatment. 

Structured Outpatient Addiction 
Program 

Non-24-hour 
facility 

Clinically intensive, structured day and/or 
evening substance use disorder services.  
These programs can be utilized as a 
transition service in the continuum of care 
for an Enrollee being discharged from Acute 
Substance Abuse Treatment, or can be 
utilized by individuals, who need Outpatient 
Services, but who also need more structured 
treatment for a substance use disorder.  
These programs may incorporate the 
evidence-based practice of Motivational 
Interviewing (as defined by Substance Abuse 
and Mental Health Services Administration) 
into clinical programming to promote 
individualized treatment planning.  These 
programs may include specialized services 
and staffing for targeted populations 
including pregnant women, adolescents and 
adults requiring 24 monitoring. 

Program of Assertive Community 
Treatment 

Non-24-hour 
facility 

A multi-disciplinary team approach to 
providing acute, active, ongoing, and long-
term community-based psychiatric treatment, 
assertive outreach, rehabilitation and support. 
The program team provides assistance to 
Covered Individuals to maximize their 
recovery, ensure consumer-directed goal 
setting, assist individuals in gaining a sense 
of hope and empowerment, and provide 
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Diversionary Behavioral Health Service Setting Definition of Service 
assistance in helping the individuals served 
become better integrated into the community. 
Services are provided in the community and 
are available, as needed by the individual, 24 
hours a day, seven days a week, 365 days a 
year. 

Emergency Services Program* Non-24-hour 
facility 

Services provided through designated 
contracted ESPs, and which are available 
seven days per week, 24 hours per day to 
provide treatment of any individual who is 
experiencing a mental health crisis.   

Community Based Acute Treatment for 
Children and Adolescents 

24-hour 
facility 

Mental health services provided in a staff-
secure setting on a 24-hour basis, with 
sufficient clinical staffing to insure safety for 
the child or adolescent, while providing 
intensive therapeutic services including, but 
not limited to, daily medication monitoring; 
psychiatric assessment; nursing availability; 
Specialing (which is defined as one-on-one 
therapeutic monitoring as needed for 
individuals who may be at immediate risk for 
suicide or other self harming behavior); 
individual, group and family therapy; case 
management; family assessment and 
consultation; discharge planning; and 
psychological testing, as needed.  This 
service may be used as an alternative to or 
transition from Inpatient services. 

Chart Notes: 
* This service is a service provided under the Medicaid State plan, and the definition may be changed 
pursuant to any State plan amendment. 
** In this context, “therapeutic mileau” refers to a structured, sub-acute setting, in which clinical services 
(therapies) are provided at both the individual and group level, and in which the common 
social/interpersonal interactions between each patient, and all others who are present in the setting, are 
incorporated into the treatment approach. 

 
39. Pediatric Asthma Pilot Program.  This pilot program will utilize an integrated delivery 

system for preventive and treatment services through methodologies that may include a 
payment such as a per member/per month (PMPM) payment to participating providers for 
asthma-related services, equipment and supports for management of pediatric asthma for 
high-risk patients, to improve health outcomes, reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs.  
These methodologies are subject to CMS approval of the pilot program protocol.  The State 
must evaluate the degree to which such a payment and flexible use of funds enhances the 
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effects of delivery system transformation, as demonstrated by improved health outcomes at 
the same or lower costs. 

 

 

 

a) Eligibility. The State must limit the pilot program to Demonstration eligible children, age 
2 through 18 at the time of enrollment in the pilot, who are enrolled in the Primary Care 
Clinician Plan panel of a participating practice site, and who have high risk asthma.  
Children with high risk asthma are those children who have, in the last 12 months prior to 
enrollment in the pilot, had an asthma-related inpatient hospitalization, observation stay, 
or emergency department visit or an oral corticosteroid prescription for asthma.  The 
State must utilize Medicaid claims data to identify eligible children.   
 

b) Benefits.  The benefits within a payment such as a PMPM may vary over the course of 
the pilot.  Prior to enrolling beneficiaries in the Pediatric Asthma Program, CMS must 
approve the benefit package and any changes proposed to the benefit package over the 
course of the pilot through the protocol process outlined is subparagraph (g). For 
example, pending CMS approval, services may include for Phase 1:  non-traditional 
services and supplies to mitigate environmental triggers of asthma and home visitation 
and care coordination services conducted by qualified Community Health Workers.  In 
Phase II, the payment structure such as a PMPM, bundled, global, or episodic payment 
may be expanded to also include certain Medicaid State plan services with utilization that 
is particularly sensitive to uncontrolled asthma (i.e. treatment provided by physicians, 
nurse practitioners and hospitals, medical equipment such as a nebulizer, spacer, peak 
flow meter, etc.).  

c) Delivery System.  Provider Participation in the pilot must be limited to primary care 
clinician sites that participate or enroll in the Primary Care Clinician Plan (PCCP). The 
practices must be responsible for supervision and coordination of the medical team, 
including Community Health Workers; delivery of asthma-related services paid for by 
the PMPM payment; as well as the PMPM cost of each beneficiary enrolled. 
 
Provider participation in the pilot must be determined through a Request for Proposal 
(RFP) process.  The State must prioritize participation by qualified practices that serve a 
high number of patients with high-risk asthma enrolled in PCCP and have the capacity to 
manage asthma in a coordinated manner.  In addition, the State must seek to include 
qualified practices that are geographically dispersed across the State and represent a 
range of provider types, such as physician group practices, community health centers, and 
hospital outpatient departments, in order to explore a variety of infrastructure challenges. 

d) Infrastructure Support for Participating Provider Sites.  To defray the costs of 
implementing the financial, legal and information technology system infrastructure 
required to manage a payment such as PMPM and coordination of patient care, 
participating provider sites are eligible for up to $10,000 per practice site for the sole 
purpose of infrastructure changes and interventions related to this Pediatric Asthma Pilot 
only.  The amount of infrastructure support is variable up to this maximum depending on 
the provider’s readiness, the State’s review and finding of such readiness, and CMS’ 
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concurrence on the use of the proposed funding for the practice as per the protocol 
process outlined in subparagraph (g).   
 

e) Pilot Expansion.  Following initial implementation and evaluation of programmatic 
outcomes, and subsequent CMS approval, the State may request CMS approval to 
implement a payment such as a PMPM, bundled, global or episodic payment and/or 
shared savings methodology component to the Pediatric Asthma Pilot.  Examples of 
favorable outcomes include the prevention of asthma-related emergency department 
utilization, and asthma-related hospitalizations and improved patient outcomes. 
 

f) Extent of FFP in the Pilot.  FFP is not available for this pilot program until the protocols 
and milestones outlined in subparagraph (g) below are approved by CMS.  The 
infrastructure support described in subparagraph (d) above must be provided through the 
Infrastructure and Capacity-Building fund as part of the Safety Net Care Pool outlined in 
STC 49(d).  CMS will provide FFP at the applicable Federal Medical Assistance 
Percentage for services and supplies outlined in the approved benefit package pursuant to 
subparagraph (g)(1), subject to reimbursement amounts identified in the payment 
methodology outlined in subparagraph (g)(5), demonstration budget neutrality limits and 
any applicable SNCP limits.  

 
g) Required Protocols Prior to Claiming FFP.  Before enrolling beneficiaries and claiming 

FFP under this pilot program, the State must meet the following milestones which require 
CMS preapproval. These protocols/milestones will be future Attachment F. 

1) A description and listing of the program specific asthma-related benefit package 
that will be provided to the pilot participants with rationale for the inclusion of 
each benefit; 

2) Eligibility, qualifications and selection criteria for participating providers, 
including the RFP for preapproval;  

3) A plan outlining how this pilot may interact with other Federal grants, such as for 
related research (e.g. NIH, HUD, etc.) and programmatic work (e.g. CHIPRA 
grant related to pediatric health care practices in multi-payer medical homes, etc.).  
This plan should ensure no duplication of Federal funds and outline the State’s 
coordination activities across the various Federal support for related 
programmatic activities to address potential overlap in practice site selection, 
patient population, etc. 

4) A plan for the purchase and dissemination of supplies within the pilot specific 
benefit package, including procurement methods by the State and/or providers 
including volume discounts, etc; 

5) A payment rate setting methodology outlining the PMPM payment for the pilot 
services and supplies, consideration of risk adjustment and the estimated/expected 
cost of the pilot; 

6) A payment methodology outlining cost and reconciliation for the infrastructure 
payments to participating provider sites, and the eligibility and reporting 
requirements associated with the infrastructure payments; and 

7) An approved evaluation design for the pilot that is incorporated into the 
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evaluation design required per STC 84.  The objective of the evaluation is to 
determine the benefits and savings of the pilot as well as design viability and 
inform broader implementation of the design.  The evaluation design must include 
an evaluation of programmatic outcomes for purposes of subparagraph (e). As 
part of the evaluation, the State at a minimum must include the following 
requirements: 

i. Collect baseline and post-intervention data on the service utilization and 
cost savings achieved through reduction in hospital services and related 
provider services for the population enrolled in the pilot.  This data 
collection should include the quality measure on annual asthma-related 
emergency room visits outlined in the initial core set of children’s health 
care quality measures authorized by the Children’s Health Insurance 
Program Reauthorization Act (CHIPRA) beginning with a baseline set at 
the onset of the pilot, adjusted for the age range enrolled in the pilot 
program;  

ii. A detailed analysis of how the pilot program affects the utilization of acute 
health services, such as asthma-related emergency department visits and 
hospitalizations by high risk pediatric asthma patients, and how the pilot 
program reduces or shifts Medicaid costs associated with treatment and 
management of pediatric asthma; 

iii. An assessment of whether the cost projections for the provider payment 
were appropriate given the actual cost of rendering the benefits through 
the pilot program; and 

iv. A detailed analysis of how the effects of the pilot interact with other 
related initiatives occurring in the State.   

 
h) Changes to the Pediatric Asthma Program and/or Amendments to the Protocols.  If the 

State proposes to amend the pilot benefits, payment structure, delivery system or other 
issues pursuant to the protocols it must seek CMS approval to amend its protocols as 
outlined in subparagraph (g) and (i).  An amendment to protocols is not subject to STC 7 
regarding demonstration amendments.  Should the State choose to design and plan for 
payments such as bundled, global or episodic payments or  shared savings to participating 
providers, methodology documents must be preapproved by CMS prior to contract 
changes or implementation of the changes; any shared savings or payment methodologies 
must be consistent with CMS policy and guidelines, including any quality reporting 
guidelines. 
 

i) Reporting.  The State must provide status updates on the pilot program within the 
quarterly and annual reports as required by STCs 58 and 59.  At a minimum, reporting for 
the pilot program must provide an update on all pilot program related activities including: 

1) Current and future State activities related to the required deliverables as described 
in subparagraph (g), including anticipated changes to the benefit package, delivery 
system or payment methodology; 
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2) Services and supplies provided to beneficiaries, community outreach activities, 
increases and decreases in beneficiary enrollment or provider enrollment, and any 
complaints regarding quality or service delivery;  

3) Pediatric asthma pilot program payments to participating providers that occurred in 
the quarter.  Infrastructure payments made to providers under this pilot will be 
reported pursuant to STCs 49(d) and 50(b);  

4) Expenditure projections reflecting the expected pace of future provider payments; 
and 

5) Progress on the evaluation of the pilot program as required in subparagraph (g), 
including a summary of the baseline and pilot outcome data from Medicaid claims 
data associated with enrollee utilization and associated cost of treatment, including 
prescriptions, and primary care, emergency department and hospitalization visits.    

 
40. Intensive Early Intervention Services for Children with Autism Spectrum Disorder.  

The State will provide medically necessary Applied Behavioral Analysis-based (ABA) 
treatment services to MassHealth eligible children as stipulated below.  The early 
intervention services are highly structured, evidence based, individualized, person-centered 
treatment programs that address the core symptoms of autism spectrum disorder (ASD). A 
waiting list is not allowable for this program.   

 
a) Eligibility.  The State will limit eligibility to MassHealth eligible children, ages 0 through 

three years with a confirmed diagnosis of one of the following codes: Autistic Disorder – 
code 299.00; Childhood Disintegrative Disorder – code 299.10; Asperger’s Disorder – 
code 299.80; Pervasive Development Disorder – code 299.10; Rett’s Disorder – code 
299.80 according to the most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association or a diagnosis of autism in any 
updated version of this manual, and must be conferred by a physician or a licensed 
psychologist; have an Individualized Family Service Plan (IFSP) that identifies medically 
necessary ABA-based services; and who are not otherwise enrolled in the State’s 
currently approved section 1915(c) HCBS waiver entitled “Children’s Autism Spectrum 
Disorder Waiver,” CMS base control number 40207, because the child has not been 
determined to meet institutional level of care requirements.    
 

b) Individualized Family Service Plan (IFSP). Massachusetts will utilize a universal IFSP 
form approved by the Massachusetts Department of Public Health that includes the 
elements required under Part C of the Individuals with Disabilities Education Act (IDEA) 
and Massachusetts Early Intervention Operational Standards.  The form will utilize a 
child-centered and family-directed planning process intended to identify the strengths, 
capacities, preferences, needs, and desired outcomes for the child.  

 
The IFSP is a written plan that is developed for each eligible infant and toddler with a 
disability according to the Part C regulations under the IDEA.  The IFSP specifies the 
child’s: service coordinator; present levels of development; and family resources, 
priorities, and concerns.  It also includes measurable results or outcomes and the criteria, 
procedures, and timelines used to determine the degree to which progress toward 
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achieving the results or outcomes identified in the IFSP is being made.  There is also a 
statement of the specific early intervention services  based on peer-reviewed research (to 
the extent practicable) that are necessary to meet the unique needs of the child and the 
family to achieve the results or outcomes identified including: beginning date, length, 
duration, frequency, intensity, method of delivering, and location of the services.  The 
IFSP will also include a statement that the ABA-based treatment will be provided in the 
natural environment for that child to the maximum extent appropriate, or a justification as 
to why the service will not be provided in the natural environment.  The IFSP must 
specify the identification of medical or other services such as ABA-based treatment the 
child needs or is receiving through other sources, including title XIX.  The plan will be 
reviewed and updated at least annually.  

 
c) Benefits.  Participants are eligible to receive ABA-based services.  All treatment must be 

evidence-based, and newer interventions for which there is no evidence of effectiveness 
may not be employed until such time as there is at least emerging evidence to fully 
support the intervention’s appropriate usage and assure the health and safety of 
demonstration enrollees.  There is no annual maximum benefit.   

 
The following services will be provided as ABA-based treatment: 

1) Assessment of child’s functional skills across domains impacted by ASD: 
2) Development of individualized treatment plan to teach new skills; 
3) Direct child instruction to teach new skills; 
4) Functional behavioral assessment and support plan to decrease problematic 

behavior and increase appropriate behavior when indicated; 
5) Family training to assist family, extended family, and non-paid caregivers in 

generalization of skills into the child’s natural routines and in management of 
behavior; and  

6) Supervisory session to ensure consistency in instructional practices, data collection 
accuracy, and to make program adjustments as needed.  

 
d) Delivery System.  MassHealth will provide ABA-based treatment services to children 

through the fee for service delivery system.  Children who are enrolled in a contracted 
managed care organization (MCO) will receive the services as a fee for service “wrap” to 
the MassHealth covered services.  
 

e) Behavioral Supports and Coordination.  Provider specifications for each service specified 
above are as follows:  

1) Board-Certified Behavioral Analyst: hold a doctoral or master’s degree and meet 
certification requirements of the Behavior Analyst Certification Board; 

2) Supervising Clinician:  hold a master’s degree in psychology, education or related 
field, and any related state licensure for the discipline; 

3) Therapist:  hold a bachelor’s degree and have one year experience with children 
with autism is preferred; and 

4) Specialty Associate:  hold an associate degree and have one year experience 
providing care for a child on the autism spectrum. 
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f) Provider Participation.  All providers must participate in MassHealth. The Department of 

Public Health shall require that direct care personnel providing the ABA-based treatment 
will attain provisional certification prior to billing Medicaid for any direct services.  
Entities or individuals that have responsibility for IFSP development may not provide 
ABA-based treatment to a demonstration enrollee.      
 

g) Cost-Sharing.  MassHealth cost sharing requirements will apply to children who are both 
eligible for MassHealth, and the ABA-based services.  The annual fee assessed by the 
Massachusetts Department of Public Health for all children enrolled in its general early 
intervention services program will not apply to MassHealth eligible children. Cost-
sharing requirements for MassHealth enrolled children who receive the ABA-based 
treatment will be the same as the cost-sharing requirements for all other section 1115 
demonstration waiver participants as outlined in Attachment B.  
 

h) Payment.  Before providing the services outlined in subparagraph (c) and claiming FFP 
under this component of the Demonstration, the State must submit a protocol to CMS for 
CMS approval that outlines the methodology of the payment rate and the actual rates 
provided to Demonstration participants outlined in subparagraph (c) which are provided 
by providers specified in subparagraphs (e) and (f).  This deliverable will be future 
Attachment G. 
 
Proposed rates and any proposed changes to such rates will be subject to public notice.  
Any changes to the payment protocol are subject to CMS approval as outlined above.   

 
i) Self Direction.  Families of children who are eligible to receive the ABA-based services 

may participate in electing the evidence based intervention treatment model for their 
child.  Parents or other legally responsible relatives will be given the opportunity to 
interview providers before making the selection of a particular treatment model or 
provider.  
 

j) Assurances.  The State must meet the following requirements: 
1) Assure the CMS that Part C grant funds will not be used as the non-federal share 

for Medicaid purposes;  
2) Comply with all other requirements of Part 303 of the IDEA, Early Intervention 

Program for Infants and Toddlers with Disabilities in accordance with the 
provision of the ABA-based treatment;  

3) Must not permit restraint or seclusion during the course of service delivery; and 
4) Assure that direct service workers accused of abuse or neglect will not provide 

services to MassHealth enrollees receiving ABA-based treatment until the State’s 
investigation process is completed.  

 
k) Quality Strategy for ABA-Based Treatment Services.  The State must implement an 

overall Quality Assurance and Improvement (QAI) strategy that assures the health and 
welfare of children receiving the ABA-based services.  The strategy will be consistent 
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with the general quality requirements for Medicaid home and community-based services 
(HCBS) through other sections of the Act such as sections 1915(c) and 1915(i).   

 

 

Through an ongoing discovery, remediation and improvement process the State will 
monitor, at a minimum:  

1) IFSP determinations and service delivery;  
2) Provider qualifications;  
3) Enrollee health and welfare;  
4) Financial oversight between the State and Federal programs; and  
5) Administrative oversight.  

The State must also monitor such items as medical necessity determinations for ABA-
based treatment, timeliness of service delivery, improvement and sustainability of 
functional abilities of enrolled children, effectiveness of treatment type, and staff training.  
The State will submit its QAI strategy for ABA-based treatment by January 1, 2012. 
During the time the Demonstration is effective, the State assures CMS it will implement 
the strategy and update it as needed in part based on findings listed in the Annual Report 
described below.  
 

l) Annual Report. The State shall provide the CMS with a draft annual HCBS report as part 
of the annual report requirement for the Demonstration as stipulated in STC 59. The first 
draft HCBS report will be due no later than October 1, 2012. The HCBS report will at a 
minimum include:  

1) An introduction; 
2) A description of each ABA-based treatment;  
3) An overarching QAI strategy that assures the health and welfare of enrollees 

receiving HCBS that addresses the: (a) enrollee’s person-centered individual 
service plan development and  monitoring, b) specific eligibility criteria for 
particular HCBS, c) provider qualifications and/or licensure, d) health and safety, 
d) financial oversight between State and Federal programs, and e) administrative 
oversight by the State Medicaid Agency; 

4) An update on services used by enrollees;  
5) The various treatment modalities employed by the State, including any emerging 

treatments, updated service models, opportunities for self-direction, etc.; 
6) Specific examples of how the services have been used to assist Demonstration 

enrollees;  
7) A description of the intersection between demonstration ABA-based treatment and 

any other State programs or services aimed at assisting high-needs populations and 
rebalancing institutional expenditures; and 

8) Other topics of mutual interest between CMS and the State related to the ABA-
based treatment.  

 
The Report may also address workforce development, certification activity, self-
direction, and capacity in the State to meet needs of the population receiving the services, 
and rebalancing goals related to HCBS. Additionally, the Report will also summarize the 
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outcomes of the State’s Quality Strategy for HCBS as outlined above.  The State may 
also choose to provide the CMS with any other information it believes pertinent to the 
provision of the ABA-based treatment services/HCBS and their inclusion in the 
Demonstration, including innovative practices, cost-effectiveness, and short and long-
term outcomes.  

 
VI. DELIVERY SYSTEM  
 
The MassHealth section 1115 Demonstration provides benefits through multiple delivery 
systems and programs.  A fundamental philosophy of MassHealth is that the Commonwealth will 
enable beneficiaries to take advantage of available and qualified employer-sponsored insurance 
(ESI) when cost effective.  These circumstances include the availability of ESI, the employer’s 
contribution level meeting a State-specified minimum, and its cost-effectiveness. MassHealth 
pays for medical benefits directly (direct coverage) only when no other source of payment is 
available and cost-effective.  Beneficiaries are required, as a condition of eligibility under most 
coverage types, to obtain or maintain private health insurance when MassHealth determines it is 
cost effective to do so, with the premium assistance necessary to make it affordable for the 
beneficiary.  All Demonstration programs except MassHealth Prenatal and MassHealth Limited 
have a premium assistance component.   

 
Under MassHealth premium assistance, the Commonwealth provides a contribution through 
reimbursement to the member or direct payment to the insurer, toward an employed individual’s 
share of the premium for an ESI plan of which the individual is a beneficiary or covered 
dependent, and which meets a basic benefit level (BBL).  The Commonwealth has identified the 
features of a qualified health insurance product, including covered benefits, deductibles and co-
payments, which constitute the BBL.  Each ESI plan is measured against the BBL, and a 
determination is then made regarding the cost-effectiveness of providing premium assistance 
rather than direct coverage.  Premium assistance is the provided benefit under the 
Commonwealth Care for the purchase of a commercial health insurance product.  
 

 

MassHealth benefits provided through direct coverage are delivered both on a fee for service 
(FFS) and capitated basis under the demonstration.  See Table D within STC 45 for details on the 
Delivery System and Coverage for MassHealth Administered Programs. As described below in 
Table D, MassHealth may require members eligible for direct coverage under Standard, Family 
Assistance, CommonHealth, Basic and Essential to enroll in managed care.  Most members can 
elect to receive services either through the statewide Primary Care Clinician (PCC) Plan or from 
a MassHealth-contracted managed care organization (MCO).  Managed care enrollment is 
mandatory for CommonHealth members with no third party liability.  In addition, children who 
are clients of the Departments of Children and Families (DCF) or Youth Services (DYS) who do 
not choose a managed care plan are required to enroll with the behavioral health contractor for 
behavioral health services and may choose to receive medical services on a fee-for-service basis.   

Children eligible under TEFRA section 134 (Kaileigh Mulligan) and children receiving title IV-
E adoption assistance may opt to enroll in managed care or receive health services via fee-for-
service.  Children who choose managed care may choose a managed care organization (MCO) or 
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a PCC plan.  Children who choose an MCO will receive their behavioral health services through 
the MCO.  Children who choose the PCC Plan will receive their behavioral health services 
through the behavioral health contractor.  Children who choose fee-for-service will be passively 
enrolled with the behavioral health contractor for behavioral health services, but have the ability 
to opt-out and receive behavioral health services through the fee-for-service provider network.    
 
41. Managed Care Arrangements.  MassHealth may implement, maintain, modify (without 

amendment to the Demonstration), and any managed care arrangements authorized under 
section 1932(a) of the Act or 42 CFR 438 et seq., including: 
 
a) PCC Plan.  The PCC Plan is a primary care case management program administered by 

MassHealth.  In the PCC Plan, members enroll with a PCC who provides most primary 
and preventive care and who is responsible for providing referrals for most specialty 
services. Members can access specialty services from any MassHealth provider, subject 
to PCC referral and other utilization management requirements.  Members enrolled in the 
PCC Plan receive mental health and substance abuse services through a single Behavioral 
Health Program (BHP) contractor, which is a Prepaid Inpatient Health Plan (PIHP).   The 
PCC Plan members are guaranteed freedom of choice of provider for family planning 
services and are able to obtain these services from any participating Medicaid provider 
without consulting their PCC or obtaining MassHealth’s prior approval. 

 
b) Enhanced Primary Care Clinician Payments.  In accordance with 42 CFR 438.6(c)(5)(iv) 

MassHealth may establish enhanced fee-for-service rate payments or capitated rate 
payments to Primary Care Clinicians  for coordination of the care delivered to their 
enrolled PCC plan members.  MassHealth may also establish pay-for-performance 
incentives using capitated or other payment arrangements for achieving certain quality of 
care benchmarks, for demonstrating certain levels of improvement for selected 
Healthcare Effectiveness Data and Information Set (HEDIS) or other quality indicators, 
and for implementing practice infrastructure designed to support the delivery of high-
quality health care services to enrolled members. 
 

c) Patient Centered Medical Home Initiative (PCMHI).  The PCMHI is a multi-payer 
initiative to transform selected primary care practice sites into PCMHs by 2015.  
MassHealth is a dominant public payer in the PCMHI and is assuming the same 
responsibilities as other participating payers both for enrollees in its PCC Plan and those 
in Medicaid contracted MCOs.  The PCMHI practices must meet reporting requirements 
on clinical and operational measures, in addition to certain benchmarks to indicated 
continued progress towards medical home transformation, such as obtaining National 
Committee for Quality Assurance (NCQA) Physician Practice Connections-Patient 
Centered Medicaid Home (PPC®-PCMHTM) Level One recognition.  Any infrastructure 
support provided to Primary Care Clinicians who participate as PCMHI providers must 
be funded by the infrastructure and capacity-building component of the SNCP as 
referenced in STC 49(d). A formal evaluation of the PCMHI is also being conducted and 
should be included as relevant to the Demonstration in draft evaluation design as per STC 
84.   
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d) MCO.  MassHealth contracts with MCOs that provide comprehensive health coverage 

including behavioral health services to enrollees.  MCO enrollees may receive family 
planning services from any provider without consulting their PCP or MCO and are not 
required to obtain prior approval from MassHealth.  For family planning services 
provided by MassHealth providers not participating in the MCO network, MassHealth 
reimburses the provider on a FFS basis and recoups the funds from the MCO.  
MassHealth does not have a lock-in policy.  Members who either choose or are assigned 
to a health plan may transfer to another available health plan in their geographic service 
area at any time for any reason.  

 
42. Exclusions from Managed Care Enrollment.  MassHealth may exclude the following 

individuals from enrollment in a MassHealth-contracted managed care plan: 
 

 

 

 

a) Individuals for whom MassHealth is a secondary payer (i.e., a member with other health 
insurance).  For purposes of exclusion from managed care, “other health insurance” is 
defined as any medical coverage plan available to the member, including, but not limited 
to Medicare, CHAMPUS, or a private health plan.  However, MassHealth requires 
children eligible for MassHealth Standard and CommonHealth, for whom MassHealth is 
a secondary payer, to enroll with the behavioral health contractor for behavioral health 
services; 

b) Individuals who are receiving MassHealth Standard, CommonHealth, or Family 
Assistance benefits during the presumptive eligibility period or the time-limited period 
while MassHealth investigates and verifies access to qualified and cost-effective private 
health insurance or the time-limited period while the member is enrolling in such 
insurance; 

c) Individuals receiving Prenatal and Limited coverage; 

d) Individuals receiving Standard coverage who are receiving hospice care, or who are 
terminally ill as documented with a medical prognosis of a life expectancy of 6 months or 
less; and 
 

e) Participants in a Home and Community-Based Services Waiver who are not eligible for 
SSI and for whom MassHealth is not a secondary payer.  MassHealth may permit such 
individuals to enroll in managed care, including the option to enroll with the behavioral 
health contractor for behavioral health services and receive their medical services on a 
fee-for-service basis. 
 

43. Contracts. 
 

a) Managed Care Contracts.  All contracts and modifications of existing contracts between 
the Commonwealth and MCOs must be prior approved by CMS.  The Commonwealth 
will provide CMS with a minimum of 30 days to review and approve changes.  
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b) Public Contracts.  Contracts with public agencies, that are not competitively bid in a 
process involving multiple bidders, shall not exceed the documented costs incurred in 
furnishing covered services to eligible individuals (or a reasonable estimate with an 
adjustment factor no greater than the annual change in the consumer price index), unless 
the contract is set at the same rate for both public and private providers. This requirement 
does not apply to contracts under the SNCP as outlined in STC 49(c) and STC 49(e) 
except as implemented by STC 50(f). 

c) Selective Contracting.  Procurement and the subsequent final contracts developed to 
implement selective contracting by the Commonwealth with any provider group shall be 
subject to CMS approval prior to implementation, except for contracts authorized 
pursuant to 42 CFR 431.54(d). 
 

d) Patient Centered Medical Home Initiative (PCMHI).  Details regarding the PCHMI may 
be found in the Commonwealth’s PCC and MCO contracts. 

 
44. MassHealth Standard and CommonHealth Premium Assistance.  If available and cost 

effective, the Commonwealth will purchase cost-effective private health insurance on behalf 
of individuals eligible for Standard or CommonHealth coverage.  The State will also provide 
coverage for additional services required to ensure that such individuals are receiving no less 
than the benefits they would receive through direct coverage under the State Plan.  This 
coverage will be furnished, at the State option, on either a FFS basis or through managed care 
arrangements. These individuals are not required to contribute more towards the cost of their 
private health insurance than they would otherwise pay for MassHealth Standard or 
CommonHealth coverage. Cooperation with the Commonwealth to obtain or maintain 
available health insurance will be treated as a condition of eligibility for all of those in the 
family group, except those who are under the age of 19, or pregnant.   
 

45. Overview of Delivery System and Coverage for MassHealth Administered Programs.  
The following chart provides further detail on the delivery system utilized for the 
MassHealth administered programs and the related start date for coverage: 

  



 

MassHealth                                                                                                                              Page 48 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 
 
 

Table D. Delivery System and Coverage for MassHealth Demonstration Programs 
 

Coverage Type 
Delivery 
System Type M

an
da

to
ry

 

V
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ry
 

FF
S 

O
nl

y 

Start Date of Coverage**** 
Standard* 

Individuals with no third party 
liability (TPL) 

MCO or  
PCC Plan** x   10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

  x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x  x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

  x 10 days prior to date of application 

Kaileigh Mulligan eligible 
children and children receiving 
title IV-E adoption assistance 

Behavioral 
health is 
typically 
provided via 
BHP PIHP, 
although a 
FFS 
alternative 
must be 
available; all 
other services 
are offered via 
MCO, PCCP 
Plan or FFS.   

 x  

Kaileigh Mulligan - may be 
retroactive to first day of third 
month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided.”    
 
Title IV-E adoption assistance -
start date of adoption 

Medically complex children in 
the care/custody of the DCF 

Special Kids 
Special Care 
MCO 

 x  Start date of State custody 

Children in the care/custody of 
the DCF or DYS, including 
medically complex children in 
the care/custody of the DCF 

All services 
are offered via 
MCO, PCC 
Plan or FFS, 

x x x Start date of State custody 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
with the 
exception of 
behavioral 
health which 
is provided via 
mandatory 
enrollment in 
BHP PIHP 
unless a child 
is enrolled in 
an MCO (in 
which case, 
behavioral 
health is 
provided 
through the 
MCO).   

Presumptive children, for an up 
to 60-day period, before self-
declared family income is 
verified 

FFS   x 10 days prior to date of application 

Women in the Breast and 
Cervical Cancer Treatment 
Program 

MCO or PCC 
Plan x   10 days prior to date of application 

CommonHealth* 

Individuals with no TPL MCO or  
PCC Plan** x   10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

  x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x  x 10 days prior to date of application 

Individuals with qualifying ESI Premium 
assistance   x 10 days prior to date of application 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
with wrap 
 

Family Assistance for HIV/AIDS* 

Individuals with no TPL MCO or  
PCC Plan** x   10 days prior to date of application 

Individuals with TPL 
Receive wrap 
benefits via 
FFS  

  x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

  x 10 days prior to date of application 

Family Assistance for Children*** 

Individuals with no TPL MCO or  
PCC Plan** x   10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

  x 10 days prior to date of application 

Insurance Partnership  

Individuals with qualifying ESI 

Premium 
assistance for 
employees and 
incentive 
payments for 
employers 

  N/A 
First month’s premium payment 
following determination of 
eligibility 

Basic 

Individuals with no TPL MCO or  
PCC Plan x   

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

  N/A 
First month’s premium payment 
following determination of 
eligibility 

Essential 

Individuals with no TPL MCO or  
PCC Plan x   

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

  N/A 
First month’s premium payment 
following determination of 
eligibility 

Limited 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
Individuals receiving emergency 
services only FFS   x 10 days prior to date of application 

 Prenatal FFS   x 10 days prior to date of application 
Home and Community-Based 
Waiver, under age 65 

Generally 
FFS, but also 
available 
through 
voluntary 
MCO or PCC 
Plan 

 x  

May be retroactive to first day of 
third month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided.    

Medical Security Plan 

Direct Coverage MCO x   Start date of unemployment 
benefits 

Premium Assistance 
Premium 
assistance 
only 

  N/A 
Start date of unemployment 
benefits 

Commonwealth Care Premium 
Assistance MCO x   First day of month following 

enrollment 
 
Chart Notes 
*TPL wrap could include premium payments 
**FFS until member selects or is auto-assigned to MCO or PCC Plan 
***Presumptive and time-limited during health insurance investigation 
****All retroactive eligibility is made on a FFP basis 

 

 
VII.  COST SHARING 

46. Overview.  Cost-sharing imposed upon individuals enrolled in the Demonstration varies 
across Demonstration programs and by FPL, except that no co-payments are charged for any 
benefits rendered to children under age 19 or pregnant women.  Additionally, no premium 
payments are required for any individual enrolled in the Demonstration whose gross income 
is less than 150 percent FPL.  Please see Attachment B for a full description of cost-sharing 
under the Demonstration for MassHealth-administered programs.  The Commonwealth has 
the authority to change cost-sharing for the Commonwealth Care and Medical Security Plan 
program without amendment.  Updates to the cost-sharing will be provided upon request and 
in the annual reports.    

 
VIII. THE SAFETY NET CARE POOL (SNCP) 
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47. Description.  The Safety Net Care Pool (SNCP) was established effective July 1, 2005 for 
the purpose of reducing the rate of uninsurance in the Commonwealth while providing 
residual provider funding for uncompensated care, and care for Medicaid FFS, Medicaid 
managed care, Commonwealth Care and low-income uninsured individuals, as well as 
infrastructure expenditures and access to certain State health programs related to vulnerable 
individuals, including low-income populations as described in Attachment E. 

 
48. SNCP Effective Date.  Notwithstanding the effective date specified in section I of the STCs 

or in any other Demonstration documentation, all STCs, waivers and expenditure authorities 
relating to the SNCP are effective for dates of services beginning on the date of the approval 
letter through June 30, 2014.  For the period operating under temporary extension from July 
1, 2011, through the period prior to the date of the approval letter, all SNCP expenditures 
were authorized up to the amount of the DSH allotment for SFY 2012, with the exception of 
Commonwealth Care which was funded through budget neutrality savings.  The aggregate 
SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
extension period to reflect this exception.   

 
49. Expenditures Authorized under the SNCP.  The Commonwealth is authorized to claim as 

allowable expenditures under the demonstration, to the extent permitted under the SNCP 
limits under STC 50, the following categories of payments and expenditures.  The 
Commonwealth must identify the provider and the source of non-Federal share for each 
component of the SNCP.  Federally-approved payments and expenditures within these 
categories are specified in Attachment E. 

 
a)  Commonwealth Care. For dates of services through December 31, 2013, the 

Commonwealth may claim as allowable expenditures under the Demonstration to the 
extent permitted under the SNCP limits under STC 50 premium assistance under the 
Commonwealth Care health insurance program for individuals ages 21 and older without 
dependent children with income above 133 percent of the FPL through 300 percent of the 
FPL. 
 

b) Designated State Health Programs (DSHP). For dates of service through December 31, 
2013, the Commonwealth may claim as allowable expenditures under the Demonstration 
to the extent permitted under the SNCP limits under STC 50 DSHP, which are otherwise 
State-funded programs that provide health services.  
 

c) Providers. As described in Attachment E, the Commonwealth may claim as an allowable 
expenditure under the Demonstration to the extent permitted under the SNCP limits under 
STC 50, payments to providers, including but not limited to, acute hospitals and health 
systems, non-acute hospitals, and other providers of medical services to support 
uncompensated care for Medicaid FFS, Medicaid managed care, Commonwealth Care, 
and low-income uninsured individuals.  The Commonwealth may also claim as an 
allowable expenditure payments not otherwise eligible for FFP that are for otherwise 
covered services furnished to individuals who are inpatients in an Institution for Mental 
Disease (IMD). 
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d) Infrastructure and capacity-building. The Commonwealth may claim as allowable 

expenditures under the Demonstration to the extent permitted under the SNCP limits 
under STC 50 expenditures that support capacity-building and infrastructure for the 
improvement or continuation of health care services that benefit the uninsured, 
underinsured, MassHealth, Demonstration and SNCP populations. Infrastructure and 
capacity-building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c).  Activities 
related to Delivery System Transformation Initiatives are prohibited from also being 
claimed as infrastructure and capacity-building.   In the annual report as required by STC 
59, the Commonwealth must provide the actual amount, purpose and the entity each 
associated payment was made to for this component of the SNCP.  

 
e) Delivery System Transformation Initiatives (DSTI).  The Commonwealth may claim as 

allowable expenditures under the Demonstration, to the extent permitted under the SNCP 
limits under STC 50, incentive payments to providers for the development and 
implementation of a program that support hospitals’ efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models.   

 
1) Eligibility.  The program of activity funded by the DSTI shall be based in public 

and private acute hospitals, with a high, documented Medicaid patient volume, 
that are directly responsive to the needs and characteristics of the populations and 
communities.  Therefore, providers eligible for incentive payments are defined as 
public or private acute hospitals with a Medicaid payer mix more than one 
standard deviation above average and a commercial payer mix more than one 
standard deviation below average based on FY 2009 cost report data.  The 
hospitals eligible for incentive payments, over this Demonstration period, based 
on this criterion, are listed in Attachment I.  
 

2) Master DSTI Plan. The Commonwealth must develop and submit to CMS for 
approval a “master” DSTI plan.  CMS shall render a decision on the master DSTI 
plan within 45 days of the Commonwealth’s submission of the plan to CMS. The 
master plan must:  

i. Outline the global context, goals and outcomes that the State seeks to 
achieve through the combined implementation of individual projects by 
hospitals; 

ii. Specify the DSTI categories consistent with subparagraph (4) below, and 
detail the associated projects, population-focused objectives and 
evaluation metrics from which each eligible hospital will select to create 
its own plan; 

iii. Detail the requirements of the hospital-specific plans discussed in 
subparagraph (3) and STC 52; and 

iv. Specify all requirements for the DSTI plans and funding protocol pursuant 
to STC 52. 
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3) Hospital-specific Plans. Upon CMS approval of the Commonwealth’s master 

DSTI plan, each participating hospital must submit an individual DSTI plan that 
identifies the projects, population-focused objectives, and specific metrics 
adopted from the master DSTI plan and meets all requirements pursuant to STC 
52.  CMS shall approve each hospital’s DSTI plan within 45 days of the 
Commonwealth’s submission of the hospital’s plan to CMS for final approval 
following the State review process pursuant to STC 52(a)(6), provided that the 
plan(s) meet all requirements of the approved master DSTI plan outlined in STC 
52(a)(2) and STC 52(a)(3) in addition the requirements outlined for the hospital 
specific DSTI plans pursuant to STC 52(b) and the approved DSTI payment and 
funding protocol pursuant to STC 52 (c). 
 
Participating hospitals must implement new, or significantly enhance existing 
health care initiatives. The hospital-specific DSTI plans must address all four 
categories, as outlined in subparagraph (4) below, but each hospital is not required 
to select all projects within a given category.  Each individual hospital DSTI plan 
must include a minimum number of projects selected within each category as 
outlined in the master DSTI plan and report on progress to receive DSTI funding.  
Eligibility for DSTI payments will be based on successfully meeting metrics 
associated with approved projects as outlined in subparagraph (6) and the 
submission of required progress reports outlined in STC 53(c)(1). 
 

4) DSTI Categories and Projects.  Each participating hospital must select a minimum 
number of projects from each category as outlined in the master DSTI plan.  
Additionally, the projects must be consistent with the overarching approach of 
improving health care through the simultaneous pursuit of three aims: improving 
the experience of care, improving the health of populations, and reducing per 
capita costs of health care.  The selected projects will be detailed in the hospital-
specific plans described in subparagraph (3) and STC 52.  Each project, 
depending on the purpose and scope of the project, may include a mix of process-
oriented metrics to measure progress in the development and implementation of 
infrastructure and outcome metrics to measure the impact of the investment.  
Metrics are further discussed in subparagraph (5) and STC 52. 

 
There are four categories for which funding authority is available under the DSTI, 
each of which has explicit connection to the achievement of the Three Part Aim 
mentioned in the preceding paragraph:  
 
Category 1: Development of a fully integrated delivery system: This category 
includes investments in projects that are the foundation of delivery system change to 
encompass the concepts of the patient-centered medical home (PCMH) model to 
increase delivery system efficiency and capacity.  Examples include:  

i. Investments in communication systems to improve data exchange with 
medical home sites  
ii. Integration of physical and behavioral health care 
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iii. Development of integrated care networks across the continuum of care 
iv. Investment in patient care redesign efforts, such as patient navigators, 
alternative delivery sites, alternative office hours, etc. 
 

Category 2: Improved Health Outcomes and Quality:  This category includes 
development, implementation and expansion of innovative care models which have 
the potential to make significant demonstrated improvements in patient experience, 
cost and care management.  Examples include:  

i. Implementation of Enterprise-wide Care Management or Chronic Care 
Management initiatives, which may include implementation and use of 
disease management registries  
ii. Improvement of care transitions, and coordination of care across inpatient, 
outpatient, post-acute care, and home care settings  
iii. Adoption of Process Improvement Methodologies to improve safety, 
quality, and efficiency  

 
Category 3:  Ability to respond to statewide transformation to value-based 
purchasing and to accept alternatives to fee-for-service payments that promote 
system sustainability.  Examples include:  

i. Enhancement of Performance Improvement and Reporting Capabilities  
ii. Development of enhanced infrastructure and operating and systems 
capabilities that would support new integrated care networks and alternative 
payment models to manage within new delivery and payment models  
iii. Development of risk stratification capabilities/functionalities  

 

 

Category 4: Population-Focused Improvements.  This category involves 
evaluating the investments and system changes described in categories 1, 2 and 3 
through population-focused objectives.  Metrics must evaluate the impact of 
health care delivery system and access reform measures on the quality of care 
delivered by participating providers.  Metrics must also evaluate the impact of the 
payment redesign and infrastructure investments to improve areas such as cost 
efficiency, systems of care, and coordination of care in community settings.  
Metrics may vary across participating providers, but should be consistent within 
projects developed in the DSTI master plan to facilitate evaluation.   

5) DSTI Metrics and Evaluation.  Each eligible provider must develop process-
oriented and outcome metrics for each of the Categories 1, 2 and 3 that 
demonstrate clear project goals and objectives to achieve systematic progress.  
Examples of such project metrics may include: identification and purchase of 
system, programming of system, going live on a system, contracting with a payer 
using a bundled payment system, enrollment of a defined percentage of patients to 
a Medical Home model, increase by a defined amount the number of primary care 
clinics using a Care Management model, improve by a defined percentage 
patients with self-management goals, increase by a defined amount the number of 
patients that have an assigned care manager team, etc.   
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Metrics related to Category 4 shall recognize that the population-focused 
objectives/projects do not guarantee outcomes, but that the objectives/projects 
must result in learning, adaptation and progress toward the desired impact.  These 
metrics must quantitatively measure the impact of the projects in Categories 1, 2 
and 3 (e.g. disease measurements, ER admissions, cost management, etc.) on each 
participating provider’s patient population.  
 

6) DSTI Payments.    DSTI payments for each participating provider are contingent 
on that provider meeting project metrics as defined in the approved hospital-
specific plans.  As further discussed in subparagraph (7) below, the final master 
DSTI plan and payment and funding protocol as required by STC 52 must include 
an incentive payment formula.  Within this formula, approval of the hospital-
specific plans may be considered an appropriate metric for the first incentive 
payment of the initiative in DY 15, and may equal up to 50 percent of the DY 15 
total annual amount of DSTI funding a hospital may be eligible for based upon 
incentive payments. Payment cycles to providers will be described in final 
approved DSTI funding protocol but will be made at a minimum on a semi-annual 
basis contingent upon providers meeting the associated metrics.  The actual 
metrics for incentive payments and the amount of incentive payments dispersed in 
a given year will be outlined pursuant to the approved master DSTI plan, hospital-
specific plans and funding protocol requirements outlined in STC 52 and the 
reporting requirements outlined in STC 53. 
 
DSTI payments are not direct reimbursement for expenditures or payments for 
services.  DSTI payments are intended to support and reward hospital systems for 
improvements in their delivery systems and payment models that support the 
simultaneous pursuit of improving the experience of care, improving the health of 
populations, and reducing per capita costs of health care.  The payments are not 
direct reimbursement for expenditures incurred by hospitals in implementing 
reforms. The DSTI payments are not reimbursement for health care services that 
are recognized under these STCs or under the State plan.  

 
DSTI payments should not be considered patient care revenue and will not be 
offset against other Medicaid reimbursements to hospital systems, including 
payments funded through approved intergovernmental transfers, or approved 
certified public expenditures incurred by government owned or operated hospital 
systems and their affiliated government entity providers for health care services, 
infrastructure and capacity-building, administrative activities, or other non-DSTI 
payment types authorized under these STCs and/or under the State plan. 
 

7) Distribution of DSTI Funds among Hospitals: Attachment I specifies the hospitals 
eligible for DSTI over the Demonstration approval period and outlines the initial 
proportional allowance of available DSTI funds for participating providers to earn 
through DSTI incentive payments for SFY2012-2014.  This initial proportional 
allowance is based upon a foundational amount of funding of $4 million for each 
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hospital over the Demonstration approval period that is necessary for hospitals to 
undertake transformation initiatives, regardless of hospital size.  Beyond this 
foundational amount, the initial allotment of available funds is based on the 
relative size of each hospital’s Medicaid and low-income public payer patient 
population, as measured by each hospital’s patient services charges as indicated in 
the Medicaid and Low-Income Public Payer Gross Patient Services Revenue 
(GPSR), published in the SFY 2009 Massachusetts 403 acute hospital cost reports 
filed with the Division of Health Care Finance and Policy.  “Public payers” in this 
instance include Medicaid, Medicaid managed care, Commonwealth Care and the 
Health Safety Net.  The public payers and base year data are consistent with the 
eligibility criteria for participating providers.  
 
The final master DSTI plan, and payment and funding protocol, as outlined in 
STC 52, must specify the DSTI incentive payment formula and denote the total 
annual amount of DSTI incentive payments each participating hospital may be 
eligible for based upon the projects and metrics it selects.  The incentive payment 
formula must identify per metric the following: (1) the annual base amount of 
funding per metric associated with the each category pursuant to STC 49(e)(4); 
(2) increases to that base amount associated with a hospital’s proportional annual 
DSTI allowance; and (3) a rationale for  any percentage adjustments made to a 
hospitals calculated DSTI allowance to account for factors such as differences in 
quality infrastructure, differences in external supports for improvements, and 
differences in patient populations to be identified in the master DSTI plan.   

 
8) FFP.  FFP is not available for DSTI payments to a participating provider until the 

DSTI master plan, the individual provider’s plan and the funding protocol 
outlined in STC 52 are approved by CMS.  DSTI payments to a particular 
provider are contingent upon whether that participating provider meets project 
metrics as defined in its hospital-specific plan, and are subject to legislative 
appropriation and availability of funds.   

 
50. Expenditure Limits under the SNCP. 
 

a) Aggregate SNCP Cap. From the date of the approval letter through June 30, 2014 (SNCP 
extension period), the SNCP will be subject to an aggregate cap of $4.4 billion, as well as 
the overall budget neutrality limit established in section XI of the STCs.  Because the 
aggregate SNCP cap is based in part on an amount equal to the Commonwealth’s annual 
disproportionate share hospital (DSH) allotment, any change in the Commonwealth’s 
Federal DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the aggregate SNCP cap, and a 
corresponding change to the provider cap as described in subparagraph c. Such a change 
shall be reflected in STCs 50(a) and 50(c), and shall not require a Demonstration 
amendment.  The aggregate SNCP cap of $4.4 billion is based on an annual DSH 
allotment of $624,691,018 (Total Computable), the Commonwealth’s projected annual 
DSH allotment for FFY 2012 and budget neutrality savings.  For the period operating 
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under temporary extension from July 1, 2011, through the period prior to the date of the 
approval letter, all SNCP expenditures were authorized up to the amount of the DSH 
allotment for SFY 2012, with the exception of Commonwealth Care which was funded 
through budget neutrality savings.  The aggregate SNCP cap was reduced by 
Commonwealth Care expenditures for the temporary extension period to reflect this 
exception.   

 
b)  Infrastructure Cap. The Commonwealth may expend an amount equal to no more than 

five percent of the aggregate SNCP cap over the SNCP extension period for 
infrastructure and capacity building, as described in STC 49(d). No FFP will be available 
to reimburse the Commonwealth for infrastructure and capacity-building until the 
Commonwealth notifies CMS and obtains subsequent CMS approval, of the specific 
activities that will be undertaken to improve the delivery of health care to the uninsured, 
underinsured or SNCP populations. No Demonstration amendment is required for CMS 
approval of the specific activities for infrastructure and capacity-building.  The 
Commonwealth must update Attachment E to reflect these activities; no Demonstration 
amendment is required.  Progress reports on all such activities must be included in the 
quarterly and annual reports outlined in STCs 58 and 59, respectively.  Infrastructure 
projects for which FFP is claimed under this expenditure authority are not eligible for 
DSTI incentive payments. 
       

c) Provider Cap. The Commonwealth may expend an amount for purposes specified in STC 
49(c) equal to no more than the cumulative amount of the Commonwealth’s annual DSH 
allotments for the SNCP extension period.  Any change in the Commonwealth’s Federal 
DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the provider cap.  Such change shall not 
require a Demonstration amendment.  The provider cap is based on an annual DSH 
allotment of $624,691,018 (total computable), the Commonwealth’s projected annual 
DSH allotment for SFY 2012.   
 

d) DSHP Cap. Expenditure authority for DSHP is limited to $360 million in SFY 2012, 
$310 million in SFY 2013 and $130 million in SFY 2014 through December 31, 2013.  
Total computable expenditures for DSHP shall be reduced by a fixed amount of 5.3 
percent annually to determine allowable DSHP expenditures under the demonstration to 
account for the unknown immigration status of certain program recipients.   

 
e) Budget Neutrality Reconciliation.  The Commonwealth is bound by the budget neutrality 

agreement described in section XI of the STCs.  The Commonwealth agrees to reduce 
spending in the SNCP to comply with budget neutrality in the event that expenditures 
under the demonstration exceed the budget neutrality ceiling outlined in section XI, STC 
80.  In that event, the Commonwealth must reduce expenditures for items 1 through 7 and 
9 in chart A of Attachment E before reducing expenditures to item 8, Commonwealth 
Care.  
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f) Transition to Cost for Uncompensated Care.  The SNCP payments pursuant to STC 49(c) 
support providers for furnishing uncompensated care.  Currently these payments are not 
limited to the documented cost of providing such care.  Over this extension period, CMS 
will work with the Commonwealth to develop a cost protocol, to be approved by CMS 
and included as future Attachment H.  This protocol will ensure that beginning on July 1, 
2014 all provider payments for uncompensated care pursuant to STC 49(c) will be 
limited on a provider-specific basis to the cost of providing Medicaid State plan services 
and any other additional allowable uncompensated costs of care provided to Medicaid 
eligible individuals and uninsured individuals, less payment received by or on behalf of 
such individuals for such services.  The DSH audit rule definition of allowable inpatient 
and outpatient services and allowable uninsured costs and revenues will serve at the 
initial framework for discussions on the cost protocol.  Any additional costs to be 
included as allowable as uncompensated care must be identified and included in the 
resulting approved cost protocol.   

 
Therefore, over this extension period, the following milestones outlined in subparagraph 
(a) must be completed to develop and receive CMS approval for a cost protocol.  If there 
is no approved protocol in place by October 1, 2013, then default cost limit 
methodologies pursuant to subparagraph (b) will be applied to all provider payments 
under STC 49(c) for uncompensated Medicaid or uninsured services beginning on July 1, 
2014 through any extension of the Demonstration. 

 
a. Protocol Development  

i. By January 1, 2012 CMS will provide sample cost report protocols to the 
Commonwealth for physician, clinic and hospital services as well as any 
other provider receiving payments for services under the SNCP provider 
payments for uncompensated care. 

ii. By March 30, 2012, the Commonwealth must provide CMS for CMS 
approval a cost protocol development tool that includes a description of all 
specific data including data sources it proposes to include in the cost-limit 
protocol, including the scope of services and costs for each provider type 
(e.g. inpatient, outpatient, physician services, clinic services, non-hospital 
services, etc.). Massachusetts must use the same definition for inpatient 
and outpatient services as described in its approved Medicaid State plan 
for an initial framework and identify other uncompensated care costs that 
are not included in the State plan definitions.  The Commonwealth must 
also identify any costs that would not be captured using Medicare cost 
principles but for which it will seek reimbursement under the SNCP (an 
example would be unreimbursed translation services associated with 
Medicaid or uninsured individuals). 

iii. By May 31, 2012, CMS will approve this cost protocol development tool. 
This approval will inform the scope of services and costs in subparagraph 
(iv) below and in the final protocol. 

iv. By July 1, 2012, the Commonwealth must develop an impact analysis of 
the cost limit protocol (will require hospitals to report necessary data on a 
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preliminary basis). This impact analysis must identify the sources of data 
used, the dates associated with the available data and any adjustments or 
modifications that have been made to the data along with the methodology 
and rationale.  

v. By August 30, 2012, CMS will provide comments on the cost-limit impact 
analysis.  

vi. By December 1, 2012, the Commonwealth must submit to CMS a draft 
cost protocol for each provider type receiving SNCP payments under STC 
49(c) that describes the methodology to calculate the annual cost of 
uncompensated care for Medicaid and uninsured populations for all 
services provided beginning on July 1, 2014 through any extension of the 
Demonstration.  Payments to providers under STC 49(c) will be limited by 
this annual provider specific cost limit beginning July 1, 2014 through any 
extension of the Demonstration. 

vii. CMS will review and submit initial comments and questions on the draft 
protocol by January 1, 2013. 

viii. The Commonwealth will work with CMS to finalize the cost protocol by 
October 1, 2013. 

ix. Hospitals will be required to certify and report necessary data to the 
Commonwealth by January 1, 2014. 

x. Hospital-specific cost limits for SNCP Provider Cap payments will be 
implemented for all services provided beginning on July 1, 2014 through 
any extension of the Demonstration. 

 
b. Default Cost Limit Methodologies 

i. If there is no approved protocol pursuant to subparagraph (a) above by 
October 1, 2013, then the following default cost limit methodologies will 
apply based on provider type for all providers receiving payments for 
uncompensated Medicaid or uninsured services under STC 49(c) provided 
beginning July 1, 2014 through any extension of the Demonstration: 

1. Hospitals will be limited to unreimbursed cost as determined using 
a cost-to-charge ratio utilizing the most recent Medicare cost report 
data by cost-center available through the CMS Medicare reporting 
system (HCRIS);  

2. Physician uncompensated care payments will be limited to the 
amount Medicare would have paid for the services based on the 
Medicare fee schedule in effect when the services were rendered; 
and 

3. Clinics will be limited to the amount of uncompensated care 
demonstrated using the HRSA 330 grantees cost-reports. 

ii. The default methodologies pursuant to subparagraph (i) above do not 
include any additional costs not identified in the standard reports gathered 
by Medicare or HRSA.   
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51. Priority Expenditures under the SNCP.  The Commonwealth must support expenditures 
for premium assistance under Commonwealth Care as its first priority.   

 

 

 

 

 

 

 

 

 

 

 

52. DSTI Plan and Funding Protocol.  The State must meet the following milestones before it 
can claim FFP for DSTI funding:  

a) Commonwealth Master DSTI Plan.  The Commonwealth must develop an 
overarching master DSTI plan to be submitted to CMS for approval.  The master plan 
will be future Attachment J and must at a minimum include: 

1) Identification of community needs, health care challenges, the delivery system, 
payment reform, and population-focused improvements that DSTI will address in 
addition to baseline data to justify assumptions; 

2) Identification of the projects and objectives that fall within the four categories, as 
outlined in STC 49(e)(4),from which each participating hospital will develop its 
hospital-specific DSTI plan, and identify the minimum level of projects and 
population-focused objectives that each hospital must select; 

3) In coordination with subparagraph (a)(2) above, identification of the metrics and 
data sources for specific projects and population-focused objectives that each 
participating hospital will utilize in developing a hospital-specific DSTI plan to 
ensure that all hospitals adhere to a uniform progress reporting requirement;  

4) With regard to Category 3, the State must also identify its actions and timelines 
for driving payment reform; 

5) Guidelines requiring hospitals to develop individual hospital DSTI plans as 
outlined in STC 49(e)(3) and STC 52(b);  

6) A State review process and criteria to evaluate each hospital’s individual DSTI 
plan and develop its recommendation for approval or disapproval prior to 
submission to CMS for final approval;  

7) A reporting protocol outlining the requirements, process and timeline for a 
hospital to submit its interim progress on DSTI plan metrics and for the State to 
provide CMS with information documenting progress; 

8) A State review process and timeline to evaluate hospital progress on its DSTI plan 
metrics and assure a hospital has met its approved metrics prior to the release of 
associated DSTI funds;  

9) A process that allows for hospital plan modification and an identification of under 
what issues a modification plan may be considered including for carry-
forward/reclamation, pending State and CMS approval; and 
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10) A State process of developing an evaluation of DSTI as a component of the draft 
evaluation design as required by STC 84.  When developing the master DSTI 
plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data 
to support the Evaluation Design required in section XII of the STCs.  The State 
must select a preferred research plan for the applicable research question, and 
provide a rationale for its selection.  To the extent possible, participating hospitals 
should use similar metrics for similar projects to enhance evaluation and learning 
experience between hospitals.  To facilitate evaluation, DSTI master plan must 
identify a core set of Category 4 metrics that all participating hospitals must be 
required to report even if the participating provider chooses not to undertake that 
project. The intent of this data set is to enable cross provider comparison even if 
the provider did not elect the intervention. 

b) Hospital DSTI Plans.  At a minimum, the individual hospital DSTI plans should 
include the following, in addition to the requirements pursuant to STCs 52(b) and 
53(c).   
 

 

1) A background section on the hospital system(s) covered by the DSTI plan that 
includes an overview of the patients served by the hospital; 

2) An executive summary for the DSTI plan that summarizes the high-level 
challenges the DSTI plan is intended to address and the target goals and 
objectives included in the plan for the Demonstration approval period; 

3) Sections on each of the four categories as specified in the STC 49(e)(4), and 
include: 

i. For Categories 1, 2 and 3 –  
a. Each hospital must select a minimum number of projects, with 

associated metrics, milestones and data sources in accordance with 
the master DSTI plan. 

b. For each project selected, the hospital at a minimum must include: 
i. A description of the goal(s) of the project, which describes 

the challenges of the hospital system and the major delivery 
or payment redesign system solution identified to address 
those challenges by implementing the particular project;  

ii. A description of the target goal over the Demonstration 
approval period and metrics associated with the project and 
the significance of that goal to the hospital system and its 
patients;   

iii. A narrative on the hospital’s rationale for selecting the 
project, milestones, and metrics based on relevancy to the 
hospital system’s population and circumstances, 
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community need, and hospital system priority and starting 
point with baseline data;  

iv. A narrative describing how this project supports, 
reinforces, enables and is related to other projects and 
interventions within the hospital system plan; and  

v. Any other hospital reporting guidelines stipulated in the 
master DSTI Plan.   

ii. In addition to requirements addressed in the above subparagraph (i), 
Category 2 must also include: 

a. A description of how the selected project can refine innovations, 
test new ways of meeting the needs of target populations and 
disseminate findings in order to spread promising practices.   

iii. Category 4 – Population-Focused Improvements 
a. Projects within this category must focus on evaluation of the 

population-focused improvements associated with Categories 1, 2 
and 3 projects and associated incentive payments.  Each hospital 
must select a minimum number of projects in accordance with in 
the master DSTI plan.  The projects must be hospital-specific and 
need not be uniform across all the hospitals, but must be uniform 
across projects that are selected by multiple hospitals.  

 
c) DSTI Payment and Funding Protocol.  The State must develop and submit in 

conjunction or as part of the master DSTI plan, an incentive payment methodology 
for each of the four categories to determine an annual maximum budget for each 
participating provider.  The State also must identify an allowable non-Federal share 
for the DSTI pool, which must approved by CMS.  The following principles must 
also be incorporated into the funding protocol that will be incorporated in future 
Attachment J: 
 

 

1) Each hospital will be individually responsible for progress towards and 
achievement of its metrics to receive its potential incentive funding related to any 
metric from DSTI. 

2) In order to receive incentive funding related to any metric, the hospital must 
submit all required reporting as described in STC 53(c). 

 
3) Funding Allocation Guidelines. The master DSTI plan must specify a formula for 

determining incentive payment amounts.  Hospital-specific DSTI plan 
submissions must use this formula to specify the hospital-specific incentive 
payment amounts associated with the achievement of approved transformation 
metrics for approval by the Commonwealth and CMS pursuant to STC 52(a)(6).  
Category metrics will have a base value.  Each category may have a different base 
value but metrics within categories will be based on a starting dollar point.  Given 
the varied nature of the projects and hospital systems, the total incentive payment 
amounts available to an individual hospital for each category depend upon the 
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size of the hospital, total projects and metrics selected in the hospital specific 
DSTI.  The submission must describe how the factors effect each hospitals 
maximum allowable payment.   

 
4) Carry-Forward/Reclamation.  The protocol must describe the ability of a hospital 

to earn payment for any missed metric within a defined time period. Carry-
forward/reclamation of incentive payments is only available to the hospital 
associate with a given incentive payment and is not available for redistribution to 
other hospitals.  Carry-forward/reclamation is limited to this Demonstration 
approval period ending June 30, 2014. 

i. If a participating hospital system does not fully achieve a metric that was 
specified in its plan for completion in a particular year, the payment 
associated with that metric may be rolled over for 12 months and be 
available if the hospital meets the missed metric in addition to the metric 
associated with the year in which the payment is made.   

ii. In the case of a participating hospital that is close to meeting a metric in a 
particular year, the hospital may be granted a grace period to the reporting 
deadline set for a particular payment cycle by which to meet a metric 
associated with the incentive payment if it has an approved plan 
modification pursuant to STC 52(a)(9) above.  The allowable time period 
for such a grace period may vary based on the type and scope of the 
project associated with such metric and may be up to 180 days.  The plan 
modification must be approved by the Commonwealth and CMS 30 days 
prior to the deadline of the incentive payment reporting pursuant to STCs 
52 and 53(c). The plan modification must outline how the hospital plans to 
meet the metric within the given grace period.   The process for hospital 
plan modification, including the modification requirements, deadline by 
which a hospital must submit a requested modification and the 
Commonwealth and CMS approval process will be outlined within the 
master DSTI plan pursuant to STC 52(a)(9). 

iii. Projects that focus primarily on infrastructure will have further limited 
rollover ability as defined in the master DSTI plan.  

 
53. SNCP Additional Reporting Requirements.  All SNCP expenditures must be reported as 

specified in section X, STC 63.  In addition, the Commonwealth must submit updates to 
Attachment E as set forth below to CMS for approval.  
 
a) Charts A – B of Attachment E. The Commonwealth must submit to CMS for approval, 

updates to Charts A – B of Attachment E that reflect projected SNCP payments and 
expenditures for State Fiscal Year (SFY) 2012-2014 and identify the non-Federal share 
for each line item, no later than 45 days after enactment of the State budget for each SFY.  
CMS shall approve the Commonwealth’s projected SNCP payments and expenditures 
within 30 days of the Commonwealth’s submission of the update, provided that all 
projections are within the applicable SNCP limits specified in STC 50.  
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The Commonwealth must notify CMS and receive CMS approval, before it can claim 
FFP, for any SNCP payments and expenditures outlined in Charts A-B of Attachment E 
that are in excess of the approved projected SNCP payments and expenditures by a 
variance greater than 10 percent.  Any variance in SNCP payments and expenditures 
must adhere to the SNCP expenditure limits pursuant to STC 50.   The Commonwealth 
must submit to CMS for approval updates to Charts A – B that include these variations in 
projected SNCP payments and expenditures. CMS shall approve the Commonwealth’s 
revised projected SNCP payments and expenditures within 30 days of the 
Commonwealth’s submission of the update, provided that all projections are within the 
applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval updates to Charts A – B of 
Attachment E that reflect actual payments and expenditures for each SFY, within 180 
days after the close of the SFY.  CMS shall approve the Commonwealth’s actual SNCP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all SNCP payments and expenditures are within the applicable SNCP limits specified 
in STC 50.  
 

 

 

 

The Commonwealth must submit to CMS for approval further updates to any or all of 
these charts as part of the quarterly operational report and at such other times as may be 
required to reflect projected or actual changes in SNCP payments and expenditures.  
CMS must approve the Commonwealth’s updated charts within 45 days of the 
Commonwealth’s submission of the update, provided that all SNCP payments and 
expenditures are within the applicable limits specified in STC 50. 

No Demonstration amendment is required to update Charts A-B in Attachment E, with 
the exception of any new types of payments or expenditures in Charts A and B, or for any 
increase to Public Service Hospital Safety Net Care.  

b) DSHP.  The Commonwealth must submit to CMS for approval a table of projected DSHP 
spending by approved program, no later than 45 days after enactment of the State budget 
for each SFY.  CMS must approve the Commonwealth’s projected DSHP expenditures 
within 15 days of the Commonwealth’s submission of the update, provided that all DSHP 
projections are within the applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval an update to the table of projected 
DSHP spending that reflects actual DSHP expenditures for each SFY, within 180 days 
after the close of the SFY. CMS must approve the Commonwealth’s actual DSHP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all DSHP expenditures are within applicable limits.  

The Commonwealth may submit to CMS for approval further updates to the table of 
projected DSHP spending by approved program at such other times as may be required to 
reflect projected or actual changes in DSHP expenditures.  CMS must approve the 
Commonwealth’s updated charts within 45 days of the Commonwealth’s submission of 
the update, provided that all DSHP expenditures are within applicable limits. 
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No Demonstration amendment is required to update the table of projected DSHP 
spending by approved program within the expenditure limits specified in STC 50(d).  The 
Commonwealth is required to amend the Demonstration in order to add to the list of 
DSHP programs in Chart C of Attachment E. 
 

c) DSTI Reporting.  The participating providers and the State must report the following: 

1) Hospital Reporting.  The reporting protocol within the master DSTI must outline 
the hospitals’ reporting requirements, process and timelines that must be 
consistent with the following principles: 

i. Hospital Reporting for Payment.  Participating providers seeking payment 
under DSTI must submit reports to the State demonstrating progress, 
measured by Category specific metrics.  The reports must include the 
incentive payment amount being requested for the progress achieved in 
accordance with the payment mechanisms outlined in the master DSTI 
plans.  The required hospital reporting requirements, process and timeline 
are pursuant to the reporting protocol, State review process and funding 
protocol as outlined in STC 52(a)(7) and STC 52(a)(8) and STC 52(c) and 
must be consistent with the following principles: 

1. The hospital reports must be submitted using a standardized 
reporting form approved by the State and CMS; 

2. The State must use this documentation in support of DSTI claims 
made on the MBES/CBES 64.9 Waiver form. 

ii. Hospital System Annual Report.  Hospital systems must submit an annual 
report, based on the timeline approved in the reporting protocol 
component of the master DSTI plan.  The reports must at a minimum: 

1. Be submitted using a standardized reporting form approved by the 
State and CMS; 

2. Provide information included in the semi-annual reports, including 
data on the progress made for all milestones; and 

3. Provide a narrative description of the progress made, lessons 
learned, challenges faced and other pertinent findings. 

iii. Documentation.  The hospital system must have available for review by 
the State or CMS, upon request, all supporting data and back-up 
documentation. 

2) Commonwealth Reporting.  STC 58 and 59 require DSTI reporting as a 
component of the quarterly operational reports and annual reports. The DSTI 
reporting must at a minimum include:  

i. All DSTI payments made to specific hospitals that occurred in the quarter; 
ii. Expenditure projections reflecting the expected pace of future 

disbursements for each participating hospital; 
iii. An assessment by summarizing each hospital’s DSTI activities during the 

given period; and  
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iv. Evaluation activities and interim findings of the evaluation design 
pursuant to STC 84.  
 

IX. GENERAL REPORTING REQUIREMENTS 
 

 

 

 

 

 

 

54. General Financial Reporting Requirements.  The State must comply with all general 
financial requirements under title XIX of the Social Security Act in section X of the STCs. 

55. Compliance with Managed Care Reporting Requirements.  The State must comply with 
all managed care reporting regulations at 42 CFR 438 et. seq. except as expressly waived or 
identified as not applicable in the expenditure authorities incorporated into these STCs. 

56. Reporting Requirements Relating to Budget Neutrality.  The State must comply with all 
reporting requirements for monitoring budget neutrality as set forth in section XI of the 
STCs, including the submission of corrected budget neutrality data upon request.  

57. Bi-Monthly Calls.   The State must participate in monitoring calls with CMS. The purpose 
of these calls is to discuss any significant actual or anticipated developments affecting the 
Demonstration.  Areas to be addressed include, but are not limited to, MCO operations (such 
as contract amendments and rate certifications), health care delivery, enrollment, cost 
sharing, quality of care, access, the benefit packages, activities related to the Safety Net Care 
Pool, audits, lawsuits, financial reporting and budget neutrality issues, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, 
progress on evaluations, State legislative developments, and any Demonstration amendments, 
concept papers or State plan amendments the State is considering submitting.  The State and 
CMS shall discuss quarterly expenditure reports submitted by the State for purposes of 
monitoring budget neutrality. CMS shall update the State on any amendments or concept 
papers under review as well as Federal policies and issues that may affect any aspect of the 
Demonstration.  The State and CMS shall jointly develop the agenda for the calls. 

58. Quarterly Operational Reports.  The Commonwealth must submit progress reports in the 
format specified in Attachment C no later than 60 days following the end of each quarter.  
The intent of these reports is to present the Commonwealth’s analysis and the status of the 
various operational areas under the demonstration.  These quarterly reports must include, but 
are not limited to: 

a) Updated budget neutrality monitoring spreadsheets;  

b) Events occurring during the quarter or anticipated to occur in the near future that effect 
health care delivery including approval and contracting with new plans, benefits, 
enrollment, grievances, quality of care, access, proposed changes to payment rates, health 
plan financial performance that is relevant to the Demonstration,  payment reform 
initiatives or delivery system reforms impacting Demonstration population and/or 
undertaken in relation to the SNCP, updates on activities related to the pediatric bundled 
payment pilot program, pertinent legislative activity, and other operational issues; 
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c) Action plans for addressing any policy and administrative issues identified;  

d) Quarterly enrollment reports that include the member months for each Demonstration 
population; 

e) Updates on any State health care reform activities to coordinate the transition of coverage 
through the Affordable Care Act; 

f) Activities and planning related to payments made under the Safety Net Care Pool 
pursuant to reporting requirements outlined in section VIII of the STCs; and 

g) Evaluation activities and interim findings. 

59. Annual Report.  The Commonwealth must submit a draft annual report documenting 
accomplishments, project status, quantitative and case study findings, utilization data, and 
policy and administrative difficulties in the operation of the Demonstration.  This report must 
also contain a discussion of the items that must be included in the quarterly operational 
reports required under STC 58 in addition to the annual HCBS report as stipulated in STC 
40(l).  The Commonwealth must submit the draft annual report no later than October 1st of 
each year.  Within 30 days of receipt of comments from CMS, a final annual report shall be 
submitted. 

60. Transition Plan. On or before July 1, 2012, the State is required to submit a draft and 
incrementally revise a transition plan consistent with the provisions of the Affordable Care 
Act for individuals enrolled in the Demonstration, including how the State plans to 
coordinate the transition of these individuals to a coverage option available under the 
Affordable Care Act without interruption in coverage to the maximum extent possible.   The 
plan must contain the required elements and milestones described in subparagraphs (a)-(e) 
outlined below.  In addition, the Plan will include a schedule of implementation activities that 
the State will use to operationalize the Transition Plan. 

a) Required Authorities.  The State must conduct an assessment of which Demonstration 
authorities outlined in the waivers and expenditure authorities should expire on 
December 31, 2013 consistent with the provisions of the Affordable Care Act and submit 
a plan outlining the process for submission of any necessary Demonstration 
amendment(s).  For example, this may include authorities related to specific 
Demonstration populations (e.g. Commonwealth Care, hypothetical populations, etc.) in 
addition to processes and activities such as eligibility procedures and standards, financial 
responsibility/deeming, retroactive eligibility, cost sharing, etc. 

b) Seamless Transitions.  Consistent with the provisions of the Affordable Care Act, the 
Transition Plan will include details on how the State plans to obtain and review any 
additional information needed from each individual to determine eligibility under all 
eligibility groups, and coordinate the transition of individuals enrolled in the 
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Demonstration (by FPL) (or newly applying for Medicaid) to a coverage option available 
under the Affordable Care Act without interruption in coverage to the maximum extent 
possible.  Specifically, the State must:  

i. Determine eligibility under all January 1, 2014, eligibility groups for which 
the State is required or has opted to provide medical assistance, including the 
group described in §1902(a)(10)(A)(i)(VIII) for individuals under age 65 and 
regardless of disability status with income at or below 133 percent of the 
FPL.   

ii. Identify Demonstration populations not eligible for coverage under the 
Affordable Care Act and explain what coverage options and benefits these 
individuals will have effective January 1, 2014.   

iii. Implement a process for considering, reviewing, and making preliminarily 
determinations under all January 1, 2014 eligibility groups for new applicants 
for Medicaid eligibility. 

iv. Conduct an analysis that identifies populations in the Demonstration that may 
not be eligible for or affected by the Affordable Care Act and the authorities 
the State identifies that may be necessary to continue coverage for these 
individuals. 

v. Develop a modified adjusted gross income (MAGI) conversion for program 
eligibility. 

 

 

 

 

c) Access to Care and Provider Payments and System Development or Remediation. The 
State should assure adequate provider supply for the State plan and Demonstration 
populations affected by the Demonstration on December 31, 2013.  Additionally, the 
Transition Plan for the Demonstration is expected to expedite the State’s readiness for 
compliance with the requirements of the Affordable Care Act and other Federal 
legislation.  

d) Progress Updates.  After submitting the initial Transition Plan for CMS approval, the 
State must include progress updates in each quarterly and annual report.  The Transition 
Plan shall be revised as needed. 

e) Implementation.  
i. By October 1, 2013, the State must begin to implement a simplified, 

streamlined process for transitioning eligible enrollees in the Demonstration 
to Medicaid, the Exchange or other coverage options in 2014.  In transitioning 
these individuals from coverage under the waiver to coverage under the State 
plan, the State will not require these individuals to submit a new application. 

ii. On or before December 31, 2013, the State must provide notice to the 
individual of the eligibility determination using a process that minimizes 
demands on the enrollees.  

61. Final Report.  Within 120 days following the end of the Demonstration, the Commonwealth 
must submit a draft final report to CMS for comments.  The Commonwealth must take into 
consideration CMS’ comments for incorporation into the final report.  The final report is due 
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to CMS no later than 120 days after receipt of CMS’ comments.   
 

 

 

 

 

 

X. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX  

62. Quarterly Expenditure Reports. The State must provide quarterly expenditure reports 
using Form CMS-64 to report total expenditures for services provided through this 
Demonstration under section 1115 authority that are subject to budget neutrality.  This 
project is approved for expenditures applicable to services rendered during the 
Demonstration period.  CMS shall provide FFP for allowable Demonstration expenditures 
only as long as they do not exceed the pre-defined limits on the expenditures as specified in 
section XI of the STCs.   

63. Reporting Expenditures Under the Demonstration.  The following describes the reporting 
of expenditures subject to the budget neutrality agreement: 

 
a) Tracking Expenditures. In order to track expenditures under this demonstration, the State 

must report Demonstration expenditures through the Medicaid and Children’s Health 
Insurance Program Budget and Expenditure System (MBES/CBES), following routine 
CMS-64 reporting instructions outlined in section 2500 of the State Medicaid Manual.  
All Demonstration expenditures claimed under the authority of title XIX of the Act and 
subject to the budget neutrality expenditure limit must be reported each quarter on 
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the Demonstration 
project number (11-W-00030/1) assigned by CMS, including the project number 
extension which indicates the Demonstration Year (DY) in which services were rendered.   

b) Cost Settlements. For monitoring purposes, cost settlements attributable to the 
Demonstration must be recorded on the appropriate prior period adjustment schedules 
(Form CMS-64.9P Waiver) for the Summary Sheet Line 10B, in lieu of Lines 9 or 10C. 
For any cost settlement not attributable to this Demonstration, the adjustments should be 
reported as otherwise instructed in the State Medicaid Manual.  

c) Pharmacy Rebates. The Commonwealth may propose a methodology for assigning a 
portion of pharmacy rebates to the Demonstration, in a way that reasonably reflects the 
actual rebate-eligible pharmacy utilization of the Demonstration population, and which 
reasonably identifies pharmacy rebate amounts with DYs. Use of the methodology is 
subject to the approval in advance by the CMS Regional Office, and changes to the 
methodology must also be approved in advance by the Regional Office. The portion of 
pharmacy rebates assigned to the Demonstration using the approved methodology will be 
reported on the appropriate Forms CMS-64.9 Waiver for the Demonstration, and not on 
any other CMS-64.9 form (to avoid double counting). Each rebate amount must be 
distributed as State and Federal revenue consistent with the Federal matching rates under 
which the claim was paid. 

d) Premiums and other applicable cost sharing contributions from enrollees that are 
collected by the Commonwealth under the Demonstration must be reported to CMS each 
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quarter on Form CMS-64 Summary Sheet line 9.D, columns A and B.  Additionally, the 
total amounts that are attributable to the Demonstration must be separately reported on 
the CMS-64Narr by Demonstration year. 

 
e) Demonstration year reporting. Notwithstanding the two-year filing rule, the 

Commonwealth may report adjustments to particular demonstration years as described 
below: 

 

 

 

 

 

i. Beginning July 1, 2005 (SFY 2006/ DY, 9) all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, and separate 
schedules will be completed for demonstration years 6, 7, 8, and 9. 
 

ii. Beginning July 1, 2006 (SFY 2007/ DY 10), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-7 will be reported as demonstration 
year 7, and separate schedules will be completed for demonstration years 8, 9, and 
10.  

iii. Beginning July 1, 2007 (SFY 2008/ DY 11), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, and separate schedules will be completed for demonstration years 9, 10, 
and 11.  

iv. Beginning July 1, 2008 (SFY 2009/ DY 12), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-10 will be 
reported as demonstration year 10, and separate schedules will be completed for 
demonstration years 11 and 12.  Demonstration year 12 includes dates of service 
from July 1, 2008, through June 30, 2009. 

v. Beginning July 1, 2009 (SFY 2010/ DY 13), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14.  Demonstration year 13 includes dates of 
service from July 1, 2009, through June 30, 2010. 

vi. Beginning July 1, 2010 (SFY 2011/ DY 14), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 



 

MassHealth                                                                                                                              Page 72 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 
 
 

reported as demonstration year 11, and separate schedules will be completed for  
demonstration years 12 and 13 and 14.  Demonstration year 14 includes dates of 
service from July 1, 2010, through June 30, 2011.   

 

 

vii. Beginning July 1, 2011 (SFY 2012/ DY 15), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration 11, all expenditures and adjustments for demonstration 
years 12-14 will be reported as demonstration year 14 and separate schedules will 
be completed for demonstration years 15 and 16 and 17.  All expenditures and 
adjustments for dates of service beginning July 1, 2011, will be reported on 
separate schedules corresponding with the appropriate demonstration year.   

f) Use of Waiver Forms                                                                                                                                                                                                                                                                                                    
. For each Demonstration year as described in subparagraph (e) above, 29 separate Forms 
CMS-64.9 Waiver and/or 64.9P Waiver must be completed, using the waiver name noted 
below, to report expenditures for the following EGs and the Safety Net Care Pool.  
Expenditures should be allocated to these forms based on the guidance found below.     

 

 

 

i. Base Families: Eligible non-disabled individuals enrolled in 
MassHealth Standard, as well as eligible 
non-disabled individuals enrolled in 
MassHealth Limited (emergency services 
only) 
 

ii. Base Disabled: Eligible individuals with disabilities enrolled 
in Standard, individuals enrolled in 
CommonHealth who spend down to 
eligibility, as well as eligible disabled 
individuals enrolled in Limited (emergency 
services only)                                                                                                                                                                                                                                                                                                                                                           

iii. 1902(r)(2) Children: Medicaid expansion children and pregnant 
women who are enrolled in MassHealth 
Standard, as well as eligible children and 
pregnant women enrolled in MassHealth 
Limited (emergency services only) 

iv. 1902(r)(2) Disabled: Eligible individuals with disabilities enrolled 
in Standard with income between 114.1 
percent and 133 percent of the FPL, as well 
as eligible individuals with disabilities 
enrolled in MassHealth Limited (emergency 
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services only) 
 

 

 

 

 

 

 

 

 

 

v. BCCTP: Women eligible under the Breast and 
Cervical Cancer Treatment Program who are 
enrolled in Standard 

vi. CommonHealth: Higher income working adults and children 
with disabilities enrolled in CommonHealth 

vii. e-Family Assistance Eligible children receiving premium 
assistance or direct coverage through 200 
percent of the FPL enrolled in Family 
Assistance  

viii. CommCare-19-20 19 and 20 year olds receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance  
Connector Authority  

ix. Essential-19-20 Eligible 19 and 20 year olds who are long-
term unemployed and not receiving EAEDC 
or a client of DMH 

x. CommCareParents Parents receiving premium assistance for 
commercial health insurance products 
coordinated through the Commonwealth 
Health Insurance Connector Authority 

xi. CommCare-133 Individuals 21 years old and over without 
dependent children with income at or below 
133 percent of the FPL receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance Connector 
Authority  

xii. Base Fam XXI RO Title XXI-eligible AFDC children enrolled 
in Standard after allotment is exhausted 

xiii. 1902 (r)(2) XXI RO Title XXI-eligible Medicaid Expansion 
children enrolled in Standard after allotment 
is exhausted 
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xiv. CommonHealth XXI Title XXI-eligible higher income children 
with disabilities enrolled in title XIX 
CommonHealth after allotment is exhausted 

xv. Fam Assist XXI  Title XXI-eligible children through 200 
percent of the FPL eligible for Family 
Assistance under the demonstration after the 
allotment is exhausted 

xvi. e-HIV/FA Eligible individuals with HIV/AIDS through 
200 percent of the FPL who are enrolled in 
Family Assistance 

xvii. IRP: Subsidies or reimbursement for ESI made to 
eligible individuals and/or eligible 
employers, not including subsidies for 
individuals in other eligible groups  

xviii. Basic: Eligible individuals who are long-term 
unemployed receiving EAEDC and/or a 
client of DMH 

xix. Essential: Eligible individuals who are long-term 
unemployed and not receiving EAEDC or a 
client of DMH 

xx. MSP: Eligible individuals receiving 
unemployment benefits from the DUA  

xxi. SNCP-CommCare:   Individuals ages 21 and over with income 
above 133 percent of the FPL receiving 
premium assistance for commercial health 
insurance products coordinated through the 
Commonwealth Health Insurance Connector 
Authority  

xxii. SNCP-HSNTF:  Expenditures authorized under the 
Demonstration for payments held to the 
provider sub-cap to support uncompensated 
care 

xxiii. SNCP-DSHP: Expenditures authorized under the 
Demonstration for the Designated State 
Health Programs (DSHP) 
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xxiv. SNCP-DSTI: Expenditures authorized under the 
Demonstration for Delivery System 
Transformation Initiatives (DSTI) 

xxv. SNCP-OTHER: All other expenditures authorized under the 
SNCP  

xxvi. Asthma: All expenditures authorized through the 
pediatric asthma bundled pilot program 

xxvii. Autism: All expenditures authorized for early 
intervention services for children with 
autism 

64. Reporting Expenditures under the Demonstration for Groups that are Eligible First 
under the Separate Title XXI Program.  The Commonwealth is entitled to claim title XXI 
funds for expenditures for certain children that are also eligible under this title XIX 
Demonstration included within the Base Families EG, the 1902(r)(2) Children EG,  the 
CommonHealth EG and the Family Assistance EG.  These groups are included in the 
Commonwealth’s title XXI State Plan and therefore can be funded through the separate title 
XXI program up to the amount of its title XXI allotment (including any reallocations or 
redistributions).  Expenditures for these children under title XXI must be reported on separate 
Forms CMS-64.21U and/or 64.21UP in accordance with the instructions in section 2115 of 
the State Medicaid Manual.  If the title XXI allotment has been exhausted, including any 
reallocations or redistributions, these children are then eligible under this title XIX 
Demonstration and the following reporting requirements for these EGs under the title XIX 
Demonstration apply: 

 

 

 

 

Base Families XXI RO, 1902(r)(2) RO, CommonHealth XXI, and Fam Assist XXI: 

a) Exhaustion of Title XXI Funds.  If the Commonwealth has exhausted title XXI funds, 
expenditures for these optional targeted low-income children may be claimed as title XIX 
expenditures as approved in the Medicaid State plan.  The Commonwealth shall report 
expenditures for these children as waiver expenditures on the Forms CMS 64.9 Waiver 
and/or CMS 64.9P Waiver in accordance with STC 63 (Reporting Expenditures Under 
the Demonstration). 

b) Exhaustion of Title XXI Funds Notification. The Commonwealth must notify CMS in 
writing of any anticipated title XXI shortfall at least 120 days prior to an expected change 
in claiming of expenditures.   



 

MassHealth                                                                                                                              Page 76 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 
 
 

c) If the Commonwealth chooses to claim expenditures for Base Families XXI RO, 
1902(r)(2) RO, and CommonHealth XXI groups under title XIX, the expenditures and 
caseload attributable to these EGs will:  

 

 

 

 

 

 

 

 

i. Count toward the budget neutrality expenditure limit calculated under                                     
section XI, STC 80 ( Budget Neutrality Annual Expenditure Limit); and 

ii.   Be considered expenditures subject to the budget neutrality agreement as defined in 
STC 80, so that the Commonwealth is not at risk for caseload while claiming title 
XIX Federal matching funds when title XXI funds are exhausted. 

d) If the Commonwealth chooses to claim expenditures for Fam Assist XXI under title 
XIX, the expenditures and caseload attributable to this EG will be considered 
expenditures subject to the budget neutrality agreement as defined in STC 80.  The 
Commonwealth is at risk for both caseload and expenditures while claiming Title XIX 
Federal matching funds for this population when title XXI funds are exhausted. 

65. Expenditures Subject to the Budget Neutrality Agreement.  For purposes of this section, 
the term “expenditures subject to the budget neutrality agreement” means expenditures for 
the EGs outlined in section IV of the STCs, except where specifically exempted.  All 
expenditures that are subject to the budget neutrality agreement are considered 
Demonstration expenditures and must be reported on Forms CMS-64.9 Waiver and /or 64.9P 
Waiver. 

66. Premium Collection Adjustment.  The Commonwealth must include Demonstration        
premium collections as a manual adjustment (decrease) to the Demonstration’s actual 
expenditures on a quarterly basis on the CMS-64 Summary Sheet and on the budget 
neutrality monitoring workbook submitted on a quarterly basis.   

67. Title XIX Administrative Costs.  Administrative costs will not be included in the budget 
neutrality agreement, but the Commonwealth must separately track and report additional 
administrative costs that are directly attributable to the Demonstration.  All administrative 
costs must be identified on the Forms CMS-64.10 Waiver and/or 64.10P Waiver. 

68. Claiming Period.  All claims for expenditures subject to the budget neutrality agreement  
(including any cost settlements) must be made within 2 years after the calendar quarter in 
which the Commonwealth made the expenditures.  Furthermore, all claims for services 
during the Demonstration period (including any cost settlements) must be made within 2 
years after the conclusion or termination of the Demonstration.  During the latter 2-year 
period, the State must continue to identify separately net expenditures related to dates of 
service during the operation of the Demonstration on the CMS-64 waiver forms, in order to 
properly account for these expenditures in determining budget neutrality. 

69. Reporting Member Months.  The following describes the reporting of member months for 
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Demonstration populations:   
 

 

    

 

a) For the purpose of calculating the budget neutrality agreement and for other purposes, the 
Commonwealth must provide to CMS, as part of the quarterly report required under STC 
58, the actual number of eligible member months for the EGs i-xxi and EGs xxvi and 
xxvii defined in STC 63(f).  The Commonwealth must submit a statement accompanying 
the quarterly report, which certifies the accuracy of this information. 

To permit full recognition of “in-process” eligibility, reported counts of member months 
may be subject to revisions after the end of each quarter.  Member month counts may be 
revised retrospectively as needed.  

b) The term “eligible member months” refers to the number of months in which persons are 
eligible to receive services.  For example, a person who is eligible for 3 months 
contributes 3 eligible member months to the total.  Two individuals who are eligible for 2 
months each contribute 2 eligible member months to the total, for a total of 4 eligible 
member months. 

70. Standard Medicaid Funding Process. The standard Medicaid funding process must be used 
during the Demonstration. Massachusetts must estimate matchable Demonstration 
expenditures (total computable and Federal share) subject to the budget neutrality 
expenditure limit and separately report these expenditures by quarter for each FFY on the 
Form CMS-37 (narrative section) for both the Medical Assistance Payments (MAP) and 
State and Local Administrative Costs (ADM). CMS shall make Federal funds available based 
upon the State’s estimate, as approved by CMS.  Within 30 days after the end of each 
quarter, the State must submit the Form CMS-64 quarterly Medicaid expenditure report, 
showing Medicaid expenditures made in the quarter just ended.  CMS shall reconcile 
expenditures reported on the Form CMS-64 with Federal funding previously made available 
to the State, and include the reconciling adjustment in the finalization of the grant award to 
the State.  

 

 

 

 

71. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS  
approval of the source(s) of the non-Federal share of funding, CMS shall provide FFP at the 
applicable Federal matching rates for the Demonstration as a whole for the following, subject 
to the limits described in section XI of the STCs: 

a) Administrative costs, including those associated with the administration of the 
Demonstration;  

b) Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid State plan; and 

c) Net medical assistance expenditures and prior period adjustments made under section 
1115 Demonstration authority with dates of service during the Demonstration extension 
period, including expenditures under the Safety Net Care Pool. 
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72. Sources of Non-Federal Share.  The Commonwealth provides assurance that the matching 
non-Federal share of funds for the Demonstration is State/local monies.  The Commonwealth 
further assures that such funds shall not be used as the match for any other Federal grant or 
contract, except as permitted by law.  All sources of non-Federal funding must be compliant 
with section 1903(w) of the Act and applicable regulations.  In addition, all sources of the 
non-Federal share of funding are subject to CMS approval.  

 

 

a) CMS may review at any time the sources of the non-Federal share of funding for the 
Demonstration.  The Commonwealth agrees that all funding sources deemed 
unacceptable by CMS shall be addressed within the time frames set by CMS. 

b) Any amendments that impact the financial status of the program shall require the State to 
provide information to CMS regarding all sources of the non-Federal share of funding. 
 

c) The Commonwealth assures that all health care-related taxes comport with section 
1903(w) of the Act and all other applicable Federal statutory and regulatory provisions, 
as well as the approved Medicaid State plan.  

73. State Certification of Funding Conditions.  The Commonwealth must certify that the  
following conditions for non-Federal share of Demonstration expenditures are met: 
 

 

 

 

 

a) Units of government, including governmentally operated health care providers, may 
certify that State or local monies have been expended as the non-Federal share of funds 
under the Demonstration. 

b) To the extent the Commonwealth utilizes certified public expenditures (CPEs) as the 
funding mechanism for title XIX (or under section 1115 authority) payments, CMS must 
approve a cost reimbursement methodology.  This methodology must include a detailed 
explanation of the process by which the Commonwealth would identify those costs 
eligible under title XIX (or under section 1115 authority) for purposes of certifying 
public expenditures.  

c) To the extent the Commonwealth utilizes CPEs as the funding mechanism to claim 
Federal match for expenditures under the Demonstration, governmental entities to which 
general revenue funds are appropriated must certify to the State the amount of such State 
or local monies as allowable under 42 CFR 433.51 used to satisfy demonstration 
expenditures.  The entities that incurred the cost must also provide cost documentation to 
support the State’s claim for Federal match;   

d) The Commonwealth may use intergovernmental transfers to the extent that such funds are 
derived from State or local monies and are transferred by units of government within the 
Commonwealth.  Any transfers from governmentally operated health care providers must 
be made in an amount not to exceed the non-Federal share of title XIX payments.   
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e) Under all circumstances, health care providers must retain 100 percent of the claimed 
expenditure.  Moreover, no pre-arranged agreements (contractual or otherwise) exist 
between health care providers and State and/or local government to return and/or redirect 
to the Commonwealth any portion of the Medicaid payments.  This confirmation of 
Medicaid payment retention is made with the understanding that payments that are the 
normal operating expenses of conducting business, such as payments related to taxes, 
including health care provider-related taxes, fees, business relationships with 
governments that are unrelated to Medicaid and in which there is no connection to 
Medicaid payments, are not considered returning and/or redirecting a Medicaid payment. 

 
74. Monitoring the Demonstration.  The Commonwealth will provide CMS with information to 

effectively monitor the Demonstration, upon request, in a reasonable time frame.  
 

 

 

 

 

 

75. Program Integrity. The State must have processes in place to ensure that there is no 
duplication of Federal funding for any aspect of the Demonstration. 

XI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 

76. Budget Neutrality Effective Date.  Notwithstanding the effective date specified in section I 
of the STCs or in any other Demonstration documentation, all STCs, waivers, and 
expenditure authorities relating to budget neutrality shall be effective beginning July 1, 2011.  

77. Limit on Title XIX Funding.  Massachusetts will be subject to a limit on the amount of 
Federal title XIX funding that the Commonwealth may receive on selected Medicaid 
expenditures during the period of approval of the Demonstration.  The limit will consist of 
two parts, and is determined by using a per capita cost method combined with an aggregate 
amount based on the aggregate annual DSH allotment that would have applied to the 
Commonwealth absent the Demonstration (DSH allotment).  Budget neutrality expenditure 
targets are calculated on an annual basis with a cumulative budget neutrality expenditure 
limit for the length of the entire Demonstration.  Actual expenditures subject to the budget 
neutrality expenditure limit must be reported by the Commonwealth using the procedures 
described in section X, STC 63.  The data supplied by the Commonwealth to CMS to 
calculate the annual limits is subject to review and audit, and if found to be inaccurate, will 
result in a modified budget neutrality expenditure limit.  CMS’ assessment of the 
Commonwealth’s compliance with these annual limits will be done using the Schedule C 
report from the Form CMS-64. 

78. Risk.  Massachusetts shall be at risk for the per capita cost for Demonstration enrollees under 
this budget neutrality agreement, but not for the number of Demonstration enrollees in each 
of the groups.  By providing FFP for all Demonstration enrollees, Massachusetts will not be 
at risk for changing economic conditions which impact enrollment levels.  However, by 
placing Massachusetts at risk for the per capita costs for Demonstration enrollees, CMS 
assures that the Federal demonstration expenditures do not exceed the level of expenditures 
that would have occurred had there been no Demonstration.   
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79. Expenditures Excluded From Budget Neutrality Test. Regular FMAP will continue for 
costs not subject to budget neutrality limit tests. Those exclusions include: 

 

 

 

 

 

 

 

 

 

a) Expenditures made on behalf of enrollees aged 65 years and above and expenditures 
made on behalf of enrollees under age 65 who are institutionalized in a nursing facility, 
chronic disease or rehabilitation hospital, intermediate care facility for the mentally 
retarded, or a State psychiatric hospital for other than a short-term rehabilitative stay; 

b) All long-term care expenditures, including nursing facility, personal care attendant, home 
health, private duty nursing, adult foster care, day habilitation, hospice, chronic disease 
and rehabilitation hospital inpatient and outpatient, and home and community-based 
waiver services, except pursuant to STC 40; 

c) Expenditures for covered services currently provided to Medicaid recipients by other 
State agencies or cities and towns, whether or not these services are currently claimed for 
Federal reimbursement; and  

d) Allowable administrative expenditures. 

80. Budget Neutrality Annual Expenditure Limit.  For each DY, two annual limits are 
calculated. 

a) Limit A.  For each year of the budget neutrality agreement an annual budget neutrality 
expenditure limit is calculated for each EG described as follows:   

i. An annual EG estimate must be calculated as a product of the number of eligible 
member months reported by the Commonwealth under section X, STC 69 for each 
EG, including the hypothetical populations, times the appropriate estimated per 
member/per month (PMPM) costs from the table in subparagraph (v) below;   
 

ii. Starting in SFY 2006, actual expenditures for the CommonHealth EG will be 
included in the expenditure limit for the Commonwealth.  The amount of actual 
expenditures to be included will be the lower of the trended baseline CommonHealth 
costs, or actual CommonHealth per member per most cost experience for SFYs 2012-
2014; 

iii. Starting in SFY 2009, actual expenditures for the CommCare-19-20, Essential-19-20 
and CommCare Parents EGs will be included in the expenditure limit for the 
Commonwealth.  Starting April 1, 2010, actual expenditures for the CommCare-133 
EG will be included in the expenditure limit for the Commonwealth.  The amount of 
actual expenditures to be included will be the lower of the trended baseline costs, or 
actual per member per most cost experience for these groups in SFYs 2012-2014; 

iv. Historical PMPM costs used to calculate the budget neutrality expenditure limit in 
prior Demonstration periods are provided in Attachment D; and 
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v. The PMPMs for each EG used to calculate the annual budget neutrality expenditure 

limit for this Demonstration are specified below.   
 

Eligibility Group 
(EG) 

Trend Rate DY 15 
PMPM 

DY 16 
PMPM 

DY 17 
PMPM 

Mandatory and Optional State Plan Groups 
Base Families 5.3 percent $562.02 $591.81 $623.17 
Base Disabled 6.0 percent $1,224.88 $1,298.38 $1,376.28 
BCCTP 5.3 percent $3,674.67 $3,869.43 $4,074.51 
1902(r)2 Children 4.9 percent $457.59 $480.02 $503.54 
1902(r)2 Disabled 6.0 percent $959.04 $1,016.59 $1,077.58 
Essential 5.3 percent $351.85 $370.50 $390.14 

Hypothetical Populations* 
CommonHealth 6.0 percent $563.46 $597.27 $633.11 
CommCare-19 and 20 
year olds 

5.3 percent $447.13 $470.83 $495.78 

CommCare Parents 5.3 percent $498.35 $524.77 $552.58 
Essential-19 and 20 year 
olds 

5.3 percent $378.31 $398.36 $419.47 

CommCare-133 5.3 percent $498.36 $524.77 $552.58 
* “These PMPMs are the trended baseline costs used for purposes of calculating the impact of the hypothetical 
populations on the overall expenditure limit, according to the process listed in STC 80(a) (ii) and (iii).” 

 

 

 

  

 

 

b) Limit B.  The Commonwealth’s annual DSH allotment. 

c) The annual budget neutrality expenditure limit for the Demonstration as a whole is the 
sum of limit A and limit B.  The overall budget neutrality expenditure limit for the 
Demonstration is the sum of the annual budget neutrality expenditure limits.  The Federal 
share of the overall budget neutrality expenditure limit represents the maximum amount 
of FFP that the Commonwealth may receive for expenditures on behalf of Demonstration 
populations as well as Demonstration services described in Table B in STC 37 during the 
Demonstration period. 

d) Early Periodic Screening, Diagnosis, and Treatment (EPSDT) adjustment:  

i. The Commonwealth must present to CMS for approval a draft evaluation plan    
outlining the methodology to track the following: 

1. Baseline measurement of EPSDT service utilization prior to the EPSDT  
court-ordered remedial plan in Rosie D. v Romney (the Order) final 
judgment and final remedial plan established on July 16, 2007; 

2. Increase, following entry of the Order, in utilization of : 
a) EPSDT screenings; 
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b) Standardized behavioral health assessments utilizing the Child and 
Adolescent Needs and Strengths (CANS),or other standardized assessment 
tool in accordance with the Order; and 
c) State Plan services available prior to the entry of the Court Order. 
 

3.  Cost and utilization of services contained in State Plan amendments 
submitted by the Commonwealth in accordance with the Order and 
approved by CMS; and 
 

     
                           

   4. Methodology for tracking and identifying new EPSDT services for  
       purposes of budget monitoring.  

 
ii. The draft evaluation plan with an appropriate methodology to track new EPSDT 
expenditures must be approved by CMS through the amendment process described in 
STC 7.  Once an appropriate methodology to track new EPSDT expenditures is approved 
by CMS, these projected expenditures will be included in the expenditure limit for the 
Commonwealth, with an effective date beginning with the start of the new EPSDT 
expenditures, and reconciled to actual expenditure experience. 

 

 

 

 

81. Composite Federal Share Ratio. The Federal share of the budget neutrality expenditure 
limit is calculated by multiplying the limit times the Composite Federal Share.  The 
Composite Federal Share is the ratio calculated by dividing the sum total of FFP received by 
the Commonwealth on actual demonstration expenditures during the approval period, as 
reported through MBES/CBES and summarized on Schedule C with consideration of 
additional allowable demonstration offsets such as, but not limited to premium collections 
and pharmacy rebates, by total computable Demonstration expenditures for the same period 
as reported on the same forms.  FFP and expenditures for extended family planning program 
must be subtracted from numerator and denominator, respectively, prior to calculation of this 
ratio.  For the purpose of interim monitoring of budget neutrality, a reasonable estimate of 
Composite Federal Share may be developed and used through the same process or through an 
alternative mutually agreed to method. 

82. Enforcement of Budget Neutrality.  CMS shall enforce the budget neutrality agreement 
over the life of the Demonstration as adjusted July 1, 2008, rather than on an annual basis.  
However, if the Commonwealth exceeds the calculated cumulative budget neutrality 
expenditure limit by the percentage identified below for any of the Demonstration years, the 
Commonwealth must submit a corrective action plan to CMS for approval. 

Demonstration Year Cumulative Target Definition Percentage 
DY 15 Cumulative budget neutrality limit plus: 1 percent 
DY 15 through DY 16 Cumulative budget neutrality limit plus:  0.5 percent 
DY 15 through DY 17 Cumulative budget neutrality limit plus: 0 percent 

In addition, the Commonwealth may be required to submit a corrective action plan if an 
analysis of the expenditure data in relationship to the budget neutrality expenditure cap 
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indicates a possibility that the Demonstration will exceed the cap during this extension. 
 

 

 

 

 

83. Exceeding Budget Neutrality.  If the budget neutrality expenditure limit has been exceeded 
at the end of the Demonstration period, the excess Federal funds must be returned to CMS 
using the methodology outlined in STC 81, composite Federal share ratio.  If the 
Demonstration is terminated prior to the end of the budget neutrality agreement, the budget 
neutrality test shall be based on the time elapsed through the termination date. 

XII. EVALUATION OF THE DEMONSTRATION   

84. Submission of a Draft Evaluation Design.  The Commonwealth must submit to CMS for 
approval a draft evaluation design no later than 120 days after CMS’ approval of the 
Demonstration.  

At a minimum, the draft evaluation design must include a discussion of the goals, objectives, 
and evaluation questions specific to the entire health care reform Demonstration set forth in 
section II of these STCs.  The draft design must discuss the outcome measures that will be 
used in evaluating the impact of the Demonstration during the period of approval, 
particularly among the target population.  It must discuss the data sources, including the use 
of Medicaid encounter data, and sampling methodology for assessing these outcomes. The 
draft evaluation design must include a detailed analysis plan that describes how the effects of 
the Demonstration shall be isolated from other initiatives occurring in the Commonwealth.  
The draft design must identify whether the Commonwealth will conduct the evaluation, or 
select an outside contractor for the evaluation.   

a. Domains of Focus.  The Evaluation Design must, at a minimum, address the research 
questions listed below.  For questions that cover broad subject areas, the State may 
propose a more narrow focus for the evaluation.   

• The number of uninsured in the Commonwealth; 
• The number of demonstration eligibles accessing ESI; 
• Growth in the Commonwealth Care Program; 
• Decrease in uncompensated care and supplemental payments to hospitals; 
• The number of individuals accessing the Health Safety Net Trust Fund;  
• The impact of DSTI payments to participating providers on the Commonwealth’s 

goals and objectives outlined in its master plan including: 
o Were the participating hospitals able to show statistically significant 

improvements on measures within Categories 1-3 related to the goals of 
the three-part aim as discussed in STC 49(e)(4) and pursuant to STC 52?   

o Were the participating hospitals able to show improvements on measures 
within Category 4 related to the goals of the three-part aim as discussed in 
STC 49(e)(4) and pursuant to STC 52?   

o What is the impact of health care delivery system and access reform 
measures on the quality of care delivered by participating providers? 

o What is the impact of the payment redesign and infrastructure investments 
to improve cost efficiency? 
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o What is the impact of DSTI on managing short and long term per-capita 
costs of health care? 

o How did the amount paid in incentives compare with the amount of 
improvement achieved? 

• The benefits, savings, and design viability of the Pediatric Asthma Pilot Program;  
• The benefits, cost and savings of providing early intervention services for 

Demonstration eligible children with autism; 
• The impact of utilization of Express Lane Eligibility procedures for parents and 

caretakers; and  
• Availability of access to primary care providers. 

 
b. Evaluation Design Process: Addressing the research questions listed above will require a 

mix of quantitative and qualitative research methodologies.  When developing the master 
DSTI plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data to 
support the Evaluation Design required in section X of the STCs.  From these, the State 
must select a preferred research plan for the applicable research question, and provide a 
rationale for its selection. 
 

 

 

 

 

To the extent applicable, the following items must be specified for each design option 
considered:   

i. Quantitative or qualitative outcome measures;  
ii. Proposed baseline and/or control comparisons; 
iii. Proposed process and improvement outcome measures and specifications; 
iv. Data sources and collection frequency; 
v. Robust sampling designs (e.g., controlled before-and-after studies, interrupted 

time series design, and comparison group analyses); 
vi. Cost estimates;  
vii. Timelines for deliverables. 

c. Levels of Analysis: The evaluation designs proposed for each question may include 
analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 
include population stratifications to the extent feasible, for further depth and to glean 
potential non-equivalent effects on different sub-groups.  In its review of the draft 
evaluation plan, CMS reserves the right to request additional levels of analysis.   

85. Interim Evaluation Reports.  In the event the Commonwealth requests to extend the 
Demonstration beyond the current approval period under the authority of section 1115(a), (e), 
or (f) of the Act, the Commonwealth must submit an interim evaluation report as part of its 
request for each subsequent renewal. 

86. Final Evaluation Design and Implementation.  CMS must provide comments on the draft 
evaluation design described in STC 84 within 60 days of receipt, and the Commonwealth 
shall submit a final design within 60 days after receipt of CMS comments.  The 
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Commonwealth must implement the evaluation design and submit its progress in each of the 
quarterly and annual progress reports.  The Commonwealth must submit to CMS a draft of 
the evaluation report within 120 days after expiration of the Demonstration.  CMS must 
provide comments within 60 days after receipt of the report.  The Commonwealth must 
submit the final evaluation report within 60 days after receipt of CMS comments. 

 
87. Cooperation with Federal Evaluators.  Should CMS undertake an evaluation of the 

Demonstration, the Commonwealth must fully cooperate with Federal evaluators and their 
contractors’ efforts to conduct an independent federally funded evaluation of the 
Demonstration. 
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XIII. SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION EXTENSION 
PERIOD 
 
The State is held to all reporting requirements as outlined in the STCs; this schedule of 
deliverables should serve only as a tool for informational purposes only. 

 
Date - Specific Deliverable STC Reference 

Within 120 days from the award 
of the Demonstration 

Draft Evaluation Design Section XII, STC 84  

Within 60 days of receipt of 
CMS comments 

Final Evaluation Design and 
Implementation 

Section XII, STC 86 

January 1, 2012 Sample Cost Report Protocols Section VIII, STC 50(f) 
March 30, 2012 Cost Protocol Development Tool Section VIII, STC 50(f) 

July 1, 2012 Impact Analysis of the Cost Limit 
Protocol 

Section VIII, STC 50(f) 

December 1, 2012 Draft Cost Protocol Section VIII, STC 50(f) 
July 1, 2012 Draft Transition Plan Section IX, STC 60 
October 1, 2013 Final Cost Limit Protocol Section VIII, STC 50(f) 
Within 180 days after the 
expiration of the Demonstration 

Final Report Section IX, STC 61 

 

Annually 

October 1st Draft Annual Report, including 
HCBS report beginning in 2012 

Section IX, STC 59 
Section V, STC 41 

30 days of the receipt of CMS 
comments  

Final Annual Report, including DSTI 
reporting, and HCBS report 
beginning in 2012 

Section IX, STC 59 
Section VIII, STC 53(c) 
Section V, STC 41 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Updates to Charts A-B of Attachment 
E that reflect projected annual SNCP 
expenditures and identify the non-
Federal share for each line item 

Section VIII, STC 53(a) 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Projected annual DSHP expenditures Section VIII, STC 53(b) 

180 days after the close of the 
SFY (December 31st) 

Updates to Charts A-B of Attachment 
E that reflect actual SNCP payments 
and expenditures 

Section VIII, STC 53(a) 

At Least Semi-Annually 
 DSTI Hospital Reporting Section VIII, STC 53(c) 

Quarterly 

60 days following the end of the 
quarter 

Quarterly Operational Reports, 
including DSTI reporting and eligible 
member months 

Section IX, STC 58 
Section VIII, STC 53(c) 
Section X, STC 69 

 Quarterly Expenditure Reports  Section X, STC 62 
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Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 
 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstratio
n Program Comments 

Unborn Targeted 
Low Income Child 0 through 200% Uninsured No Separate XXI  Healthy Start  

Newborn Children 
Under age 1 

AFDC-Poverty 
Level Infants 

 
0 through 185% 

Any Yes 
XIX via 

Medicaid State 
Plan 

 
Base Families 

Without Waiver 
Standard  

185.1 through 
200% 

Insured Yes 
XIX via 

Medicaid State 
Plan  

1902(r)(2) 
Children 

Without Waiver 

Standard  

Uninsured at 
the time of 
application 

Yes 
(if XXI is 
exhausted) 

 
 

XXI Medicaid 
Expansion (via 
Medicaid State 
Plan and XXI 

State Plan) 
 

Funded 
through title 

XIX if XXI is 
exhausted 

 

 

 

1902(r)(2) XXI RO 

Without Waiver 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard  

200.1 through 
300% 

Insured or in 
crowd-out 

status* 
No Federally Funded eligible program 

Uninsured at 
the time of 
application 

 

No Separate XXI  Family 
Assistance  

This chart is provided for informational purposes only.   
*Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI. 
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Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
 

200.1-300% 

Insured or 
in crowd-
out status* 

Yes 
XIX via 

demonstration 
authority only 

 
CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 

Assistance with 
wraparound to 
direct coverage 
CommonHealth 

 

Uninsured 
at the time 

of 
application 

Yes 
 (if XXI is 
exhausted) 

Separate XXI 
 

Funded 
through XIX if 

XXI is 
exhausted via 
demonstration 

authority 

 

CommonHealth 
XXI  

 
Hypothetical 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate title XXI 
State Plan and as 
authorized under this 
demonstration.  Certain 
children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate title 
XXI program but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 



ATTACHMENT A 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth                                                                                                                                                                                                          Page 89 of 111 
Demonstration Approval Period: Date of approval letter, through June 30, 2014 
 

 

Population 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
(continued) 

 

Above 300% Any Yes 
XIX via 

demonstration 
authority only 

 
CommonHealth 

Hypothetical 

CommonHealth 
or 

CommonHealth 
Premium 

Assistance 
With 

wraparound to 
direct coverage 
CommonHealth 

 

Children Ages 1 
through 18 

 
Non-disabled 

AFDC-Poverty 
Level Children 

 
Age 1-5: 0 through 

133% FPL 
Age 6 through 17: 
0 through 114%  

Independent Foster 
Care Adolescents 
aged out of DCF 

until the age of 21 
without regard to 
income or assets 

Any Yes XIX  
Base Families 

Without waiver 
Standard  

AFDC-Poverty 
Level Children 

 
Age 6 through 17: 
114.1% through 

133%  
Age 18: 0 through 

133%  

Insured Yes XIX  
Base Families 

Without waiver 
Standard  

Uninsured 
Yes  

(if XXI is 
exhausted) 

XXI 
 

XIX if XXI is 
exhausted 

 
Base Fam XXI  

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard  



ATTACHMENT A 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH 

MassHealth                                                                                                                                                                                                          Page 90 of 111 
Demonstration Approval Period: Date of approval letter, through June 30, 2014 
 

 
Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 
1 through 18 

 
Non-disabled 
(continued) 

Medicaid 
Expansion 
Children 

Ages 1 through 
18: 133.1 through 

150%  

Insured Yes XIX 

1902(r)(2) 
Children 

Without waiver 
 Standard  

Uninsured at the 
time of 

application 

Yes 
(if  XXI is 
exhausted) 

XXI 
XIX if XXI is 

exhausted 

1902(r)(2) 
Children RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Standard  

All children Age 1 
through 18:  150.1 

through 200%  
Insured Yes 

XIX via 
demonstration 
authority only  

 

E-Family 
Assistance 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional 
wraparound is provided 

to ESI 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

 
Non-disabled 
(continued) 

All children Age 1 
through 18:  150.1 

through 200% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 
 

Funded through 
XIX if XXI is 

exhausted 

 

Fam Assist XXI 
RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional wrap is 
provided to ESI 
Children ages 1 through 
18 from 150-200% FPL 
were made eligible 
under the authority 
provided by the 1115 
demonstration prior to 
the establishment of the 
separate title XXI 
Children’s Health 
Insurance Program and 
were not affected by the 
maintenance of effort 
date.  With the 
establishment of the title 
XXI program, children 
who are uninsured at the 
time of application 
derive eligibility from 
both the authority 
granted under the 1115 
demonstration and as 
authorized under the 
separate title XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

 
Non-disabled 
(continued) 

All children Age 1 
through 18:  200.1 
through 300%  

Insured or in 
crowd-out 
status*  

No Federally Funded eligible program 

Uninsured at 
the time of 
application 
 
 

No Separate XXI 
    

Children Aged 1 
through 18 and 

Disabled 

0 through 150% Any Yes 
XIX via 

Medicaid State 
Plan 

Base Disabled 
Without Waiver Standard  

150.1 through 300% 
Insured or in 

crowd-out 
status* 

Yes 
XIX via 

Demonstration 
authority only 

 
CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 
Assistance  
 
With wrap to 
direct coverage 
CommonHealth 
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Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Aged 1 
through 18 and 

Disabled 
(continued) 

150.1 through 300% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 
 

Funded through 
XIX if XXI is 

exhausted 

 

CommonHealth 
XXI  

 
Hypothetical  

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 
exhausted) 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate XXI State 
Plan and as authorized 
under this 
demonstration.  Certain 
children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 

Children Aged 1 
through 18 and 

Disabled 
Above 300%  Any Yes 

XXI via 
Demonstration 
authority only 

CommonHealth 
 
Hypothetical 

CommonHealth/ 
Premium   
Assisistance  
With wraparound 
to direct coverage 
CommonHealth 
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Cost-sharing imposed upon individuals enrolled in the Demonstration varies across coverage 
types and by FPL.  However, in general, no co-payments are charged for any benefits rendered to 
children under age 19 or pregnant women.  Additionally, no premiums are charged to any 
individual enrolled in the Demonstration whose gross income is less than 150 percent of the FPL.  
In the event a family group contains at least two members who are eligible for different coverage 
types and who would otherwise be assessed two different premiums, the family shall be assessed 
only the highest applicable premium. 
 

Demonstration 
Program 

Premiums  
(only for persons with 
family income above 

150 percent of the FPL) 

Co-payments 

 
MassHealth Standard 
 

 
 

$0 

All co-payments and co-payment caps are 
specified in the Medicaid State plan. 

MassHealth Breast 
and Cervical Cancer 
Treatment Program 

$15-$72 depending on 
income 

MassHealth Standard co-payments apply. 
 
 

MassHealth 
CommonHealth 

$15 and above depending 
on income and family 

group size 
MassHealth Standard co-payments apply. 

CommonHealth 
Children through 
300% FPL 
 
Children with income 
above 300% FPL 
adhere to the regular 
CommonHealth 
schedule 

$12-$84 depending on 
income and family group 

size 

MassHealth Standard co-payments apply.   
 
 

MassHealth Family 
Assistance: 
HIV/AIDS 

$15-$35 depending on 
income 

MassHealth Standard co-payments apply. 
 

MassHealth Family 
Assistance:  Premium 
Assistance 

$12 per child, $36 max 
per family group 

Member is responsible for all co-payments 
required under private insurance with a cost 
sharing limit of 5 percent of family income 

MassHealth Family 
Assistance: Direct 
Coverage 

$12 per child, $36 max 
per family group Children only-no copayments. 

MassHealth Basic 
and Essential $0 MassHealth Standard co-payments apply 

 
  



ATTACHMENT B 
COST SHARING 

MassHealth                                                                                                                              Page 95 of 111                                                                                                                                                                                               
Approval Period: Date of approval letter, through June 30, 2014 

 

 
Breast and Cervical Cancer Treatment 

Program Premium Schedule 
Percent of FPL Premium Cost 

Above 150 to 160 $15 
Above 160 to 170 $20 
Above 170 to 180 $25 
Above 180 to 190 $30 
Above 190 to 200 $35 
Above 200 to 210 $40 
Above 210 to 220 $48 
Above 220 to 230 $56 
Above 230 to 240 $64 
Above 240 to 250 $72 

 
CommonHealth Full Premium Schedule 

Base Premium Additional Premium Cost Range of 
Premium Cost 

Above 150% FPL—start at $15 Add $5 for each additional 10% FPL 
until 200% FPL $15  $35 

Above 200% FPL—start at $40 Add $8 for each additional 10% FPL 
until 400% FPL $40  $192 

Above 400% FPL—start at $202 Add $10 for each additional 10% FPL 
until 600% FPL $202  $392 

Above 600% FPL—start at $404 Add $12 for each additional 10% FPL 
until 800% FPL $404  $632 

Above 800% FPL—start at $646 Add $14 for each additional 10% FPL 
until 1000% FPL $646  $912 

Above 1000% FPL—start at $928 Add $16 for each additional 10% FPL $928 + greater 
 

 

*A lower premium is required of CommonHealth members who have access to other health 
insurance per the schedule below.   

CommonHealth Supplemental Premium Schedule 
% of FPL Premium requirement 

Above 150% to 200% 60% of full premium per listed premium costs above 
Above 200% to 400% 65% per above 
Above 400% to 600% 70% per above 
Above 600% to 800% 75% per above 
Above 800% to 1000% 80% per above 
Above 1000% 85% per above 

 
  



ATTACHMENT B 
COST SHARING 

MassHealth                                                                                                                              Page 96 of 111                                                                                                                                                                                               
Approval Period: Date of approval letter, through June 30, 2014 

 

 
Insurance Partnership: 

Employer Subsidy Tier of Coverage Monthly 
Employer Subsidy 

The insurance partnership 
also provides a monthly 
subsidy to qualified small 
employers 

Individual $33.33 
Couple $66.66 
One adult, one child $66.66 
Family $86.33 

 

Insurance Partnership:  
Employee Contribution % of FPL 

Premium 
Requirement 
for Individual 

Premium 
Requirement 
for Couples 

Family Assistance via the 
Insurance Partnership 
 
The Insurance Partnership 
provides premium assistance 
(via the Family Assistance 
program) to certain employees 
who work for a small employer 

Above 150% to 200% 
 

$27.00 
 

$54.00 
 

Above 200% to 250% 
 

$53.00 
 

$106.00 
 

Above 250% to 300% $80.00 $160.00 
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Under section IX, STC 58, the Commonwealth is required to submit quarterly progress reports to 
CMS.  The purpose of the quarterly report is to inform CMS of significant demonstration activity 
from the time of approval through completion of the demonstration.   

The reports are due to CMS 60 days after the end of each quarter. 

The following report guidelines are intended as a framework and can be modified when agreed 
upon by CMS and the Commonwealth.  A complete quarterly progress report must include an 
updated budget neutrality monitoring workbook as well as updated Attachment E, Charts A-C. 

 
NARRATIVE REPORT FORMAT: 

Title Line One – MassHealth 
Title Line Two – Section 1115 Quarterly Report 

Demonstration/Quarter Reporting Period:  
Example:   
Demonstration Year:  16 (7/1/2012 – 6/30/2013) 
Quarter 1:  (7/12 – 09/12)  
 

Introduction   

Information describing the goal of the Demonstration, what it does, and key dates of approval 
/operation.  (This should be the same for each report.)  

Enrollment Information 

Please complete the following table that outlines all enrollment activity under the demonstration.  
The Commonwealth should indicate “N/A” where appropriate.  If there was no activity under a 
particular enrollment category, the Commonwealth should indicate that by “0”.    

 
Note: Enrollment counts should be person counts, not member months. 
 

Eligibility Group Current Enrollees (to date) 
Base Families  
Base Disabled  
1902(r)(2) Children  
1902(r)(2) Disabled  
BCCTP  
CommonHealth  
Essential 19-20  
CommCare 19-20  
CommCareParents  
CommCare-133  
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Eligibility Group Current Enrollees (to date) 
e-Family Assistance  
e-HIV/FA  
IRP  
Basic  
Essential  
MSP  
SNCP-CommCare  
Base Fam XXI RO  
1902(r)(2) XXI RO  
CommonHealth XXI  
Fam Assist XXI   
Asthma  
Autism  
Total Demonstration   

 

 

 

 

 

 

 

 

Enrollment in Managed Care Organizations and Primary Care Clinician Plan 

Comparative managed care enrollments for the previous quarter and reporting quarter are as 
follows: 

Delivery System for MassHealth-Administered Demonstration Populations 
 

Plan Type June 30, 2008 September 30, 2008 Difference 
MCO    
PCC    
MBHP    
FFS    
PA    

Enrollment in Premium Assistance and Insurance Partnership Program 

Outreach/Innovative Activities 

Summarize outreach activities and/or promising practices for the current quarter. 

Safety Net Care Pool 
Provide updates on any activities or planning related to payment reform initiatives or delivery 
system reforms impacting demonstration population and/or undertaken in relation to the SNCP.   
As per STC 58, include projected or actual changes in SNCP payments and expenditures within 
the quarterly report.  Please note that the annual report must also include SNCP reporting as 
required by STCs 50 and 53. 

Operational/Issues 
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Identify all significant program developments that have occurred in the current quarter or near 
future, including but not limited to, approval and contracting with new plans, the operation of 
MassHealth and operation of the Commonwealth Health Insurance Connector Authority.  Any 
changes to the benefits, enrollment, grievances, quality of care, access, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, cost-
sharing or delivery system for demonstration populations receiving premium assistance to 
purchase health insurance via the Commonwealth Health Insurance Connector Authority must be 
reported here.     
 

 

 

 

 

 

 

Policy Developments/Issues 

Identify all significant policy and legislative developments/issues/problems that have occurred in 
the current quarter.  Include updates on any State health care reform activities to coordinate the 
transition of coverage through the Affordable Care Act. 

Financial/Budget Neutrality Development/Issues 

Identify all significant developments/issues/problems with financial accounting, budget 
neutrality, and CMS 64 reporting for the current quarter.  Identify the Commonwealth’s actions 
to address these issues.   

Member Month Reporting 
Enter the member months for each of the EGs for the quarter. 

A. For Use in Budget Neutrality Calculations 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX  

Base Families     
Base Disabled     
1902(r)(2) Children     
1902(r)(2) Disabled     
BCCTP     
CommonHealth     
Essential 19-20     
CommCare 19-20     
CommCareParents     
CommCare133     

 
  



ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

 

MassHealth                                                                                                                              Page 100 of 
111                                                                                                                                                                                               
Approval Period: Date of approval letter, through June 30, 2014 

 

 
B.  For Informational Purposes Only 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX  

e-HIV/FA     
IRP      
Basic     
Essential     
MSP     
SNCP-CommCare     
Base Fam XXI RO     
1902(r)(2) RO     
CommonHealth XXI      
Fam Assist XXI      

 

 

 

 

 

 

 

 

 

 

 

 
 

Consumer Issues 

A summary of the types of complaints or problems consumers identified about the program in 
the current quarter.  Include any trends discovered, the resolution of complaints, and any actions 
taken or to be taken to prevent other occurrences.  Also discuss feedback received from other 
consumer groups.  

Quality Assurance/Monitoring Activity 

Identify any quality assurance/monitoring activity in the current quarter. 

Demonstration Evaluation 

Discuss progress of evaluation design and planning. 

Enclosures/Attachments 

Identify by title any attachments along with a brief description of what information the document 
contains. 

State Contact(s) 

Identify individuals by name, title, phone, fax, and address that CMS may contact should any 
questions arise. 

Date Submitted to CMS  
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The table below lists the calculated per-member per-month (PMPM) figures by eligibility group (EG) used to develop 
the Demonstration budget neutrality expenditure limits for the first 14 years of the MassHealth Demonstration.  All 
Demonstration years are consistent with the Commonwealth’s fiscal year (July 1 – June 30). 

After DY 5, the following changes were made to the per member/per month limits: 
1. MCB EG was subsumed into the Disabled EG; 
2. A new EG, BCCTP, was added; and 
3. the 1902(r )(2) EG was split between children and the disabled 

 

DY Time 
Period 

Families Disabled MCB 1902(r)(2) Children 1902(r )(2) Disabled 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate 
PMPM Trend 

Rate 
1 SFY 

1998 $199.06 7.71% $491.04 5.83% $438.39 5.83% $177.02 5.33% $471.87 4.40% 

2 SFY 
1999 $214.41 7.71% $519.67 5.83% $463.95 5.83% $186.49 5.35% $497.12 4.80% 

3 SFY 
2000 $230.94 7.71% $549.97 5.83% $491.00 5.83% $196.93 5.60% $524.96 5.50% 

4 SFY 
2001 $248.74 7.71% $582.03 5.83% $519.62 5.83% $208.16 5.70% $554.88 5.30% 

5 SFY 
2002 $267.92 7.71% $615.96 5.83% $549.91 5.83% $220.02 5.70% $586.51 5.70% 

 

 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

12 SFY 2009 $466.84 6.95% $1,011.95 6.86% $382.45 6.95% $791.46 6.86% $3,052.78 6.86% 

13 SFY 2010 $499.05 6.95% $1,081.37 6.86% $407.87 6.95% $846.68 6.86% $3,265.69 6.86% 

14 SFY 2011 $533.73 6.95% $1,1155.55 6.86% $436.22 6.95% $904.76 6.86% $3,489.72 6.86% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

6 SFY 2003 $288.58 7.71% $677.56 10.0% $236.98 7.71% $645.16 10.0% $1,891.62 10.0% 

7 SFY 2004 $310.83 7.71% $745.32 10.0% $255.26 7.71% $709.67 10.0% $2,080.78 10.0% 

8 SFY 2005 $334.79 7.71% $819.85 10.0% $274.94 7.71% $780.64 10.0% $2,288.86 10.0% 

9 SFY 2006 $359.23 7.30% $824.79 7.00% $295.01 7.30% $718.13 7.00% $2,449.08 7.00% 

10 SFY 2007 $385.46 7.30% $834.71 7.00% $316.54 7.30% $660.60 7.00% $2,620.52 7.00% 

11 SFY 2008 $413.60 7.30% $901.39 7.00% $339.65 7.30% $724.31 7.00% $2,803.95 7.00% 
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Safety Net Care Pool. The following charts reflect approved payments under Safety Net Care Pool (SNCP) for the date of the approval letter 
through June 30, 2014, unless otherwise specified in STCs 48 and 49, consistent with and pursuant to section VIII of the STCs, and subject to the 
overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits described in section VIII of the STCs.  This chart shall be updated 
pursuant to the process described in STC 53(a). 
 
Chart A: Approved SNCP Payments for the period from the date of the approval letter through June 30, 2014, unless otherwise specified in 
STCs 48 and 49(projected and rounded) 
# Type Applicable 

caps 
State law or 
regulation 

Eligible providers 
 

Total SNCP Payments per SFY Total Applicable 
footnotes SFY 2012 SFY 2013 SFY 2014 

1 Public Service Hospital Safety 
Net Care Payment 

Provider  Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 $996.0 (1) 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

Provider 114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4 $159.4 $156.3 $463.1 (2) 

3 Institutions for Mental Disease 
(IMD) 

Provider 130 CMR 
425.408,  
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0 $22.0 $24.0 $66.0 (3) 

4 Special Population State-
Owned Non-Acute Hospitals 
Operated by the Department 
of Public Health 

Provider  Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 $128.0 (4) 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Provider  Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 $221.0  

6 Delivery System 
Transformation Initiatives 

n/a  Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 $628.0 (5) 

7 Designated State Health 
Programs 

DSHP  n/a $360.0 $310.0 $130.0 $800.0  

8 Commonwealth Care n/a C. 58 (2006) n/a $364.9 $387.7 $255.3 $1,007.9 (6) 
9 Infrastructure and Capacity-

Building  
Infrastructure  Hospitals and CHCs $30.0 $30.0 $30.0 $90.0 (7) 

 Total       $4,400.0  
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The following notes are incorporated by reference into chart A 
 

 

 

 

 

 

 

 
 

(1) The provider-specific Public Service Hospital Safety Net Care payments approved by CMS are as follows:  
For dates of service in SFY 2012: BMC, $52,000,000; CHA, $154,500,000.  An additional $125,500,000 for CHA was authorized through a 
Demonstration amendment approved on August 17, 2011. 
For dates of service in SFY 2013: BMC, $52,000,000; CHA, $280,000,000.  
For dates of service in SFY 2014: BMC, $52,000,000; CHA, $280,000,000  
The Commonwealth may decrease these payment amounts based on available funding without a Demonstration amendment; any increase will require a 
Demonstration amendment.  

(2) Health Safety Net Trust Fund (HSNTF) Safety Net Care Payments are made based on adjudicated claims, and approved by CMS on an aggregate 
basis. Consequently, actual total and provider-specific payment amounts may vary depending on volume, service mix, rates, and available funding.  

(3) IMD claiming is based on adjudicated claims, and approved by CMS on an aggregate basis. Consequently, actual total and provider-specific payment 
amounts may vary depending on volume, service mix, rates, and available funding. Three payment types make up the IMD category:; inpatient services 
at psychiatric inpatient hospitals, administrative days, and inpatient services at community-based detoxification centers.  

(4) Expenditures for items #4-5 in chart A are based on unreimbursed Medicaid and uninsured costs, and are approved by CMS on an aggregate basis. 
Consequently, the total and provider-specific amounts expended may vary depending on volume, service mix, and cost growth.  

(5) Delivery System Transformation Initiative funds will be distributed to participating hospitals pursuant to STCs 49(e) and 52.   

(6) Expenditures for Commonwealth Care Premium Assistance are based on actual enrollment, capitation rates, and expected enrollee contributions, and 
are approved by CMS on an aggregate basis. Consequently, the amount for each year may vary.  Expenditures for Commonwealth Care Premium 
Assistance for Hypothetical populations (CommCare-19-20, CommCareParents, and CommCare-133 EGs) are excluded from the SNCP. For the period 
operating under temporary extension from July 1, 2011, Commonwealth Care expenditures were funded through budget neutrality savings rather than 
through the SNCP expenditure authority.  Therefore, the aggregate SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
extension period to reflect this exception.   

(7) Infrastructure and Capacity-Building (ICB) funds support Commonwealth-defined health systems improvement projects, and are approved by CMS 
pursuant to STCs 49(d) and 50(b). Participating providers (including hospitals, community health centers, primary care practices and physicians) and 
provider-specific amounts are determined based on a formal request for responses (RFR) process. Spending for ICB is subject to the limit described in 
STC 50(b). 
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Chart B: Sources of Funding for Approved SNCP payments for the period from the date of the approval letter through June 30, 2014, 
unless otherwise specified in STCs 48 and 49 (projected and rounded) 

# Type State law or 
regulation 

Eligible providers Total SNCP payments per SFY 
SFY 2012 Source 

of Non-
federal 
share 

SFY 2013 Source of 
Non-

federal 
share 

SFY 2014 Source of 
Non-federal 

share 

1 Public Service Hospital Safety 
Net Care Payment 

 Boston Medical Center 
Cambridge Health Alliance $332.0  $332.0  $332.0  

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4  $159.4  $156.3  

3 Institutions for Mental Disease 
(IMD) 

130 CMR 
425.408,  
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0  $22.0  $24.0 

 

4 Special Population State-Owned 
Non-Acute Hospitals Operated 
by the Department of Public 
Health 

 Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0  $43.0  $45.0 

 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

 Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0  $74.0  $77.0 

 

6 Delivery System Transformation 
Initiatives 

 Eligible hospitals outlined in 
Attachment I $209.3  $209.3  $209.3  

7 Designated State Health 
Programs 

 n/a $360.0  $310.0  $130.0  

8 Commonwealth Care C. 58 (2006) n/a $364.9  $387.7  $255.3  
9 Infrastructure and Capacity-

Building for Hospitals and 
Community Health Centers 

 Hospitals, community health 
centers, primary care practices 
and physicians 

$30.0  $30.0  $30.0 
 

 Total         
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Designated State Health Programs (DSHP). The following programs are authorized for claiming as 
DSHP, subject to the overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits 
described in section VIII of the STCs. Any changes to the list of programs will require an amendment 
pursuant to the process outlined in STC 7.  This chart shall be updated pursuant to the process 
described in STC 53(b). 
 

 
Chart C: Approved Designated State Health Programs (DSHP)  

Agency Program Name 
DMH Recreational therapy services 
DMH Occupational therapy services 
DMH Individual support 
DMH Community Mental Health Center (CMHC) continuing care (non-inpatient) 
DMH Homeless support services 
DMH Individual and family flexible support 
DMH Comprehensive psychiatric services 
DMH Day services 
DMH Child/adolescent respite care services 
DMH Day Rehabilitation 
DMH Community rehabilitative support 
DMH Adult respite care services 
DOC Department of Corrections - DPH/Shattuck Hospital Services 
DPH Community Health Centers 
DPH CenterCare 
DPH Renal Disease 
DPH SANE program 
DPH Growth and nutrition programs 
DPH Prostate Cancer Prevention - Screening component 
DPH Hepatitis C 
DPH Multiple Sclerosis 
DPH Stroke Education and Public Awareness 
DPH Ovarian Cancer Screening, Education, and Prevention 
DPH Diabetes Screening and Outreach 
DPH Breast Cancer Prevention 
DPH Universal Immunization Program 
DPH Pediatric Palliative Care 
EHS Children's Medical Security Plan 
ELD Prescription Advantage 
ELD Enhanced Community Options (ECOP) 
ELD Home Care Services 
ELD Home Care Case Mgmt and Admin 
ELD Grants to Councils on Aging 
HCF Fisherman's Partnership 
HCF Community Health Center Uncompensated Care Payments 
MCB Turning 22 Program - personal vocational adjustment 
MCB Turning 22 Program - respite 
MCB Turning 22 Program - training 
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Agency Program Name 
MCB Turning 22 Program - co-op funding 
MCB Turning 22 Program - mobility 
MCB Turning 22 Program - homemaker 
MCB Turning 22 Program - client supplies 
MCB Turning 22 Program - vision aids 
MCB Turning 22 Program - medical evaluations 
MRC Turning 22 Services 
MRC Head Injured Programs 
VET Veterans' Benefits 
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Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed below are the providers 
who are eligible to participate in DSTI for the term of this Demonstration approval period, and may be 
eligible to earn incentive payments based on an initial proportional allotment indicated below as 
outlined in STC 49(e)(7).  This is not a guarantee of funding for DSTI providers, but an initial estimate 
of potential allocation and actual funding will be based upon incentive payments as outlined in an 
approved DSTI master plan, approved hospital specific DSTI plan and approved DSTI payment and 
funding protocol pursuant to STC 52. 
 

Participating Hospital 

Initial Proportional Allotment 
Participating Hospitals Maybe 

Eligible to Earn through Incentive 
Payments 

Foundational 
Amount of 

Funding 

Relative Share of 
Medicaid and Low-
Income Public Payer 

GPSR 
Public Acute Hospital:   
Cambridge Health Alliance $4 million $130.6 million 
   
Private Acute Hospitals:   
Boston Medical Center $4 million $306.7 million 
Holyoke Medical Center $4 million $20.5 million 
Lawrence General Hospital $4 million $39.3 million 
Mercy Medical Center $4 million $41.6 million 
Signature Healthcare Brockton Hospital $4 million $46.1 million 
Steward Carney Hospital $4 million $15.2 million 
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ATTACHMENT J 

MASTER DSTI PLAN 

I. PREFACE 

 

1. MassHealth Medicaid Section 1115 Demonstration Waiver  

On December 20, 2011, the Centers for Medicare & Medicaid Services (CMS) approved the 

Commonwealth of Massachusetts’ request to extend the term of the section 1115 

Demonstration waiver, entitled MassHealth (11-W-00030/1) (Demonstration) in accordance 

with section 1115(a) of the Social Security Act. The new extension period was approved 

through June 30, 2014.  

 

2. Delivery System Transformation Initiatives (DSTI) 

STC 49 of the Demonstration authorizes the Commonwealth to create Delivery System 

Transformation Initiatives (DSTI) funded through the Safety Net Care Pool (SNCP). These 

initiatives are designed to provide incentive payments to support investments in eligible 

safety net health care delivery systems for projects that will advance the triple aims of 

improving the quality of care, improving the health of populations and enhancing access to 

health care, and reducing the per-capita costs of health care. In addition, DSTI payments will 

support initiatives that promote payment reform and the movement away from fee-for-

service payments toward alternative payment arrangements that reward high-quality, 

efficient, and integrated systems of care.  

 

Eligible safety net hospitals (also referred to as “hospital(s)” herein) will be required to 

develop and implement these initiatives and activities in order to receive the incentive 

payments. Pursuant to STC 49(e)(3), participating hospitals must implement new health care 

initiatives within their respective health systems, or significantly enhance existing initiatives, 

in order to qualify for DSTI incentive payments. In addition, these initiatives may 

complement or enhance other federal initiatives in which a hospital may be participating, but 

they may not duplicate the exact same activities undertaken by a hospital for which that 

hospital receives specific funding by the U.S. Department of Health and Human Services. 

Pursuant to STC 49(e)(6), these incentive payments are intended to support and reward 

hospitals for improvements in their delivery systems; they are not direct reimbursement or 

payment for services, should not be considered patient care revenue, and will not be offset 

against other Medicaid reimbursements to a hospital system.  

 

3. Master DSTI Plan  

In accordance with STCs 49(e), 52(a), 52(c), and 53(c), the master DSTI plan defines the 

specific initiatives that will align with the following four categories: (1) developing a fully-

integrated delivery system, (2) improving health outcomes and quality, (3) developing 

capabilities to respond to statewide transformation to value-based purchasing and to accept 

alternatives to fee-for-service payments that promote system sustainability, and (4) 

population-focused improvements. Furthermore, the master DSTI plan describes the global 

context for DSTI in the Commonwealth, describes guidelines for individual hospital DSTI 

plans, and stipulates the structure and processes governing the DSTI program, pursuant to 

STC 52(a). The master DSTI plan also incorporates the required elements of the DSTI 

payment and funding protocol as described in STC 52(c)(4).  
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Following approval of the master DSTI plan by CMS and throughout the Demonstration 

renewal period, EOHHS may propose revisions to the master DSTI plan, in collaboration 

with the respective DSTI hospitals, to reflect modifications to any component of a hospital’s 

final approved plan, including but not limited to projects, measures, metrics, and data 

sources; or to account for other unforeseen circumstances in the implementation of the DSTI 

program. CMS shall render a decision on proposed master DSTI plan revisions within 30 

days of submission by EOHHS. Such revisions shall not require a waiver amendment, 

provided that they comport with all applicable STC requirements. 

  

4. Hospital Specific DSTI Plans  

Upon CMS approval of the Commonwealth’s master DSTI plan, each eligible safety net 

hospital must submit an individual DSTI plan that identifies the projects, population-focused 

objectives, and specific metrics adopted from the master DSTI plan and meets all 

requirements pursuant to the STCs. The requirements for hospital-specific DSTI plans are 

described in STC 52(b) and further detailed in Section IV (“Key Elements of Proposed 

Hospital Specific Plans”) herein. 

 

5. Organization of “Attachment J: Master DSTI Plan” 

This document serves as Attachment J to the STCs and contains all required elements that 

must be included in the Commonwealth’s master DSTI plan and DSTI payment and funding 

protocol, pursuant to STC 52(a) and 52(c). Attachment J is organized into the following 

sections: 

I. Preface 

II. Commonwealth’s Payment & Delivery System Progress and Goals 

III. Community Needs & DSTI Eligibility Criteria 

IV. Key Elements of Proposed Hospital Specific Plans 

V. State & Federal Review Process of Hospital Specific Plans 

VI. Non-Federal Share of DSTI Payments 

VII. Reporting & Payments in DY 15, DY 16, and DY 17 

VIII. Disbursement of DSTI Funds 

IX. Plan Modification, Grace Periods, and Carry-Forward & Reclamation  

X. Master DSTI Projects and Metrics 

XI. DSTI Evaluation 

 

 

II. COMMONWEALTH’S PAYMENT & DELIVERY SYSTEM PROGRESS 

AND GOALS 

 

6. Global Context 

In April 2006, Massachusetts signed into law a landmark health care reform bill with the aim 

of providing access to affordable health insurance to all Massachusetts residents. The 

legislation, Chapter 58 of the Acts of 2006 (Chapter 58), titled An Act Providing Access to 

Affordable, Quality, Accountable Health Care, was the result of a bipartisan effort among 

state leaders from government, business, the health care industry, community-based groups 

and consumer advocacy organizations. Chapter 58 consisted of a series of bold 
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interdependent activities and programs, each necessary for the other to be successful and to 

achieve the overall goal of drastically reducing the rate of uninsurance in Massachusetts. 

Chapter 58 later served as an inspiration for federal health care reform legislation, the Patient 

Protection and Affordable Care Act of 2010 (ACA). As in Massachusetts, the ACA includes 

the creation of state health insurance exchanges, subsidies for low- and moderate-income 

individuals to purchase health insurance, an individual mandate to purchase insurance, shared 

responsibility requirements for employers, and expansions of public health insurance 

programs. 

 

Health care reform in Massachusetts, with the support and partnership of CMS, has been an 

unrivaled success. More than 98% of the population is insured, and only 0.2% of children 

lacked coverage in 2010.
1
 According to a recent report by the Blue Cross Blue Shield 

Foundation of Massachusetts, health reform not only has led to sustained increases in 

insurance coverage, but reform has also increased access to health care and improved health 

status among Massachusetts residents. Among the report’s key findings are:
2
 

 

 Massachusetts made sustained gains in access to and use of health care between 2006 

and 2010. Nonelderly adults were significantly more likely to have a usual source of 

health care, more likely to have had a preventive care visit, more likely to have had 

multiple doctor visits, more likely to have had a specialist visit, and more likely to 

have had a dental care visit. 

 Emergency departments (ED) visits, a key indicator of gaps in access to regular care, 

were down nearly four percentage points since 2006. ED use for non-emergency 

conditions similarly decreased almost four percentage points, and frequent ED use 

dropped by 2 percentage points.
3
 

 The share of nonelderly adults in Massachusetts reporting their health status as very 

good or excellent increased between 2006 and 2010 (from 46.7 percent to 53.2 

percent). 

 Many of these gains were concentrated among low-income adults, a population that 

was particularly targeted by health reform initiatives to improve access to and 

affordability of care.  

 

The Blue Cross Blue Shield Foundation report affirms that, despite the challenges posed by 

the nationwide recession that began in 2009, Massachusetts has sustained the progress made 

under state health reform. The Commonwealth has remained steadfast in its commitment to 

universal access in spite of the fact that the worst economic downturn in more than 70 years 

has resulted in more Massachusetts residents relying on safety net programs. 

 

                                                 
1
 Massachusetts Division of Health Care Finance and Policy. Key Indicators: Quarterly Enrollment Update 

June 2011 Edition (Released in February 2012). <http://www.mass.gov/eohhs/docs/dhcfp/r/pubs/12/2011-june-key-

indicators.pdf> 
2
 Sharon K. Long, Karen Stockley, and Heather Dahlen. Health Reform in Massachusetts as of Fall 2010: Getting 

Ready for the Affordable Care Act & Addressing Affordability. Blue Cross Blue Shield Foundation of 

Massachusetts, January 2012. 
3
 The reduction in overall ED use was statistically significant at the .05 level, two tailed test, and the reduction in 

non-emergent ED use was statistically significant at the .01 level, two tailed test. The reduction in frequent ED use 

was not statistically significant. 
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The Commonwealth’s success in insuring nearly all Massachusetts residents has highlighted 

a new set of challenges. Massachusetts, like states around the country, the federal 

government, the private sector, and individuals, is burdened by health care cost inflation and 

in many cases utilizes a fee-for-service payment system that can reward the delivery of 

services rather than improvements in the health outcomes of the population. Massachusetts 

health care costs are currently projected to rise by an average of 6% annually during the next 

decade, while GDP is projected to grow at less than 4%.
4
  

 

Rising health care costs threaten the sustainability of the reforms that have borne such 

success. The challenge of ensuring that improvements in access to care for low-income 

populations endure is particularly critical as a shrinking state budget places additional fiscal 

pressure on the Commonwealth’s Medicaid program. More than four-fifths of insurance 

coverage expansion since 2006 came through the Medicaid program. Moreover, the 

residually uninsured population is highly concentrated in low-income, urban communities. 

These realities, compounded by the economic downturn, have put serious financial pressure 

on safety net providers who face increasing Medicaid caseloads. 

 

To address these challenges, Massachusetts must now turn its focus to reducing the actual 

costs of medical care and the rate of growth over time, even as we redouble our efforts to 

improve quality and the patient experience while ensuring the sustainability of safety net 

providers.  

 

7. Commonwealth’s Goals & Outcomes 

The Commonwealth has and will be undertaking a number of efforts with a single theme: 

transforming the delivery system to provide integrated care across the continuum, while 

adopting sustainable alternative payment systems that more directly reward systems for high 

quality, efficient care. Restructuring health care payment and delivery systems is 

fundamental to better ensuring consistent quality of care, reducing errors, decreasing health 

care disparities, and reining in overall health care costs. 

 

A critical component of improving health care quality and curtailing costs will be integrating 

care to ensure that providers work collaboratively to meet patient care needs and do so in the 

most appropriate setting. Increased focus on using the right care at the right time in the right 

place will mean a significant behavioral change both for providers and for health care 

consumers, but it is also a pivotal building block in the long-term systemic transformation 

Massachusetts envisions. In addition, the Commonwealth views delivery system 

transformation and payment reform as integrally related. In order to align incentives toward 

more integrated, accountable models of care delivery, the Commonwealth is committed to 

reforming the way we pay for care, moving from volume based fee-for-service payments to 

payments based on maintaining access and quality.   

 

For MassHealth, supporting safety net populations and the safety net providers that provide 

the majority of their care is the natural place to start to advance delivery system and payment 

                                                 
4
 Massachusetts Division of Health Care Finance and Policy, “Massachusetts Health Care Spending Baseline Trends 

and Projections,” February 4, 2009. Massachusetts Health Care Quality and Cost Council, “Roadmap to Cost 

Containment,” page 1, October 2009. 
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reform. The goal of Delivery System Transformation Initiatives (DSTI) is to leverage 

incentive payments to advance the transformation of safety net hospitals and their networks 

into integrated delivery systems characterized by the Triple Aim shared by CMS and 

EOHHS: improving care for individuals, improving the health of populations, and reducing 

per-capita costs to make health care affordable for all.  

 

Through DSTI, incentive payments will be offered to eligible safety net hospitals that serve a 

high proportion of low-income Medicaid and uninsured patients to support projects that will 

help them develop more fully integrated delivery systems, improve health outcomes and 

quality, and advance their capacity to respond to statewide transformation to alternative 

payment methods.  Payments will be tied to achieving specific transformation milestones.  

The vision is to provide critical support that will position the eligible hospitals for payment 

reform and toward success in alternative payment arrangements that reward cost effective 

and high quality care.  

 

8. Payment & Delivery System Reform Efforts  

Massachusetts has been a model for the nation in expanding access to health care services, 

and now it is taking the lead in controlling costs and improving quality through payment and 

delivery system reform initiatives. 

 

In order to advance statewide reform, the Administration and the Legislature are currently 

pursuing legislation that would improve quality and control costs by reforming health 

systems and payments. Governor Patrick introduced a bill in February 2011 that would begin 

moving providers and payers – including state purchasers of health care such as MassHealth, 

the Group Insurance Commission and the Health Connector – away from fee-for-service 

methods of payment and toward the use of alternatives to fee-for-service such as global 

payments, bundled payments, and other alternatives. The successful adoption of the reform 

currently contemplated will promote the transformation of the Massachusetts delivery system 

into an innovative care delivery and health care financing model. 

 

The Executive Office of Health and Human Services (EOHHS) already has made significant 

progress in advancing the goals of payment and delivery system reform under existing 

initiatives and planning efforts. Ongoing initiatives include: 

 

ACO Development 

In June 2011, EOHHS issued a Request for Information to gather input, information 

and advice on how best to implement payment reform for state health programs, 

including MassHealth, Commonwealth Care, state employees’ health insurance, and 

other programs. EOHHS received 42 responses, which came from every sector of the 

health care community: patient advocates, physicians, hospitals, employers, 

specialists, medical device companies, other providers and other industry advocates. 

The responses will help shape a MassHealth procurement of ACOs, currently in 

development, to promote coordinated care and value based purchasing. The ACO 

initiative is projected to launch in 2013. EOHHS aims to align the ACO initiative 

with DSTI and other delivery system reform efforts to promote synergies across 
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initiatives, in order to advance the goal of integrated delivery systems built on Patient 

Centered Medical Home principles. 

 

Electronic Health Record Initiative 

The MassHealth Electronic Health Record (EHR) initiative, part of the CMS 

Medicaid EHR Incentive Program, offers Medicaid health care providers incentive 

payments to encourage them to adopt, implement, upgrade, or meaningfully use 

certified EHR technology. Wide adoption and meaningful use of interoperable EHRs 

will be a critical building block for payment reform, enabling providers to manage 

their patients’ care and costs effectively. Meaningful use of EHRs can improve 

patient care by simplifying administrative procedures, enhancing health care quality 

by making patient health information available at all points of care, reducing costs 

through earlier diagnosis and characterization of disease, and increasing coordination 

of information for patients, caregivers, and clinical staff. MassHealth plans to 

distribute up to $500 million over the life of the program (through 2021) to eligible 

health care providers to support transitions to electronic health record systems. 

 

Patient-Centered Medical Home Initiative (PCMHI)  

The Patient-Centered Medical Home Initiative (PCMHI) is a statewide, multi-payer 

demonstration project that supports 46 primary care practices in becoming patient-

centered medical homes. The practices include community health centers, hospital-

affiliated primary care offices, and group and solo primary care physician practices. 

PCMHI establishes a foundation for transforming the primary care landscape in 

Massachusetts through these pilot sites. This initiative aims to eliminate fragmented 

and uncoordinated care, which can lead to emergency department and hospital over-

utilization. Instead, the patient-centered medical home model emphasizes enhanced 

chronic disease management through team-based care. Patient-centered practices 

place increased focus on recognizing the patient as an individual, respecting the 

patient’s values, language and culture, and promoting the exchange of information 

about care options between patients and providers. Pending CMS approval, selected 

PCMHI practices will participate in shared savings arrangements with PCMHI 

payers. With this demonstration as a foundation, the Commonwealth has set the goal 

for all primary care practices in Massachusetts to become patient-centered medical 

homes by the year 2015.  

 

Pediatric Asthma Pilot Program 

The Pediatric Asthma Bundled Payment Demonstration Program is an initiative to 

pilot bundled payments for high-risk pediatric asthma patients enrolled in selected 

MassHealth Primary Care Clinician Plan practices. This pilot program will aim to 

improve health outcomes, reduce asthma-related emergency department utilization 

and asthma-related hospitalizations, and reduce associated Medicaid costs for 

children with high-risk asthma. The pilot will be conducted in two phases.  The first 

phase will provide a bundled per member per month payment for services not 

traditionally covered by MassHealth, such as home visits by community health 

workers and supplies for mitigating environmental asthma triggers in the home.  

Following initial implementation and evaluation of outcomes from the first phase of 
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the pilot, the Commonwealth may request CMS approval to implement a bundled 

payment for all ambulatory services required for the most effective treatment and 

management of pediatric asthma for high-risk patients. The Commonwealth’s goal in 

establishing the program is to evaluate the degree to which a bundled payment and 

flexible use of funds enhances the effects of delivery system transformation, as 

demonstrated by improved health outcomes at the same or lower cost.  

 

Non-Elderly Duals Integration Demonstration Project 

Massachusetts is one of 15 states that received a $1 million planning contract from 

the CMS Center for Medicare and Medicaid Innovation to support the development of 

a design proposal for a State Demonstration to Integrate Care for Dual Eligible 

Individuals. The Commonwealth’s proposal, recently submitted to CMS, promotes 

person-centered models that integrate the full range of acute care, behavioral health 

services and care, and long term supports and services for approximately 115,000 

members between the ages of 21-64 who are eligible for Medicaid and Medicare. 

These dual eligible adults have disproportionately experienced the shortcomings of 

fragmented, uncoordinated care and payment streams. The Duals Demonstration will 

provide a strong foundation for payment and delivery system reform in the 

Commonwealth by providing dually eligible MassHealth members with access to an 

integrated, accountable model of care and support services financed jointly with 

Medicare through global payments. 

 

MassHealth Pay for Performance 

The MassHealth Acute Hospital P4P Program, implemented in 2008, seeks to reward 

hospitals for excelling in or improving quality for MassHealth members as evidenced 

by positive outcomes and cost-effective care. Quality performance goals and 

measures are selected based on strategic importance, relevance to Medicaid 

population health outcomes and status, and consistency with nationally-recognized 

standards for quality measurement. Current measurement approaches cover 

maternity/newborn, chronic conditions, surgical infection prevention, pediatric 

asthma, community acquired pneumonia, and clinical health disparities.     

MassHealth is currently exploring the possibility of expanding measurement to cover 

a wider range of quality domains, such as care transitions, outcomes, and patient 

experience of care, to support alignment with Medicaid delivery system and payment 

reform activities. EOHHS will continue to coordinate across initiatives to ensure that 

P4P measures do not duplicate quality measures tied to hospital payments in existing 

initiatives in a way that would result in duplication of state or federal funds. 

 

All Payer Claims Database 

Massachusetts is developing an All Payers Claims Database (APCD) that will provide 

timely, valid, and reliable health care claims data that will allow a broad 

understanding of cost and utilization across institutions and populations. This dataset 

will be a critical tool in informing the development of health care policies in the 

Commonwealth, as policymakers, payers and providers evaluate different payment 

methodologies and work to develop performance measures to support integrated 

health care delivery models. The APCD is anticipated to be available for use by 
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interested parties as of July 1, 2012. Potential users will apply for data release through 

an application and governance process. 

 

DSTI will build upon and complement these existing initiatives by incenting safety net 

providers to make critical investments in developing integrated care models based on PCMH 

principles, implementing innovative programs to improve health care quality and outcomes, 

and preparing to participate in alternative payment arrangements. As the Commonwealth 

increasingly moves beyond pilots and demonstration programs to statewide delivery system 

and payment reform, DSTI will help to ensure that safety net providers are sustainable and 

successful in the new health care context. 

 

III. COMMUNITY NEEDS & DSTI ELIGIBILITY CRITERIA 

 

9. Community Needs 

Massachusetts as a state is more affluent, better-educated, and healthier than the nation as a 

whole. Massachusetts has an overall poverty rate of 15%, below the national rate of 21%, and 

a median income of $61,000, above the national median of $50,000. Of the Commonwealth’s 

approximately 6.6 million residents, 39% hold a bachelor’s or graduate degree, compared to 

28% for the nation as a whole.
5
 In addition, Massachusetts has expanded health care 

coverage while maintaining above-average performance in key health indicators. Life 

expectancy in Massachusetts is 80.1 years, compared to a national figure of 78.6. The infant 

mortality rate is 5.6 per thousand, compared to a national rate of 6.8. Obesity and diabetes 

rates for both children and adults are lower than national rates.
6
 

 

However, the communities that DSTI-eligible safety net providers serve are characterized by 

lower incomes, more severe socioeconomic challenges, and more adverse health status 

indicators than the state as a whole. For example, DSTI-eligible hospitals serve the state’s 

largest urban population (the Boston metropolitan area) as well as a rural county with the 

lowest per-capita income and worst health outcomes in the state (Hampden County).
7
 

Populations in these communities have higher risk factors for asthma and diabetes and often 

face complex medical and behavioral health conditions. Linguistic, cultural, and socio-

economic barriers require specialized resources and services to effectively coordinate care 

and promote health. Prevalence of chronic health care conditions such as diabetes, 

cardiovascular disease, COPD, and obesity, are higher than in other Massachusetts 

communities.
8
 These factors create specific challenges in designing effective interventions to 

coordinate and manage care for safety net populations and simultaneously make the need for 

delivery system transformation more urgent for safety net providers. 

 

10. Safety Net Health Care Challenges 
Safety net hospitals have been crucial participants in Massachusetts' health reform efforts. 

The newly insured have continued to rely on safety net hospitals for care, as well as outreach 

                                                 
5
 2010 American Communities Survey. 

6
 Kaiser Family Foundation. State Health Facts: Massachusetts State Profile. < http://www.statehealthfacts.org> 

7
 Massachusetts Community Health Information Profile (MassCHIP), available at 

<http://www.mass.gov/eohhs/researcher/community-health/masschip/welcome-to-masschip.html> 
8
 Ibid. 
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and enrollment, in large numbers. These organizations had long been the site of care for the 

uninsured; naturally, the newly insured continue to seek health services where they already 

have a connection. As a result, these hospitals experienced a 30% increase in Medicaid 

patient care volume during health care reform from 2006 to 2010.
9
 DSTI eligible safety net 

hospitals have a Medicaid and Commonwealth Care payer mix that is, on average, nearly 2.5 

times the statewide acute hospital average (as illustrated in the chart below). In addition, 

despite the expansion in health coverage under Chapter 58 reforms, safety net hospitals 

continue to provide concentrated care to the residual uninsured population. Safety net 

hospitals currently have a weighted-average uninsured payer mix of 8% (with one provider 

having an uninsured rate of 13%). This disproportionately high Medicaid and low-income 

public payer mix, combined with historically low rates of commercial payer reimbursement 

and the effects of the recent economic downturn, has contributed to significant financial 

pressure on these safety net hospitals. 

 

 
 

These factors have limited the capacity of the eligible safety net providers to make 

investments that position them well for payment reforms.  The transformation to new models 

of care delivery require hospitals and providers to make significant up-front investments in 

such areas as network development and management; care coordination, quality 

improvement and utilization management; clinical information systems; and data analytics to 

enhance performance measurement.
10

 Many of the eligible safety net hospitals have deferred 

capital investments (including IT) and operating investments (such as care coordination and 

management systems enabled by new clinical and financial reporting capabilities) in an effort 

to manage conservatively and live within their budgets.  Choices like these, while necessary 

in the short term, threaten to undermine the ability of the Commonwealth’s safety net 

                                                 
9
 Aggregate increase in the annual number of Medicaid and Medicaid Managed Care patient care encounters 2006-

2010 for seven safety net hospitals participating in DSTI, derived from Massachusetts Division of Health Care 

Finance and Policy FY2010 403 Cost Reports. 
10

 Accountable Care Organization Learning Network Toolkit.  Engelberg Center for Health Care Reform | The 

Dartmouth Institute and The Brookings Institution, January 2011. 
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providers to transform their delivery systems to meet the Triple Aim goals that the hospitals 

share with CMS and EOHHS.   

 

DSTI presents a unique opportunity for the eligible safety net hospitals to begin to overcome 

these challenges and make significant progress toward delivery system transformation. The 

Commonwealth and eligible safety net hospitals seek to leverage DSTI funds to advance new 

models of care delivery that emphasize greater clinical integration and care management, as 

well as to advance payment models that align incentives more effectively at the provider 

level.  Each of the DSTI hospitals, within the context of its unique starting place and 

community setting, aims to develop a set of core capabilities to transform health care 

delivery in the context of new payment reform models. With oversight by both EOHHS and 

CMS, participating hospitals will utilize the opportunity for DSTI incentive payments to 

make strategic investments in delivery system transformation initiatives with the ultimate 

goal of achieving the Triple Aim – better care, better health and lower costs.    

 

11. DSTI Eligibility Criteria 

STC 49(e)(1) describes the eligibility criteria for the DSTI program. Providers eligible for 

incentive payments are defined as public or private acute hospitals with a Medicaid payer 

mix more than one standard deviation above the statewide average and a commercial payer 

mix more than one standard deviation below the statewide average, based on FY 2009 cost 

report data.  Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed 

below are the providers who are eligible to participate in DSTI for the term of this 

Demonstration approval period, and shall be eligible to earn incentive payments based on an 

initial proportional allotment indicated in STC 49(e)(7) and Attachment I: 

 

 Cambridge Health Alliance    

 Boston Medical Center     

 Holyoke Medical Center     

 Lawrence General Hospital    

 Mercy Medical Center     

 Signature Healthcare Brockton Hospital 

 Steward Carney Hospital.   

 

IV. KEY ELEMENTS OF PROPOSED HOSPITAL SPECIFIC PLANS 

 

12. Hospital Specific DSTI Plans  

Each eligible safety net hospital must submit an individual DSTI plan that identifies the 

projects, population-focused objectives, and specific metrics adopted from Section X 

(“Master DSTI Projects and Metrics”) and meets all requirements pursuant to STC 49(e)(4), 

STC 49(e)(3), STC 52(a)(2), STC 52(b), and all requirements set forth in Section IV (“Key 

Elements of Proposed Hospital Specific Plans”). 

 

13. Minimum Number of Projects 

Hospitals shall select a minimum of five projects across Categories 1, 2 and 3 from Section X 

(“Master DSTI Projects and Metrics”). The distribution of each hospital’s projects across 

Categories 1, 2 and 3 shall be such that each hospital has at least one project in each of the 
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three categories and at least two projects in two of the three categories. Hospitals may submit 

more than five projects in total for Categories 1, 2 and 3.  

 

In Category 4, hospitals shall report on a specified number of population-focused health 

improvement metrics in the core set of common measures (11 in DY 16 and 12 in DY 17) as 

described in Section X (“Master DSTI Projects and Metrics”), pursuant to STC 52(a)(10). 

Hospitals also must report a minimum of 6 hospital-specific metrics selected from among the 

measures described in Section X (“Master DSTI Projects and Metrics”). Hospitals may also 

report additional hospital-specific measures up to a total maximum of 15 as described in 

Section X (“Master DSTI Projects and Metrics”). Pursuant to STC 49(e)(4), Category 4 

metrics may vary across participating providers, but should be consistent within projects 

described in the DSTI master plan to facilitate evaluation. Due to the time required for 

hospitals to develop new data reporting systems, eligible safety net hospitals are required to 

report Category 4 measures in DY 16 and DY 17 only. 

 

14. Organization of Hospital Specific DSTI Plans 
Hospital-specific DSTI Plans shall include the following sections: 

 

a) Executive Summary 

The Executive Summary shall provide a summary of the hospital-specific DSTI plan, a 

summary of the hospital’s vision of delivery system transformation, and a table of the 

projects included in the plan, including project titles, brief descriptions of the projects, 

and three year goals. The Executive Summary shall also include a description of key 

challenges facing the hospital and how the three-year DSTI plan supports the hospital’s 

five-year vision. The Executive Summary should address: 

 How the individual projects support the five-year vision; 

 How the individual projects reinforce/support each other; 

 How Category 4 measures are relevant to the hospital’s 5-year vision and 

population/outcomes health improvement.  

 

b) Background Section 

The background section shall include, at a minimum, a summary of the hospital’s 

community context, a description of the hospital’s patient population, a description of the 

health system, and a five-year vision of delivery system transformation. The background 

section also shall include a brief description of any initiatives in which the hospital is 

participating that are funded by the U.S. Department of Health and Human Services and 

are directly related to any of the hospital’s DSTI projects.  

 

c) Sections on Categories 1, 2, and 3  

 

1) Project Narrative 

Pursuant to STC 52(b)(3)(b), each hospital shall include a narrative for each project 

that describes the following elements of the project: 
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i. Goal(s) 

A description of the goal(s) of the project, which describes the challenges of the 

hospital system and the major delivery or payment redesign system solution 

identified to address those challenges by implementing the particular project;  

 

ii. Rationale 

A narrative on the hospital’s rationale for selecting the project, milestones, and 

metrics based on relevancy to the hospital system’s population and circumstances, 

community need, and hospital system priority and starting point with available 

baseline data, as well as a description of how the project represents a new 

initiative for the hospital system or significantly enhances an existing initiative 

(pursuant to STC 49(e)(3)), including any initiatives that may have related 

activities that are funded by the U.S Department of Health and Human Services; 

 

iii. Expected Results 

A description of the target goal over the Demonstration approval period and 

metrics associated with the project and the significance of that goal to the hospital 

system and its patients; 

 

iv. Relationship to Other Projects 

A narrative describing how this project supports, reinforces, enables and is related 

to other projects and interventions within the hospital system plan; 

 

v. Description of how Project can Refine Innovations, Test, and Disseminate 

Findings (Category 2 only) 

A description of how the selected project can refine innovations, test new ways of 

meeting the needs of target populations and disseminate findings in order to 

spread promising practices. 

 

2) Milestones and Metrics Table 

For each project, hospitals shall submit milestones and metrics adopted in accordance 

with Section X (“Master DSTI Projects and Metrics”) and meet the requirements 

pursuant to STC 49(e)(5) entitled “DSTI Metrics and Evaluation.” In a table format, 

hospitals shall indicate by Demonstration year, when project metrics will be achieved 

and indicate the data source that will be used to document and verify achievement.  

 

d) Section on Category 4 

This focus area involves population-focused improvements associated with Categories 1, 

2 and 3 projects. Each eligible safety net hospital shall report on a core set of common 

metrics in addition to hospital-specific metrics, pursuant to Section X (“Master DSTI 

Projects and Metrics”). Pursuant to STC 49(e)(4), metrics include those that are related to 

the impact of the transformation projects undertaken by hospitals, such as health care 

delivery system and access reform measures on the quality of care delivered by 

participating providers. Metrics also include those that are related to the impact of the 

payment redesign and infrastructure investments to improve areas such as systems of 

care, coordination of care in community settings, and cost efficiency. Metrics may vary 
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across participating providers, and will be consistent within project options developed in 

Section X (“Master DSTI Projects and Metrics”) to facilitate evaluation. Due to the time 

required for hospitals to develop new data reporting systems, eligible safety net hospitals 

are required to report Category 4 measures in DY 16 and DY 17 only. 

 

 

e) Distribution of DSTI Funds  

In this section, the hospital shall describe how its total potential DSTI funds pursuant to 

Attachment I will be distributed among the projects and metrics it has selected in its 

hospital plan. The amount and distribution of funding shall be in accordance with the 

stipulations of STC 49(e)(7), STC 52(c), Attachment I and Section VIII (“Disbursement 

of DSTI Funds”).  

 

 

V. STATE & FEDERAL REVIEW PROCESS OF HOSPITAL SPECIFIC PLANS 

 

15. Review Process 

The Executive Office of Health and Human Services (EOHHS) will review all hospital-

specific DSTI plan proposals prior to submission to CMS for final approval according to the 

following timeline, which is based on the Commonwealth’s Master DSTI Plan submission to 

CMS on March 15, 2012. The EOHHS and CMS review process for hospital-specific DSTI 

plan proposals shall include the following schedule:  

 

a) EOHHS Review of Hospital Specific DSTI Plan 

 

1) Submission of Hospital Specific Plans to EOHHS 

By March 16, 2012, each eligible safety net hospital (identified in section III, 

“Community Needs & DSTI Eligibility Criteria”) will submit a draft hospital-specific 

DSTI plan proposal to EOHHS for review.  

 

2) EOHHS Review of Hospital Specific Plans 

EOHHS shall review and assess each plan according to the following criteria: 

 

i. The plan is in the format and contains all required elements described herein and 

is consistent with the special terms and conditions, including STC 49(e)(3), STC 

49(e)(4), STC 49(e)(5), STC 52(b) and STC 52(c). 

 

ii. The plan conforms to the requirements for Categories 1, 2, and 3, and 4, as 

described in section IV (“Key Elements of Proposed Hospital Specific Plans”). 

 

iii. Category 1, 2, and 3 projects clearly identify goals, metrics, and expected results. 

Category 4 clearly identifies the population-focused health improvement 

measures to be reported. 
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iv. The amount and distribution of funding is in accordance with the stipulations of 

STC 49(e)(7), STC 52(c), Attachment I, and Section VIII (“Disbursement of 

DSTI Funds”). 

 

v. The plan and all of the projects proposed within are consistent with the overall 

goals of the DSTI program.    

 

By April 6, 2012, EOHHS will complete its initial review of each timely submitted 

hospital-specific DSTI plan proposal and will respond to the hospital in writing with any 

questions or concerns identified.  

 

The hospital must respond in writing to any notification by EOHHS of questions or 

concerns. The hospital’s response must be received by EOHHS within 3 business days of 

the aforementioned notification. The hospital’s initial response may consist of a request 

for additional time to address EOHHS’ comments; provided that the hospital’s revised 

plan must address all of EOHHS’ comments and must be received by EOHHS by April 

24, 2012. Each hospital must further revise its plan as needed to conform to the final 

approved master DSTI plan. Pending CMS approval of the master DSTI plan, each 

hospital must submit a revised plan that conforms to the final approved master plan by 

May 21, 2012. 

 

b) EOHHS Approval of Hospital Specific Plans  

By May 22, 2012, pending CMS approval of the master DSTI plan, EOHHS will take 

action on each timely submitted revised hospital-specific DSTI plan, will approve each 

such plan that it deems satisfactory according to the criteria outlined in above, and submit 

approved plans to CMS for final review and approval. 

 

c) CMS Review of Hospital Specific Plans 

 

1) CMS will review each hospital’s individual DSTI plan upon receipt of the plan as 

approved by EOHHS. CMS’ review will assess whether each hospital’s DSTI plan as 

approved by EOHHS meets the following criteria: 

 

i. The plan is in the format and contains all required elements described herein and 

is consistent with the special terms and conditions, including STC 49(e)(3), STC 

49(e)(4), STC 49(e)(5), STC 52(b) and STC 52(c). 

 

ii. The plan conforms to the requirements for Categories 1, 2, and 3, and 4, as 

described in section IV (“Key Elements of Proposed Hospital Specific Plans”). 

 

iii. Category 1, 2, and 3 projects clearly identify goals, metrics, and expected results. 

Category 4 clearly identifies the population-focused health improvement 

measures to be reported. 
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iv. The amount and distribution of funding is in accordance with the stipulations of 

STC 49(e)(7), STC 52(c), Attachment I and Section VIII (“Disbursement of DSTI 

Funds”).  

 

v. The plan and all of the projects proposed within are consistent with the overall 

goals of the DSTI program. 

 

2) During the 45-day review process for hospital-specific plans, CMS will complete an 

initial review of each eligible safety net hospital’s plan and will respond to the 

hospital in writing, with a copy to EOHHS, with any questions or concerns identified. 

If CMS finds that a component of a hospital’s plan is inconsistent with the specific 

requirements or the overall goals of the DSTI, CMS will request additional 

information from the eligible safety net hospital and may request a revision to the 

hospital’s project.  

 

The hospital must respond in writing to any notification by CMS of questions or 

concerns. The hospital’s response must be received by CMS within 3 business days of 

the aforementioned notification. The hospital’s initial response may consist of a 

request for additional time to address CMS’ questions, concerns, or request for 

revision. If CMS has requested a revised project, the hospital must revise the project 

to address CMS’ concerns and submit the revised project to CMS. 

 

d) CMS Approval of Hospital Specific Plans 

Pursuant to STC 49(e)(3), plans reviewed and approved by EOHHS will result in 

approval by CMS within 45 days of receipt from EOHHS, provided that the plan(s) meet 

all DSTI requirements as outlined above and in STC 49(e)(3). If CMS finds that a 

hospital’s plan meets all DSTI requirements, CMS may approve it at any time within the 

45-day period after receipt of the plan from EOHHS.  

 

1) Within 45 days of receipt of a hospital-specific plan from EOHHS, CMS will 

complete its review of each eligible safety net hospital’s plan and will either: 

 

i. Approve the plan; or 

 

ii. Notify EOHHS and the hospital if approval will not be granted for a 

component of the hospital’s plan. Notice will be in writing and will include 

any questions, concerns, or problems identified in the application.  

 

2) If CMS does not approve a hospital’s plan, the hospital must submit a revised plan 

that addresses CMS’ concerns, as described in the notification that the plan will not 

be approved, within 15 days of notification. CMS will respond within 15 days to the 

revision submitted by the hospital. If the revision meets the requirements for approval 

of the hospital’s plan, then CMS will provide such approval and permit the first DY 

15 payment of 50% of the hospital’s annual proportional DSTI allotment in 

accordance with the expedited DY 15 process under section VII (“Reporting and 

Payments in DY 15, DY 16, and DY 17”). If the revision does not meet the 
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requirements for final approval, the hospital must continue to revise the project(s) or 

component(s) in question until CMS determines that the project meets all DSTI 

requirements and provides approval of the hospital’s plan. 

 

e) Revisions to the Master Plan 

If the CMS review process for hospital-specific DSTI plans results in the modification of 

any component of any hospital’s plan, including but not limited to projects, measures, 

metrics, or data sources, that was not originally included in the approved master DSTI 

plan, the Commonwealth may revise the master DSTI plan accordingly. CMS will review 

and approve these proposed revisions within 30 days of submission by EOHHS, provided 

that the master DSTI plan revisions are in accordance with the final approved hospital-

specific plan(s) prompting the revision(s) and all applicable STC requirements. Such 

revisions to the master DSTI plan do not require a waiver amendment. 

 

 

VI. NON-FEDERAL SHARE OF DSTI PAYMENTS 

 

16. Identification of Allowable Funding Sources 

 

a) Allowable Funding Sources 

 

1) Allowable funding sources for the non-federal share of DSTI payments shall include 

all sources authorized under Title XIX and federal regulations promulgated 

thereunder. 

 

2) Except as provided in paragraph 16.a.3 below, the source of non-federal share of DY 

15, 16 and 17 DSTI payments will be state appropriations.   

 

3) The source of non-federal share of DYs 15, 16, and 17 DSTI payments to Cambridge 

Public Health Commission d/b/a Cambridge Health Alliance (CHA) will be an 

intergovernmental funds transfer. EOHHS will issue a request to CHA for an 

intergovernmental transfer in the amount of the non-federal share of the applicable 

incentive payment amounts at least 15 days prior to the scheduled date of payment. 

CHA will make an intergovernmental transfer of its funds to EOHHS in the amount 

specified by a mutually agreed timeline determined by EOHHS in consultation with 

CHA, and in accordance with the terms of an executed payment and funding 

agreement, and all applicable laws. Upon receipt of the intergovernmental transfer, 

EOHHS will draw the federal funding and pay both the nonfederal and federal shares 

of the applicable DY 15, DY 16 or DY 17 payment(s) to CHA according to a 

mutually agreed upon timeline determined by EOHHS in the consultation with CHA, 

and subject to state legislative appropriation and availability of funds, the terms of a 

payment and funding agreement, and all necessary approvals.   

 

b) CMS Approval of Funding Source 

The source of non-federal share for DSTI payments is subject to CMS approval. EOHHS 

shall provide CMS advance notice of a valid source of non-federal share and obtain CMS 
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approval prior to drawing down FFP for DSTI payments, provided that CMS shall render 

a decision on the source of non-federal share within 30 days of receiving sufficient 

documentation of the source of non-federal share. 

 

c) Change in Funding Source 

If the source of non-federal share of DSTI payments changes during the renewal period, 

EOHHS shall notify CMS and seek CMS’ approval of such change prior to claiming FFP 

for any payment utilizing such funding source.  No waiver amendment is required. 

 

VII. REPORTING AND PAYMENT IN DY 15, DY 16, AND DY 17 

 

17. Expedited Reporting and Payment in DY 15 

 

a) Hospital Reporting for Payment in DY 15 

 

1) Hospital-specific DSTI plan approval will serve as the basis for transaction of 50% of 

each hospital’s total DY 15 DSTI incentive payment amount. EOHHS will schedule 

the initial payment transaction for each hospital within 30 days following approval by 

CMS of that hospital’s plan, subject to state legislative appropriation and availability 

of funding, execution of a payment agreement provided by EOHHS, and all necessary 

approvals.  

 

2) By July 31, 2012, each hospital shall submit a report to the Commonwealth 

demonstrating progress on the achievement of its DY 15 metrics through June 30, 

2012. Pursuant to STC 53(c)(i), the report shall be submitted using the standardized 

reporting form approved by EOHHS and CMS. The report shall include the incentive 

payment amount being requested for the progress achieved in accordance with 

payment mechanics (see section VIII “Disbursement of DSTI Funds”).  The report 

shall furthermore include data on the progress made for all DY15 metrics and shall 

provide a narrative description of the progress made. The hospital shall submit, as an 

attachment to the report form, a copy or list of the data source as identified per metric 

in the hospital’s approved DSTI plan to demonstrate achievement of each DSTI metric 

for which the hospital is seeking an incentive payment.
11

 The hospital system shall 

have available for review by the Commonwealth or CMS, upon request, all supporting 

data and back-up documentation.  

 

This report will serve as the basis for authorizing payment of an amount up to the 

balance of each hospital-specific DY 15 DSTI incentive payment amount as approved 

by CMS in the hospital-specific DSTI plan. The actual payment amounts will be 

determined by EOHHS based on the achievement of the DY 15 metrics in accordance 

with the criteria established in Section VIII (“Disbursement of DSTI Funds”). EOHHS 

will schedule the payment transaction for each hospital for the approved amount of 

incentive funding based on each hospital’s achievement of DSTI metrics within 30 

                                                 
11

 For non-confidential data sources, the hospital will provide a copy of the data source itself; in the case that a copy 

of the data itself would compromise confidential patient data, the hospital may alternatively provide a list of the data 

source(s) used to determine metric achievement. 
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days following EOHHS approval of the hospital report, subject to state legislative 

appropriation and availability of funding, execution of a payment agreement provided 

by EOHHS, and all necessary approvals. 

 

b) Hospital Annual Year-end Report 

Pursuant to STC 53(c)(1)(ii), each hospital shall submit an annual report by July 31, 

2012. The annual report shall be prepared and submitted using the standardized reporting 

form approved by EOHHS and CMS. The annual report shall include data on the 

progress made for all metrics and shall provide a narrative description of the progress 

made, lessons learned, challenges faced, and other pertinent findings.  The hospital 

system shall have available for review by the Commonwealth or CMS, upon request, all 

supporting data and back-up documentation. 

 

c) Year-End Payment Reconciliation 

Based on its review and verification of each hospital’s annual year-end report, EOHHS 

will perform a reconciliation as an additional check to verify that all DSTI payments 

made to the hospital based on achievement of the applicable metrics were correct.  If, 

after the reconciliation process EOHHS determines that the hospital was overpaid, the 

overpayment will be properly credited to the Commonwealth and the federal government 

or will be withheld from the next DSTI payment for the eligible safety net hospital, as 

determined by EOHHS.  If, after the reconciliation process EOHHS determines that the 

hospital was underpaid, then subject to state legislative appropriation and availability of 

funds, the terms of a payment and funding agreement, and all necessary approvals, 

EOHHS will schedule necessary payment transaction(s), or will add the additional 

amount to the next DSTI payment for the eligible safety net hospital, as determined by 

EOHHS. 

 

If a governmental hospital provided the non-federal share of an overpayment determined 

by EOHHS, then EOHHS shall refund to the hospital the amount of the 

intergovernmental funds transfer attributable to the overpayment, provided that the 

hospital first refunds to EOHHS the full amount of the overpayment.  If EOHHS 

determines that a governmental hospital that elects to provide the non-federal share of 

DSTI payments was underpaid, then EOHHS will schedule the appropriate funding and 

payment transactions, or will adjust the payment amounts to the next DSTI funding and 

payment transactions for the governmental hospital, as determined by EOHHS and 

consistent with all terms and conditions regarding payment under the demonstration.   

 

d) Commonwealth Reporting to CMS in DY 15 

 

1) Quarterly and Annual Reporting 

Following approval of the master DSTI plan and hospital specific plans, pursuant to 

STC 53(c)(2), STC 58 and STC 59, DSTI will be a component of the 

Commonwealth’s quarterly operational reports and annual reports related to the 

Demonstration. These reports will include: 

 

i. All DSTI payments made to specific hospitals that occurred in the quarter; 
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ii. Expenditure projections reflecting the expected pace of future disbursements for 

each participating hospital; 

iii. An assessment by summarizing each hospital’s DSTI activities during the given 

period; and 

iv. Evaluation activities and interim findings of the evaluation design pursuant to 

STC 84. 

 

2) Claiming Federal Financial Participation  

The Commonwealth will claim federal financial participation (FFP) for DSTI 

incentive payments on the CMS 64.9 waiver form on a quarterly basis, using a 

specific waiver group set up exclusively for DSTI payments. FFP will be available 

only for DSTI payments made in accordance with all pertinent STCs and the 

stipulations of this master DSTI plan, including Section VIII (“Disbursement of DSTI 

Funds”). The Commonwealth and the hospital system receiving DSTI payment shall 

have available for review by CMS, upon request, all supporting data and back-up 

documentation. 

 

18. Reporting and Payment in DY 16 and DY 17 

 

a) Hospital Reporting for Payment 

Twice per year, each hospital seeking payment under the DSTI shall submit reports to the 

Commonwealth demonstrating progress on DSTI projects, measured by category specific 

metrics achieved during the reporting period. The reports shall be submitted using the 

standardized reporting form approved by EOHHS and CMS. The reports shall include the 

incentive payment amount being requested for the progress achieved on DSTI metrics in 

accordance with payment mechanics (see section VIII “Disbursement of DSTI Funds”).  

The report shall include data on the progress made for all Demonstration year metrics and 

shall provide a narrative description of the progress made; the mid-year report shall 

furthermore provide a narrative explaining how the hospital will achieve the remaining 

metrics for each project before the end of the year. The hospital shall submit, as an 

attachment to the report form, a copy or list of the data source as identified per metric in 

the hospital’s approved DSTI plan to demonstrate achievement of each DSTI metric for 

which the hospital is seeking an incentive payment.
12

  The hospital system shall have 

available for review by the Commonwealth or CMS, upon request, all supporting data 

and back-up documentation. These reports will be due as indicated below after the end of 

each reporting period: 

 

1) Reporting period of July 1 through December 31: the report and request for payment is 

due January 31. 

 

2) Reporting period of January 1 through June 30: the report and request for payment is 

due July 31. 

 

                                                 
12

 For non-confidential data sources, the hospital will provide a copy of the data source itself; in the case that a copy 

of the data itself would compromise confidential patient data, the hospital may alternatively provide a list of the data 

source(s) used to determine metric achievement. 
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These reports will serve as the basis for authorizing incentive payments to each hospital 

for achievement of DSTI metrics. The actual payment amounts will be determined by 

EOHHS based on the achievement of metrics in accordance with the provisions of 

Section VIII (“Disbursement of DSTI Funds”). EOHHS will schedule the payment 

transaction for each hospital within 30 days following EOHHS approval of the hospital 

report, subject to state legislative appropriation and availability of funding, execution of a 

payment agreement provided by EOHHS, and all necessary approvals.  

  

b) Mid-Year Assessment: Following submission of the semi-annual progress report due 

January 31, each hospital will meet with the Commonwealth for a formal presentation 

and assessment of progress made on all DSTI projects. This will provide an opportunity 

for collaboration and intervention as needed to ensure each hospital’s timely progress on 

DSTI projects. The Commonwealth will submit a written summary of these assessments 

to CMS as part of the quarterly operational reports as described in paragraph 18.e below. 

 

c) Hospital System Annual Year-End Report   

Pursuant to STC 53(c)(1)(ii), each hospital shall submit an annual report by July 31 

following the end of the Demonstration year. The annual report shall be prepared and 

submitted using the standardized reporting form approved by EOHHS and CMS. The 

report will include the information provided in the interim reports previously submitted 

for the Demonstration year, including data on the progress made for all metrics. 

Additionally, the eligible safety net hospital will provide a narrative description of the 

progress made, lessons learned, challenges faced, and other pertinent findings. The 

hospital system shall have available for review by the Commonwealth or CMS, upon 

request, all supporting data and back-up documentation. 

 

d) Year-end Payment Reconciliation 

Based on its review and verification of each hospital’s annual year-end report, EOHHS 

will perform a reconciliation as an additional check to verify that all DSTI payments 

made to the hospital based on achievement of the applicable metrics were correct. If, after 

the reconciliation process EOHHS determines that the hospital was overpaid, the 

overpayment will be properly credited to the Commonwealth and the federal government 

or will be withheld from the next DSTI payment for the eligible safety net hospital, as 

determined by EOHHS.  If, after the reconciliation process EOHHS determines that the 

hospital was underpaid, then subject to state legislative appropriation and availability of 

funds, the terms of a payment and funding agreement, and all necessary approvals, 

EOHHS will schedule necessary payment transaction(s), or will add the additional 

amount to the next DSTI payment for the eligible safety net hospital, as determined by 

EOHHS. 

 

If a governmental hospital provided the non-federal share of an overpayment determined 

by EOHHS, then EOHHS shall refund to the hospital the amount of the 

intergovernmental funds transfer attributable to the overpayment, provided that the 

hospital first refunds to EOHHS the full amount of the overpayment.  If EOHHS 

determines that a governmental hospital that elects to provide the non-federal share of 

DSTI payments was underpaid, then EOHHS will schedule the appropriate funding and 
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payment transactions, or will adjust the payment amounts to the next DSTI funding and 

payment transactions for the governmental hospital, as determined by EOHHS and 

consistent with all terms and conditions regarding payment under the demonstration.   

 

e) Commonwealth Reporting to CMS in DY 16 and DY 17 

 

1) Quarterly and Annual Reporting 

Pursuant to STC 53(c)(2), STC 58 and STC 59, DSTI will be a component of the 

Commonwealth’s quarterly operational reports and annual reports related to the 

Demonstration. These reports will include: 

 

i. All DSTI payments made to specific hospitals that occurred in the quarter; 

ii. Expenditure projections reflecting the expected pace of future disbursements for 

each participating hospital; 

iii. An assessment by summarizing each hospital’s DSTI activities during the given 

period, including a summary of the mid-year assessments of hospital progress 

when applicable; and 

iv. Evaluation activities and interim findings of the evaluation design pursuant to 

STC 84. 

 

2) Claiming Federal Financial Participation  

The Commonwealth will claim federal financial participation (FFP) for DSTI 

incentive payments on the CMS 64.9 waiver form on a quarterly basis, using a 

specific waiver group set up exclusively for DSTI payments. FFP will be available 

only for DSTI payments made in accordance with all pertinent STCs and the 

stipulations of this master DSTI plan, including Section VIII (“Disbursement of DSTI 

Funds”). The Commonwealth and the hospital system receiving DSTI payment shall 

have available for review by CMS, upon request, all supporting data and back-up 

documentation. 

 

VIII. DISBURSEMENT OF DSTI FUNDS 

 

19. DSTI Incentive Payments 

 

a) Eligibility for DSTI Incentive Payments 

DSTI payments for each eligible hospital are contingent on that provider meeting project 

metrics as defined in the approved hospital-specific plans.  As outlined in section VII 

(“Reporting and Payment in DY 15, DY 16, and DY 17”) of the master DSTI plan, 

eligible safety net hospitals will be able to receive DSTI incentive payments related to 

achievement of their metrics upon submission and approval of the required reports for 

payment.  DSTI incentive payments to an individual hospital may equal but not exceed 

the initial proportional allotment outlined in Attachment I. 

 

b) DY15 DSTI Payments 
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In DY15, each hospital will receive 50% of its annual proportional DSTI allotment based 

on CMS approval of its hospital-specific plan, pursuant to STC 49(e)(6) and Attachments 

E and I.  The remaining 50% of the hospital DSTI allotment will be based on successfully 

achieving metrics associated with approved projects within DSTI Categories 1, 2 and 3 as 

described in Section X (“Master DSTI Projects and Metrics”) and in approved hospital-

specific plans. No funding will be allotted to Category 4 in DY15. 

 

c) DY 16 and DY17 DSTI Payments 

In DY16 and DY17, DSTI funds will be available as incentive payments to each hospital 

based on successfully achieving metrics associated with approved projects within DSTI 

Categories 1, 2, 3, and 4 as described in Section X (“Master DSTI Projects and Metrics”) 

and in approved hospital-specific plans.  

 

20. DSTI Funding Allocation Formula 

 

a) Funding Allocation Formula for Categories 1-3      

  

1) In DY 15, 50% of total DSTI funds ($104.67 million) are available as incentive 

payments for successful achievement of metrics for projects in Categories 1-3. In 

DY16 and DY17, 75% of total DSTI funds ($157.00 million per year) are available as 

incentive payments for successful achievement of metrics for projects in Categories 1-

3. 

 

2) Projects within Categories 1-3 have an annual base value that is uniform across all 

projects, except for Project 3.9: Participate in a Learning Collaborative, for which the 

base value will be one-quarter that of other projects. The annual project base value is 

calculated by dividing the annual total available amount of DSTI funds ($104.67 

million in DY 15; $157 million in DY 16 and in DY 17) by a standard number of 

projects (6.25). The table below specifies the annual base values for projects in 

Categories 1-3. 

 

Annual Project Base Values for Categories 1-3 

DY/SFY Base Value for Projects 1.1-3.8 Base Value for Project 3.9 

DY15/SFY12 $16,746,667  $4,186,667 

DY16/SFY13 $25,120,000 $6,280,000 

DY17/SFY14 $25,120,000 $6,280,000 

 

3) Metrics within Categories 1-3 will have an annual base value that is uniform across all 

metrics in Categories 1-3, except for metrics for Project 3.9: Participate in a Learning 

Collaborative, for which the annual metric base value is one-quarter that of metrics 

associated with other projects. The annual metric base value is calculated by dividing 
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the annual project base value by a standard number of metrics (5). The table below 

specifies these annual base values for metrics in Categories 1-3. 

 

Annual Metric Base Values for Categories 1-3 

DY/SFY Annual Base Value for Metrics 

in Projects 1.1-3.8 

Annual Base Value for 

Metrics in Project 3.9 

DY15/SFY12 $3,349,333 $837,333 

DY16/SFY13 $5,024,000 $1,256,000 

DY17/SFY14 $5,024,000 $1,256,000 

 

4) On a hospital specific-basis, adjustments to the annual metric base value will be made:  

 

i. To reflect the hospital's proportional annual DSTI allotment pursuant to STC 

49(e)(7) and Attachment I. Each hospital must multiply the metric base value 

by its hospital-specific proportional allotment factor: 

 

Hospital-Specific Proportional Allotment Factor 

Eligible Safety Net Hospital Proportional Allotment Factor 

Cambridge Health Alliance 0.2143 

Boston Medical Center 0.4947 

Holyoke Medical Center 0.0389 

Lawrence General Hospital 0.0689 

Mercy Medical Center 0.0727 

Signature Healthcare Brocton Hospital 0.0798 

Steward Carney Hospital 0.0306 

 

ii. To adjust for the number of metrics for each project in the hospital’s final 

approved hospital plan, if this number varies from the standard number of 

metrics. This adjustment is calculated by multiplying the proportionally-

adjusted annual metric base value by the following metric ratio: (5/# metrics 

for the project). 
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iii. An optional factor at the specific hospital’s option to account for factors such 

as differences in quality infrastructure, differences in external supports for 

improvements, differences in patient populations, differential levels of metric 

goals, and differences between process metrics and improvement metrics, 

pursuant to STC 49(e)(7). In its individual DSTI Plan, if a hospital elects to 

utilize this adjustment factor, each hospital must provide a rationale for any 

adjustments made to metric base values. These additional adjustments must be 

budget neutral for the project, meaning that the total funding allotment for a 

project may not exceed the total funding allotment derived from the sum of 

annual metric base values adjusted for i and ii as described above. A metric 

adjustment (either up or down) may not exceed more than 20% of the metric 

base value. 

 

b) Funding Allocation Formula for Category 4 

 

1) No funding for Category 4 is allotted for DY 15. Funding for Category 4 in DY 16 and 

DY 17 is 25% of the total annual DSTI funding ($52.33 million per year). Payment for 

Category 4 metrics will be based on reporting of the common and hospital-specific 

measures in each hospital's approved individual DSTI plan. 

 

2) Category 4 metrics have an annual base value that is uniform across all Category 4 

measures. The metric base value is calculated by dividing the total annual available 

amount of DSTI funding in DY 16 and DY 17 for Category 4 ($52.33 million) by the 

total number of common measures and hospital-specific measures for Category 4. In 

DY 16, all hospitals will report on a minimum of 17 Category 4 measures (11 common 

measures and a minimum of 6 hospital-specific measures).  In DY17, all hospitals will 

report on a minimum of 18 Category 4 measures (12 common measures and a 

minimum of 6 hospital-specific measures). Hospitals may elect in approved hospital 

plans to report on up to a total of 15 Category 4 hospital-specific measures. The table 

below specifies the annual base value for metrics in Category 4 based on the minimum 

number of measures per hospital in each Demonstration year. 

 

Annual Metric Base Values for Category 4 

DY/SFY Base Value for Category 4 Metrics 

DY15/SFY12 N/A 

DY16/SFY13 $3,078,431 

DY17/SFY14 $2,907,407 

 

3) On a hospital specific-basis, adjustments to the annual metric base value will be made:  
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i. To reflect the hospital's proportional annual DSTI allotment pursuant to STC 

49(e)(7) and Attachment I. Each hospital must multiply the metric base value 

by its hospital-specific proportional allotment factor: 

 

Hospital-Specific Proportional DSTI Allotment Factor 

Hospital Proportional Allotment Factor 

Cambridge Health Alliance 0.2143 

Boston Medical Center 0.4947 

Holyoke Medical Center 0.0389 

Lawrence General Hospital 0.0689 

Mercy Medical Center 0.0727 

Signature Healthcare Brocton Hospital 0.0798 

Steward Carney Hospital 0.0306 

     

ii. To adjust for the number of hospital-specific Category 4 metrics in the 

hospital’s final approved hospital plan, if the hospital is reporting more than 

the minimum number of Category 4 measures. This adjustment is calculated 

by multiplying the proportionally-adjusted annual metric base value by the 

following metric ratios: for DY 16 (17/# metrics in Category 4 for the 

hospital), and for DY 17 (18/# metrics in Category 4 for the hospital). 

 

 

IX. PLAN MODIFICATION, GRACE PERIODS, AND CARRY-FORWARD & 

RECLAMATION 

 

21. Plan Modification Process 

 

a) Pursuant to STC 52(a)(9) and consistent with the recognized need to provide the hospitals 

some flexibility to evolve their plans over time and take into account evidence and 

learning from their own experience and from the field, as well as for unforeseen 

circumstances or other good cause, a hospital may request modifications to its plan. A 

hospital must submit a request for modification to EOHHS. Requests for plan 

modification must be in writing and must describe the basis for the proposed 

modification.   

 

b) Plan modifications include proposed changes to or replacement of selected milestones, 

metrics, and projects in Categories 1-3, as well as changes to or replacement of reporting 

measures in Category 4. Plan modifications may also address proposed changes in the 
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timeframe for achieving metrics in Categories 1-3. Acceptable reasons to approve a plan 

modification request are:   

 

1) Learning and knowledge acquired from project experience and/or external sources 

indicate that revising or reorienting project components or metrics would improve 

and/or enhance the project; 

2) Information that was believed to be available to achieve a metric or measure is 

unavailable or unusable, necessitating a modification to the hospital plan to revise or 

replace the metric/measure; 

3) A hospital identifies superior information to demonstrate achievement of a metric and 

requests a modification to incorporate that data source; 

4) External issues occur outside of the hospital’s control that require the hospital to 

modify or replace a metric, measure, or component of a project; 

5) New federal or state policies are implemented, or changes in Massachusetts market 

dynamics occur, that impact a DSTI project and a hospital seeks to update the 

affected project to reflect the new environment; 

6) A hospital encounters an unforeseen operational or budgetary change in 

circumstances that impacts project components, metrics, and/or timelines; 

7) A grace period request that meets the requirements of paragraph 22 below; and 

8) Other acceptable reasons, subject to review and approval by EOHHS and CMS, that 

are reasonable and support the goals of the DSTI program. 

 

c) With the exception of grace period requests, hospitals may request plan modifications at 

any time during the Demonstration renewal period. EOHHS shall take action on the plan 

modification request and submit recommended requests to CMS for approval within 15 

days of receiving a modification request.  CMS shall take action on the plan modification 

request within 30 days of receipt from EOHHS.    

 

d) Plan modifications associated with grace period requests, including EOHHS and CMS 

review timeframes, are further addressed in paragraph 23 below. 

 

22. Projects Primarily Focused on Infrastructure 

Pursuant to STC 52(c)(4)(iii), projects that focus primarily on infrastructure will have further 

limited rollover ability as defined in the master DSTI plan. For the purposes of the plan 

modification, grace period, and carry-forward provisions outlined below, projects that focus 

primarily on infrastructure are defined as those projects where 75% or more of the project 

metrics over the 3-year period of the Demonstration are related to: 

 

a) Building construction; 

 

b) Equipment purchases, including hardware and other physical equipment (excluding HIT 

system software); 

 

c) Environmental scans to identify frameworks and best practices to be utilized in the 

implementation of DSTI projects. 
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23. Grace Periods 

 

a) Pursuant to STC 52(c)(4)(ii), a hospital that needs additional time to achieve a metric 

beyond the Demonstration year may be granted a grace period for up to 180 days from 

the end of the Demonstration year if it requests and receives approval for a plan 

modification as described in paragraph 22 above. However, no grace period is available 

for DY 17 beyond June 30, 2014.  A hospital must have a valid reason, as determined by 

the Commonwealth and CMS, why it should be granted a grace period and demonstrate 

that the hospital is able to achieve the metric within the timeframe specified in the 

request. Acceptable reasons to approve a grace period request include: 

 

1) Additional time is needed to collect and prepare data necessary to report on a metric; 

 

2) Unexpected delays by third parties outside of hospital’s control (e.g., vendors) impact 

the timing of a metric achievement date; 

 

3) A hospital can show that a metric is near completion (e.g., hospital has completed 

most of the steps building up to a metric achievement, and needs additional time to 

finalize the last steps); 

 

4) An approved plan modification delays the timing for completing an approved metric; 

 

5) Other acceptable reasons, subject to review and approval by EOHHS and CMS that 

are reasonable and support the goals of the DSTI program. 

 

b) A hospital is required to submit a grace period request in writing to EOHHS accompanied 

by a proposed plan modification, pursuant to paragraph 21 above. The hospital must 

submit the request 75 days prior to the end of the Demonstration year for which the grace 

period is being sought. EOHHS shall determine its recommended action on a grace 

period request and plan modification and submit the request to CMS, with its 

recommendation, within 15 days.   CMS shall take action on the request within 30 days 

of receipt from EOHHS. Pursuant to STC 52(c)(4)(ii), the grace period request and plan 

modification must be decided by the Commonwealth and CMS 30 days prior to the end 

of the Demonstration year.     

 

c) A hospital that requests a grace period related to a metric is not precluded from 

alternatively claiming the incentive payment associated with the same metric under the 

carry-forward policy described in paragraph 24.   

 

d) If after submitting the grace period request, a hospital achieves the metric before June 30, 

the hospital may withdraw the grace period request and claim the incentive payment 

associated with the metric under the regular DSTI reporting process described in Section 

XII (“Reporting and Payments in DY 15, DY 16, and DY 17”). 
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e) Allowable Time Periods for Grace Period Requests 

 

1) Projects Not Primarily Focused on Infrastructure in Categories 1-3 

With respect to incentive payments associated with a project that is not primarily 

focused on infrastructure as defined in paragraph 22 above, the allowable time period 

for a grace period is 120 days from June 30 for DY 15 and DY 16. No grace period is 

available for DY 17 beyond June 30, 2014. 

 

2) Projects Primarily Focused on Infrastructure in Categories 1-3 

With respect to incentive payments associated with a project that is primarily focused 

on infrastructure as defined in paragraph 22 above, the allowable time period for a 

grace period is 60 days from the June 30 for DY 15 and DY 16. No grace period is 

available for DY 17 beyond June 30, 2014.  

 

3) Category 4 

With respect to incentive payments associated with a measure in Category 4, the 

allowable time period for a grace period is 60 days from June 30 for DY 16. No grace 

period is available for DY 17 beyond June 30, 2014.  

 

24. Carry Forward and Reclamation 

Hospitals may carry forward unclaimed incentive payments in DY 15 and DY 16 for up to 12 

months from the end of the Demonstration year and be eligible to claim reimbursement for 

the incentive payment according to the rules below. No carry-forward is available for DY 17. 

 

a) Projects Not Primarily Focused on Infrastructure in Categories 1-3 

With respect to incentive payments associated with projects in Categories 1-3 that are not 

primarily focused on infrastructure as defined in paragraph 22 above, if a hospital does 

not achieve a metric that was specified in its plan for completion in a particular year, it 

will be able to carry forward the available incentive funding associated with that metric 

for up to 12 months and receive full payment if EOHHS determines, based on 

documentation provided by the hospital, that the hospital meets the missed metric in 

addition to the corresponding metric associated with the year in which the payment is 

made, pursuant to STC 52(c)(4)(i). For purposes of carry-forward in this paragraph, a 

corresponding metric is a metric that is a continuation of a prior year metric and is readily 

quantifiable.   Examples of corresponding metrics include: 

 

1) A metric that shows a number or percentage increase in the same specific activity 

from the previous year; 

 

2) Each metric in Category 4 is considered to have a corresponding metric, which is the 

exact same metric being reported in the subsequent year. 

 

If there is no corresponding metric associated with the year in which the payment is 

made, the hospital will be able to carry forward the available incentive funding associated 

with the missed metric for up to 12 months and receive full payment if EOHHS 

determines, based on documentation provided by the hospital, that the hospital meets the 
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missed metric in addition to at least 25 percent of metrics associated with that project in 

the year in which the payment is made. If at the end of that subsequent Demonstration 

year, an eligible safety net hospital has not fully achieved a metric, it will no longer be 

able to claim that funding related to its completion of that metric. 

 

b) Projects Primarily Focused on Infrastructure in Categories 1-3 

With respect to incentive payments associated with projects in Categories 1-3 that are 

primarily focused on infrastructure as defined in paragraph 22 above, if an eligible safety 

net hospital does not achieve a metric that was specified in its plan for completion in a 

particular year, it will be able to carry forward the available incentive funding associated 

with that metric for up to 12 months and be available for full payment if EOHHS 

determines, based on documentation provided by the hospital, that the hospital meets the 

missed metric in addition to at least 50 percent of metrics associated with that project in 

the year in which the payment is made.  If at the end of that additional Demonstration 

year, an eligible safety net hospital has not fully achieved a metric, it will no longer be 

able to claim that funding related to its completion of that metric. 

 

c) Category 4 Measures 

If an eligible safety net hospital does not report a measure in Category 4 that was 

specified in its plan for completion in a particular year, it will be able to carry forward the 

available incentive funding associated with that reporting measure for 12 months and be 

available for full payment if EOHHS determines, based on documentation provided by 

the hospital, that the hospital meets the missed reporting measure in addition to the 

corresponding measure within the year the payment is made.  If at the end of that 

subsequent Demonstration year, an eligible safety net hospital has not fully achieved a 

metric, it will no longer be able to claim that funding related to its completion of that 

metric. 
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X. MASTER DSTI PROJECTS AND METRICS 

 

25. Projects in Categories 1-3  

This section presents a menu of Categories 1, 2, and 3 projects from which an eligible safety 

net hospital may select when designing its individual hospital DSTI plan.  Within each 

project, a hospital may select from an array of process measures and improvement measures 

and include at least one process measure and one improvement measure for each project over 

the Demonstration period that support the goals of the project, and related metric(s). The 

mandatory Project 3.9, “Participate in a Learning Collaborate,” will only have required 

process measures, as its purpose is to establish a forum for eligible DSTI safety net providers 

to learn from other providers that share similar goals and to support the development of a 

shared culture of continuous improvement and innovation, which will facilitate and enhance 

the individual hospital’s efforts to advance the Triple Aim through their DSTI projects.   

 

26. Explanation of Terms for Categories 1-3 

 

a) Project Goal: This component describes the purpose of the project and how it 

supports the goals of the Category. 

 

b) Potential Project Elements:  This component lists example approaches/elements a 

hospital plan may adopt to implement the project goal.  

 

c) Key Measures:  This component includes the measures from which the eligible safety 

net hospital may choose: 

 

1) Process Measures: These measures are key process steps leading towards a 

project’s full implementation and results;  

 

2) Improvement Measures: These measures represent the process results or other 

major milestones of the project. 

 

d) Metric:  For a measure selected, the hospital plan shall incorporate a related metric 

that may be tailored to the hospital plan.  For example, a hospital may tailor a metric 

to target a specific population; or a hospital may include metrics based on an absolute 

number or metrics based on a percentage.   

 

e) Data Source:  The data source identifies appropriate sources of information that a 

hospital may use to support and verify the measure/metric.  Hospital plans also may 

identify alternative sources appropriate to their individual hospital system and that 

provide better or comparable information. 

 

27. Category 4 Measures  

This section includes a menu of Category 4 measures related to population-focused 

improvements. The purpose of Category 4 is to evaluate the impact of the investments and 

system changes described in Categories 1, 2 and 3 through population-focused measures. 
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Category 4 metrics shall recognize that the population-focused objectives do not guarantee 

outcomes but result in learning, adaptation, and progress. As such, eligible safety net 

hospitals will measure and report on selected measures but will not have milestones 

associated with the achievement of specific improvements. Hospitals shall commence 

reporting Category 4 measures starting in Demonstration Year 16 (SFY 2013). 

 

a) Common measures: All participating safety net hospitals will develop plans to report 

on a core set of Category 4 measures that are included in Section X, paragraph 31 

below. Hospitals shall report on 11 Common Measures in Demonstration Year 16 

(SFY 2013) and report on one additional Common Measure in Demonstration Year 

17 (SFY 2014), for a total of 12 Common Measures in Demonstration Year 17. 

 

b) Hospital-specific measures: For each project a hospital selects in its individual DSTI 

plan, the hospital shall elect at least one Category 4 hospital-specific measures up to a 

total of 15 Category 4 hospital-specific measures on which the hospital will include a 

plan to report, selected from the list included in Section X, paragraph 31 below. 

Project 3.9:  Participate in a Learning Collaborative will not have associated Category 

4 hospital-specific measures.   
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28. Category 1: Development of a Fully Integrated Delivery System 

This category includes investments in projects that are the foundation of delivery system 

change to encompass the concepts of the patient-centered medical home (PCMH) model to 

increase delivery system efficiency and capacity.  Examples include: 

 

I. Investments in communication systems to improve data exchange with medical home 

sites; 

II. Integration of physical and behavioral health care; 

III. Development of integrated care networks across the continuum of care; 

IV. Investments in patient care redesign efforts, such as patient navigators, alternative 

delivery sites, alternative office hours, etc. 

 

Introduction 

 

The fragmentation of the nation’s health care delivery system has long been cited as one of 

the primary obstacles to achieving improved health outcomes while maintaining health care 

affordability. A 2008 report by the Commonwealth Fund pointed to the "cottage industry" 

nature of the U.S. health care system—characterized by fragmentation at the national, state, 

community, and practice levels: “There is no single national entity or set of policies guiding 

the health care system; states divide their responsibilities among multiple agencies, while 

providers practicing in the same community and caring for the same patients often work 

independently from one another.”
13

 Fragmentation hinders providers’ ability to deliver high-

quality, efficient care, especially for patients obtaining care from multiple providers in a 

variety of settings. It also leads to waste and duplication. The report specifically observed the 

following about the nation’s current health care system: 

 

 Patients and families navigate unassisted across different providers and care settings, 

fostering frustrating and dangerous patient experiences; 

 Poor communication and lack of clear accountability for a patient among multiple 

providers lead to medical errors, waste, and duplication; 

 The absence of peer accountability, quality improvement infrastructure, and clinical 

information systems foster poor overall quality of care; and, 

 High-cost, intensive medical intervention is rewarded over higher-value primary care, 

including preventive medicine and the management of chronic illness. 

 

The report recommended policies to promote greater organization of the delivery system to 

achieve gains in the quality and value of care, including payment reform, investments in 

health information technology, and government support to facilitate or establish the 

infrastructure for organized delivery systems, for example through assistance in establishing 

care coordination networks, care management services, after-hours coverage, health 

information technology, and performance improvement activities. 

 

                                                 
13

Shih A, Davis K, et al. “Organizing the U.S. Health Care Delivery System for High Performance.” The 

Commonwealth Fund.  Aug. 2008. 
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Similarly, the Massachusetts Special Commission on the Health Care Payment System issued 

a set of payment reform recommendations in 2009 to promote a health care delivery system 

with features such as:  

 

 Patient-centered care with a strong focus on primary care;  

 An emphasis on clinical integration and attention to quality;  

 Patient-centered medical home capacity; and, 

 Hospitals, physicians and/or other clinician and non-clinician providers working as a 

team to manage both the provision and coordination of care for the full range of 

services that patients are expected to need.
14

 

 

Additionally, the U.S. Department of Health and Human Services adopted the goal of 

promoting integrated delivery systems under the “Triple Aim” framework, first articulated by 

Don Berwick in 2008: 

 

 Better Care: improve the overall quality of the US health system by making health 

care more patient-centered, reliable, accessible, and safe.   

 Better Health: improve the health of the U.S. population by supporting proven 

interventions to address behavioral and social determinants of health, and enhancing 

the quality of care delivered.  

 Lower Costs: reduce the cost of the improved care delivery for individuals, families, 

employers, and the government. 

 

A growing body of evidence shows strong support for the kinds of integrated care models 

being proposed by state and federal policymakers. Research comparing nations, states and 

regions within the U.S., and specific systems of care has shown that health systems built on a 

solid foundation of primary care deliver more effective, efficient, and equitable care than 

systems that fail to invest adequately in primary care.
15

 According to a 2006 study by the 

Commonwealth Fund, when adults have a medical home, their access to needed care, receipt 

of routine preventive screenings, and management of chronic conditions improve 

substantially. The study also found that when primary care physicians effectively manage 

care in the office setting, patients with chronic diseases like diabetes, congestive heart failure, 

and adult asthma have fewer complications, leading to fewer avoidable hospitalizations.
16

 

 

Other evidence suggests that integrating mental health care with primary medical care and 

other services can enhance patients' access to services, improve the quality and effectiveness 

of their care, and lower overall health care costs.
17

 Research studies have increasingly 

evaluated the interface between physical and mental health, as well as integrated approaches 

                                                 
14

 “Recommendations of the Massachusetts Special Commission on the Health Care Payment System.” 

Massachusetts Special Commission on the Health Care Payment System. July 16, 2009.  
15

Beal AC, Doty MM, et al. “Closing the Divide: How Medical Homes Promote Equity in Health Care: Results 

From The Commonwealth Fund 2006 Health Care Quality Survey.” The Commonwealth Fund. June 2007. 
16

 Ibid. 
17

 APA Practice Organization. “Research roundup: Integrating physical and behavioral health interventions into 

psychological service delivery.” ,Practice Update. Apr. 2011. 
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to mental and physical health care that have implications for the future of psychological 

practice. 

 

In recognition of the importance of addressing the problems associated with the fragmented 

health care delivery system, Category 1 projects encourage greater organization and 

development of fully integrated delivery systems as a foundational aspect to health care 

delivery system transformation. It is a critical factor for the eligible safety net hospitals to 

advance their safety net systems for future success under payment reform. The array of 

projects within this category reflects differences in local health care environments and varied 

starting places among the safety net hospitals. Some of the Massachusetts safety net hospitals 

have more traditional inpatient hospital configurations with affiliated or independent 

provision of ambulatory care and physician services, while others have the full spectrum of 

primary care, ambulatory care, and physician services as part of the safety net hospital 

system’s existing structure. As a result, the projects in Category 1 advance integration as 

appropriate for each individual provider. For example, some hospitals require foundational 

elements to address current gaps or systems needs to develop an integrated delivery system, 

while others are focused on expansion of PCMH models within their primary care practices. 

In addition to PCMH development, Category 1 projects embody other innovations in delivery 

system integration, such as integration of behavioral and physical health services in primary 

care practices or emergency departments, the use of culturally competent patient navigators 

to connect patients with the right care, and the creation of a practice support center to 

streamline administrative functions and increase access to care for patients. While the 

eligible safety net hospitals will begin implementing their Category 1 projects from different 

foundational capacities, they share a vision and commitment toward delivery system 

integration as a foundation toward transformation and improved health outcomes for safety 

net populations.  

 

The eligible safety net systems may select from among the projects described below, as 

specified, for inclusion in their Category 1 DSTI plans. 
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Project 1.1: Patient Centered Medical Home 

 

Project Goal 

The goal of projects under this heading is to expand or enhance the delivery of care provided through 

the Patient-Centered Medical Home (PCMH) model. The PCMH provides a primary care "home base" 

for patients. Under this model, patients are assigned a health care team who tailors services to a 

patient’s unique health care needs, effectively coordinates the patient’s care across inpatient and 

outpatient settings, and proactively provides preventive, primary, routine and chronic care. Federal, 

state, and DSTI hospitals share goals to promote more patient-centered care focused on wellness and 

coordinated care.   In addition, the PCMH model is viewed as a foundation for the ability to accept 

alternative payment models under payment reform.  “PCMHs can be seen as the hub of the integrated 

care system”
18

, and “the medical home model supports fundamental changes in primary care service 

delivery and payment reforms, with the goal of improving health care quality.”
19

   

 

PCMH development is a multi-year transformational effort and is viewed as a foundational way to 

deliver care aligned with payment reform models and the Triple Aim goals of better health, better 

patient experience of care, and ultimately better cost-effectiveness.
20

 
21

   By providing the right care at 

the right time and in the right setting, over time, patients may see their health improve, rely less on 

costly ED visits, incur fewer avoidable hospital stays, and report greater patient satisfaction.  

 

These projects all are focused on the concepts of the PCMH model; yet, they take different shapes for 

different providers. Safety net hospitals’ approaches may vary based on the composition of and 

relationships between providers in the health care delivery system, or they may be tailored to specific 

patient populations such as those with chronic diseases. Hospitals may pursue a continuum of projects 

including PCMH readiness preparations, the establishment or expansion of medical homes which may 

include gap analyses and eventual application for PCMH recognition to a nationally recognized 

organization such as NCQA, or clinical collaboration by a hospital system toward referral and care 

coordination systems with an affiliated PCMH, as well as educating various constituent groups within 

hospitals and primary care practices about the essential elements of the NCQA medical home 

standards. The development of primary care readiness for implementing patient-centered medical 

home delivery models may happen within a safety net hospital, or with a hospital in collaboration with 

affiliated or non-affiliated primary care physician practices. 

 

 

                                                 
18

 “Stage Demonstration to Integrate Care for Dual Eligible Individuals.” Commonwealth of Massachusetts 

Executive Office of Health and Human Services, Office of Medicaid.  Proposal to the Center for Medicare and 

Medicaid Innovation. (Dec. 2011) page 7. 
19

 “Overview of PCMHI.” Commonwealth of Massachusetts Executive Office of Health and Human Services, Office 

of Medicaid. Massachusetts Patient Centered Medical Home Initiative. 2012. Available at 

,http://www.mass.gov/eohhs/gov/commissions-and-initiatives/healthcare-reform/pcmhi/   
20

 Cosway R et al., “Analysis of Community Care of North Carolina Cost Savings.” Milliman, Inc. 2011.   
21

 Grumbach K and Grundy P.. “Outcomes of Implementing Patient Centered Medical Home Interventions: A 

Review of the Evidence from Prospective Evaluation Studies in the United States.” Patient-Centered Primary Care 

Collaborative Nov. 2010. 

http://www.mass.gov/eohhs/gov/commissions-and-initiatives/healthcare-reform/pcmhi/
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Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Develop and implement action plans to eliminate gaps in the development of various aspects of 

PCMH standards. 

B. Utilize a gap analysis to assess and/or measure hospital-affiliated and/or hospital-employed PCPs’ 

NCQA PCMH readiness. 

C. Conduct feasibility studies to determine necessary steps to achieve NCQA PCMH status (e.g., 

Level 1, 2, or 3) with hospital-affiliated and/or employed-PCPs. 

D. Conduct educational sessions for primary care physician practice offices, hospital boards of 

directors, medical staff and senior leadership on the elements of PCMH, its rationale and vision.  

E. Collaborate with an affiliated Patient-Centered Medical Home to integrate care management and 

coordination for shared, high-risk patients.  

F. Improve data exchange between hospitals and affiliated medical home sites.  

G. Develop best practices plan to eliminate gaps in the readiness assessment. 

H. Restructure staffing into multidisciplinary care teams that manage a panel of patients where 

providers and staff operate at the top of their license.  

I. Establish or expand patient-centered medical homes. 

J. Apply for Patient-Centered Medical Home recognition by a nationally recognized organization 

such as NCQA.  

K. Empanel patients who would most benefit from medical homes (as specified in hospital-specific 

plans) 

L. Actively manage medical home patient panels. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Identify physician champion 

at hospital and affiliated 

practices to educate and lead 

PCMH initiative. 

 Document of physician 

champions 

 Internal hospital 

records/documentation 

2. Educate stakeholders 

including patients, hospital 

and affiliated practices’ 

leadership, primary care 

offices, and staff members 

on the elements of PCMH 

rationale and vision. 

 Document attendance of 

attending education program 

on the elements PCMH 

rationale and vision or 

 Education materials 

developed and distributed on 

benefits of PCMH 

 Internal hospital 

records/documentation of 

attendance and educational 

content 

 Internal hospital 

records/documentation of 

distribution of educational 

materials 

3. Establish a PCMH working 

group and design a tool to 

assess readiness gaps.  

 Document creation of work 

group 

 Document development of 

tool 

 Internal hospital 

records/documentation & 

meeting minutes 

 NCQA requirements 

4. Conduct a gap analysis 

against PCMH criteria from 

a nationally recognized 

 Documentation of a 

completed, gap analysis 

required.   

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

agency (e.g., NCQA).   In addition to completed gap 

analysis, other metrics may 

include: 

 Documentation of 

completed action plan 

for each primary care 

site. 

 Documentation of action 

efforts towards PCMH 

accreditation 

 Identification of 

internal/external 

resources to be allocated 

to each site to begin 

implementation of plan. 

 Documentation of work 

plan to complete gap 

assessment against 

NCQA medical home 

recognition criteria 

5. Prioritize PCMH readiness 

gaps identified in gap 

analysis. 

 Develop action plan to 

address gap 

 Documentation of 

completed action plan 

6. Implement findings of gap 

analysis and components of 

action plan. 

 Documentation that 

findings have been 

implemented 

 Internal hospital 

records/documentation 

7. Establish criteria for medical 

home assignment and 

empanelment, including for 

the targeted patient 

population 

 Establish criteria for 

medical home assignment 

 Document submission of 

empanelment criteria 

8. Develop reports for panel 

size per provider/care team. 
 Report developed for panel 

size per provider/care team 

 Document submission of 

panel productivity 

9. Identify sites to transform 

into PCMHs. 
 Identify at least X number 

of additional primary care 

sites for PCMH 

transformation 

 Documentation of the 

selection of X number of 

primary care sites 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

10. Develop approach and 

toolkit to assist primary care 

practices with patient 

engagement in Practice 

Improvement. 

 Documentation of patient 

engagement approach and 

toolkit to assist practices to 

identify and engage patients 

effective in practice 

improvement activities 

 Copy of framework and 

toolkit from hospital 

records. 

11. Establish a joint team of 

Hospital and PCMH Practice 

representatives to analyze 

gaps and determine priorities 

for the integration of care 

management and 

coordination for target 

patient population [e.g., 

diabetes (DM), congestive 

heart failure (CHF), chronic 

obstructive pulmonary 

disease (COPD)]. 

 Documentation of regular 

meetings and 

communications of the Joint 

Hospital/PCMH Team 

 Joint team minutes 

12. Identify areas of 

improvement in 

Hospital/PCMH practice 

linkages related to NCQA 

requirements for PCMHs. 

 Report on at least X
22

 factors 

for improvement related to 

the identification of 

individual patients and care 

management plans that will 

be jointly addressed by the 

Hospital and PCMH Practice 

 Gap analysis based on 2011 

NCQA PCMH 

Documentation tracking tool 

13. Identify existing clinical and 

demographic data on target 

patient population(s) 

targeted for PCMH Practice. 

 Report of clinical data 

elements that currently exist 

at each institution for the 

target patient population 

 Electronic medical record 

databases for each institution 

and joint team meeting 

minutes 

14. Establish a hospital/ PCMH 

practice agreement outlining 

data elements to be tracked 

for target patient population. 

 Report of clinical data 

elements that currently exist 

at each institution and data 

elements that need to be 

developed for the targeted 

conditions as agreed upon by 

parties from both institutions 

 Electronic medical record 

database and joint team 

meeting minutes 

                                                 
22 Throughout this document, where “X” appears in relation to project measures and metrics, each hospital 
electing the measure or metric will specify the appropriate number or percentage within its hospital specific 
plan. As each hospital has a unique starting place for DSTI projects, the master DSTI plan provides flexibility 
for each hospital to determine an appropriate level of improvement relative to its own baseline.  
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

15. Develop a Joint Hospital 

and PCMH Practice 

comprehensive plan for care 

management and 

coordination including data 

items to be tracked, clinical 

roles and agreements, and 

care management processes 

among relevant providers in 

the area. 

Select all metrics: 

 Report identifying the roles 

and community organizations 

needed to integrate care 

related to the factors.  

 Documented agreements 

between health and health-

related entities in the 

community and the Hospital 

and PCMH Practice 

 Map Care Management 

Processes for 

Hospital/PCMH Practice 

patients with targeted chronic 

conditions  

 Develop baseline on the 

percentage of shared patients 

who have had documented 

care management/ 

coordination interventions 

from hospitals and PCMH 

practices relating to the 

selected factors agreed to in 

the first year (e.g., sharing of 

treatment plans and other 

medical interventions, 

disease specific education 

administered, medication 

reconciliation, and 

psychosocial, economic, 

environmental, and cultural 

factors that create barriers to 

care). 

Summaries of consultation 

between the joint team and 

professionals from other 

community agencies.  

 Reports on shared patients 

with referrals made to a 

certified educator for a 

specific chronic disease 

 Agreements with health-

related entities 

 Joint Team report 

 Hospital and PCMH 

Practice electronic databases 

16. Perform evaluation of 

implementation plan for care 

management and 

coordination.  

 Development of evaluation 

report 

 Minutes of Hospital/PCMH 

Practice executive meetings 

to review progress on DSTI 

initiatives 

17. Establish baseline data for 

preventive health measures 

in participating primary care 

practices. 

 Baseline rate for influenza 

vaccination 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

18. Establish baseline data of 

hospital and PCMH shared 

hospitalized patients with a 

chronic disease who receive 

a referral to an educator for 

their chronic condition. 

 Baseline measure of hospital 

and PCMH shared 

hospitalized patients with a 

chronic disease who receive 

a referral to an educator for 

their chronic condition 

 Internal hospital 

records/documentation 

19. Establish a Quality 

Committee for Primary Care 

Practice. 

 Documentation of QI 

committee minutes that 

reviews Quality Dashboard 

performance 

 Hospital Committee minutes 

 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

1. Implement action plan(s) to 

eliminate gaps in PCMH 

readiness identified by a 

nationally recognized entity 

(e.g., NCQA). 

 X percent of plan 

implemented to address a 

PCMH readiness standard 

defined by a nationally 

recognized entity (e.g., 

NCQA) 

 Internal hospital 

records/documentation 

2. Apply for PCMH 

recognition for selected 

number of primary care 

sites (e.g., NCQA 

accreditation). 

 Apply for medical home 

recognition from NCQA for 

X number of primary care 

sites 

 Documentation of 

application to nationally 

recognized agency 

3. Address action plan items 

for seeking Higher Level 

NCQA PCMH 

Certification. 

 Initiate and improve referral 

tracking 

 Establish and document 

patient self-care and patient 

education in EMR 

 Internal hospital 

records/documentation 

4. Achieve medical home 

recognition for selected 

number of primary care 

sites from a nationally 

accredited agency (e.g., 

NCQA). 

 Achieve medical home 

recognition for X number of 

primary care sites from 

NCQA 

 Documentation of NCQA 

accreditation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

5. Develop patient 

empanelment to medical 

home care teams and/or 

care teams managing panels 

of patients for targeted 

number of patients. 

 Submission of team structure 

and team panel size for X 

number of patients 

 Hospital documentation of 

submission of care team 

structure for X number of 

patients 

6. Engage patients in practice 

improvement at increasing 

number of primary care 

sites. 

 X number of primary care 

sites have patients engaged in 

practice improvement 

activities. X number increase 

in number of primary care 

sites with patients engaged in 

practice improvement 

activities 

 

 

 

 Documentation of defined 

number sites have patients 

engaged through minutes of 

practice improvement 

activities 

7. Implement a joint plan for 

efficient care management 

and coordination and 

tracking care. 

 Reports of key measures of 

care management and 

coordination of patients with 

targeted chronic conditions 

(e.g., DM, CHF, and COPD). 

Key measures will include 

the annual percentage of 

patients with these conditions 

that have documented 

interventions relating to care 

management and 

coordination across multiple 

institutions 

 Hospital and PCMH Practice 

Reporting Tools 

8. Increase number or percent 

of target patient population 

with a chronic condition 

who receive a referral to a 

certified educator for their 

chronic condition following 

hospital discharge to home. 

 Percentage increase in target 

patient population with a 

chronic condition who 

receive a referral to a 

certified educator for their 

chronic condition following 

hospital discharge to home 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

9. Identify system-wide 

opportunities for PCMH 

readiness steps and gap 

closure and increase 

number of gaps closed over 

the demonstration years. 

 Report on gap closure for key 

system-wide PCMH 

readiness steps 

 Documentation of number of 

gaps closed 

 Document X increase in 

number of system-wide 

PCMH readiness gaps closed 

 Hospital documentation of 

progress on key PCMH 

readiness system-wide gap 

closure elements 

10. Work to improve baseline 

performance and data 

capture of 1 preventive 

health measure in selected 

primary care sites. 

 Influenza vaccination rate for 

population 

 Internal hospital 

records/documentation 

11. Expand performance 

improvement program to 1 

cancer screening measure; 

ongoing performance 

improvement in prior year 

selected measure. 

 Improve by X % Influenza 

Vaccination in participating 

Primary Care Practices from 

baseline measure 

 Measure baseline rate of 

Cervical Cancer Screening in 

participating primary care 

practices 

 Internal hospital 

records/documentation 
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Project 1.2: Integrate Physical Health and Behavioral Health 

 

Project Goal 

The goal of projects under this heading is to integrate care delivery models for physical health and 

behavioral health (BH). This is an especially crucial effort for Medicaid and other populations that 

have co-occurring chronic health and mental health conditions. Treatments for patients that present 

with mental health and/or substance abuse concerns are integrated with physical health by focusing on 

patient-centeredness, and implementing process improvements to further align organizational 

resources to provide appropriate treatment in the appropriate setting at the appropriate time. This 

project contemplates that hospitals can design behavioral health-physical health innovations in the 

acute hospital (emergency and inpatient setting) or in the primary care setting.  

 

According to a recent study released by the Robert Wood Johnson Foundation, only 33% of patients 

with BH conditions (24% of the adult population) receive adequate treatment.
23

 Patients with BH 

issues experience higher risk of mortality and poor health outcomes, largely due to a lack of 

preventive health services and poorly controlled co-morbid medical disease. These patients often have 

complex medical and social issues such as multiple chronic health conditions, low income, housing 

insecurity, social isolation, and social dis-coordination that severely impact their health and social 

functioning.   

 

Caring for this population requires a comprehensive, whole person approach within an integrated 

system prepared to care for the medical, BH, and social conditions faced by safety net patient 

populations. Milestones include utilizing evidence-based practices to inform the development of 

guidelines for managing patients with mental health and substance abuse concerns.
24

  One effective 

evidence-based strategy that has been shown to improve Triple Aim outcomes in patients with 

depression, the most prevalent BH disorder, is the DIAMOND/IMPACT model of care, which may 

serve as a reference for hospitals in developing their physical health and behavioral health integrated, 

collaborative care models. Among the key elements of these care models:  screening for high 

prevalence mental health conditions, co-location of BH clinicians into primary care settings, 

collaborative meetings held by primary care and BH team members to discuss cases, training of 

primary care and BH staff on effective screening and collaborative care, the presence of tracking 

systems and registries to support effective monitoring of patients, the “Stepped Care” approach for 

appropriate level of treatment, care management for the highest risk patients with mental health and 

substance abuse disorders, and relapse prevention, among others.
25

     

                                                 
23

 Druss BG, Reisinger Walker E., “Mental Disorders and Medical Co-Morbidity.”  Robert Wood Johnson 

Foundation, The Synthesis Project: Issue 21 (2011). 
24

 Knesper, D.J., “Continuity of care for suicide prevention and research: suicide attempts and suicide deaths 

subsequent to discharge from the emergency department or psychiatric inpatient unit.” American Association of 

Suiciology and Suicide Prevention Resource Center. 2010. 

“Emergency Severity Index, Version IX: Implementation Handbook.” Agency for Health Care Research and 

Quality. 2012,  Available at https://www.ahrq.gov. 

“Medical evaluation of psychiatric patients,.” Emergency Nurses Association. 2010.  Available at 

https://www.ena.org. 

“Substance abuse (alcohol and drug) in the emergency care setting,.” Emergency Nurses Association. 2010.  

Available at https://www.ena.org. 
25

 Katon W., MD. “The Diamond Model.” (based on Katon’s Collaborative Care Model for depression) and  

https://www.ahrq.gov/
https://www.ena.org/
https://www.ena.org/
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Project Goal 

Over time, projects have the potential to yield improvements in the level of care integration and 

coordination for patients with co-occurring medical and mental health conditions and ultimately better 

health and better patient experience of care.  

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Better identify patients needing behavioral health care.  

B. Conduct an analysis of the system’s behavioral health population. 

C. Improve coordination and referral patterns between primary care and behavioral health.  

D. Train primary care providers in behavioral health care.  

E. Develop and implement an integrated, collaborative care model to integrate primary care and 

behavioral health at primary care sites with co-located behavioral health services. 

F. Develop and implement plans to integrate physical and behavioral health care for patients with 

behavioral health and substance abuse issues in the Emergency Department (ED). 

G. Implement physical-behavioral health integration pilots.  

H. Implement integrated care models and assess outcomes of the model. 

I. Link patients with serious mental illnesses to a medical home or another care management 

program. 

J. Measure patient satisfaction levels of Mental Health/Substance Abuse (MH/SA) Emergency 

Department patients. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Conduct an analysis of the 

behavioral health population 

at the hospital. 

 Baseline analysis of 

behavioral health patient 

population, which may 

include patient 

demographics, utilization 

of emergency room and 

inpatient services, most 

common sites of mental 

health care, most prevalent 

diagnoses, co-morbidities 

 Internal hospital 

records/documentation 

                                                                                                                                                             
Unutzer J.,MD. “IMPACT Study.” (as well as numerous other controlled trials). Institute for Clinical Systems 

Improvement and Minnesota Family Health Services. Presentation to the Institute for HealthCare Improvement 

Annual Forum, Dec. 2010. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

2. Develop an integrated, 

collaborative care model for 

behavioral health patients at 

primary care sites with co-

located behavioral health 

services using the Stepped 

model and the 

Diamond/Impact model as a 

framework. 

 Submission of document 

describing the integrated 

care model for behavioral 

health patients at primary 

care sites with co-located 

behavioral health services 

 Internal hospital 

records/documentation 

3. Develop recommendations for 

measures to be used across 

hospital’s primary care sites 

toward behavioral health 

integration in primary care, 

such as screening for high 

prevalence conditions such as 

depression or substance abuse 

disorder. 

 Submission of 

recommended measures to 

track behavioral health 

integration in primary care 

 Internal hospital 

records/documentation, 

such as minutes for 

ambulatory department or 

mental health department 

4. Establish baseline for adult 

diabetes depression screening 

in primary care-behavioral 

health integration pilot site(s).  

 Establish baseline rates for 

percent of patients 18-75 

years of age with diabetes 

(type 1 or type 2) who were 

screened for depression 

using PHQ-2 or other 

approved screening 

instruments during the 

measurement period at 

implemented pilot site(s) 

(NQF 0575) 

 Internal hospital 

records/documentation 

5. Receive approval from 

Department of Public Health 

to operate remodeled hospital 

emergency department 

behavioral health “Psych 

Pods.” 

 Approval from DPH  DPH letter 

6. Develop guidelines for 

management of the behavioral 

health patients in the hospital 

ED. 

 Signed approval of 

guidelines by hospital 

officials 

 Documentation of 

guidelines approval 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

7. Engage vendor to identify 

actionable process 

improvements in treating 

MH/SA patients in the 

hospital ED and to collect 

qualitative data on delivery of 

care for behavioral health 

patients. 

 Signed letter of agreement 

with vendor 

 Vendor report on clinical 

and administrative 

interviews 

 Copy of letter of agreement 

 Vendor report 

8. Analyze vendor’s Final 

Report detailing actionable 

recommendations to 

measurably improve hospital 

ED process with MH/SA 

patients. 

 Final report  Final report 

9. Develop joint plan to optimize 

performance processes to 

integrate behavioral health 

and physical health between 

acute care hospital and 

behavioral health hospital.  

 Joint plan  Documentation of plan 

10. Develop guidelines for 

management of Clinical 

Assessment Center “secured 

assessment area” at the 

hospital. 

 Approval of CAC Secured 

Assessment Area 

guidelines 

 Documentation of 

guidelines approval 

11. Develop plan to expand 

hospital’s Clinical 

Assessment Center hours to 

24/7 by a certain date. 

 Plan to expand hospital 

hours to 24/7 

 Documentation of plan 

12. Develop plan to deploy a 

“psychiatric provider of the 

day” to the hospital ED. 

 Plan to deploy psychiatric 

provider to hospital ED 

 Documentation of plan 

13. Designate a “psychiatric 

provider of the day” to be 

deployed at the hospital ED. 

 Provider work schedule  Documentation of provider 

work schedule 

14. ED-based Screening, Brief 

Intervention and Referral to 

Treatment “SBIRT” social 

workers re-assigned to MSW 

case manager clinical 

supervision. 

 New SBIRT Position 

Description 

 

 Documentation of new 

SBIRT position description 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

15. Develop MH/SA Patient 

Registry for patients who visit 

the hospital ED. 

 MH/SA Patient Registry  Documentation of MH/SA 

patient registry 

16. Determine baseline 

satisfaction levels for at least 

X number or percent of 

MH/SA ED patients and all 

appropriate ED clinical staff. 

 Completed surveys  Documentation of 

completed surveys 

17. Document baseline ED 

performance on cost and 

quality measures related to 

MH/SA patients.  

 Vendor report on hospital 

ED performance 

 Documentation of vendor’s 

report 

18. Establish baseline for the 

percentage of Emergency 

Department “High-End” 

Utilizers assessed for MH/SA 

issues. 

 Percentage of Emergency 

Department “High-End” 

Utilizers assessed for 

MH/SA issues 

 Documentation of ED 

“High-End” Utilizers 

assessed for MH/SA issues 

19. Identify specific data elements 

for MH/SA Patient Registry. 
 Data elements for MH/SA 

Patient Registry 

 Documentation of data 

elements for MH/SA 

patient registry 

 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

1. Implement collaborative, 

integrated care model at X 

number of primary care sites 

with co-located behavioral 

health services. Hospital 

may implement model at 

increasing number of sites 

over the demonstration 

period. 

Implement collaborative, 

integrated care model at X 

number of primary care sites co-

located with behavioral health 

services as demonstrated by: 

 Submission of documents 

demonstrating number of 

primary care and behavioral 

health team members trained 

at primary care site(s) 

 Submission of meeting dates 

documenting collaborative 

meetings to review patient 

cases between primary care 

and mental health staff at the 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

primary care site(s) 

 Scheduling documentation 

demonstrating co-location of 

behavioral health staff at 

primary care site(s) 

 Establishing baseline rates 

for related screening for a 

behavioral health condition 

at pilot site(s) such as the 

use of the following 

example measure for 

depression screening:  

 Percentage of patients 18 

years of age or older 

receiving depression 

screening through the 

use of PHQ-2 or other 

approved screening 

instruments during the 

measurement period 

(NQF 0712) 

2. Assess outcomes of 

collaborative care model at 

primary care site with co-

located behavioral health 

services. 

 # of consultations or visits 

for BH conditions completed 

at primary care site by co-

located behavioral health 

clinicians 

 Internal hospital 

records/documentation 

3. Increase the number of 

collaborative care model 

elements implemented at 

primary care-behavioral 

health integration pilot 

site(s). 

 Increasing # of collaborative 

care model elements 

implemented at primary 

care-behavioral health 

integration pilot site(s)  

 Internal hospital 

records/documentation, 

including documentation 

and data that collaborative 

care model elements have 

been implemented, 

including data on depression 

screening  
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

4. Improve adult diabetes 

depression screening rates at 

pilot site(s).  

 Document X percentage 

improvement over 

established baseline rate for 

percent of patients 18-75 

years of age with diabetes 

(type 1 or type 2) who were 

screened for depression 

using PHQ-2 or other 

approved screening 

instruments during the 

measurement period at 

implemented pilot site(s) 

(NQF 0575)   

 Internal hospital 

records/documentation 

5. Deploy MH/SA case 

manager with Master’s-level 

social work training to the 

hospital ED. 

 Placement of Masters level 

clinician in hospital ED 

 Position description 

6. Implement patient 

satisfaction survey to X 

additional MH/SA ED 

patients above baseline.  

 Completed patient 

satisfaction survey 

 Vendor surveys of hospital 

ED patients  

7. Percentage of Emergency 

Department “High-End” 

Utilizers assessed for 

MH/SA issues. 

 X percent increase in 

percentage of Emergency 

Department “High-End” 

Utilizers assessed for 

MH/SA issues 

 Documentation of ED 

“High-End” Utilizers 

assessed for MH/SA issues 

8. Expand hospital’s Clinical 

Assessment Center (CAC) 

schedule of operations to 24 

hours per day, 7 days per 

week. 

 CAC schedule of operations 

are 24/7  

 CAC schedule of operations 
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Project 1.3 Further Develop Integrated Care Network for Primary and Specialty Care 

 

Project Goal 

This project is oriented to enhancing access and reducing barriers and shortages in primary and 

specialty care so that the local community has adequate capacity for successful development of a more 

fully integrated delivery system, and patients have local provider options in place of more costly 

health care alternatives for physician access (such as emergency rooms or out-migration for care at 

more costly settings). The existing capacity of primary care physicians in the Commonwealth is 

insufficient.  The 2011Workforce Study by the Massachusetts Medical Society indicated that less than 

50% of primary care physicians were accepting new patients.
26

  Through greater access and 

availability of physicians and caregivers within the local community, the local network of caregivers 

affiliated with the system will be enhanced and advance delivery system development and further 

integration. Inadequate access to specialty care and primary care has contributed to the limited scope 

and size of safety net health systems. To achieve success as an integrated network, gaps must be 

thoroughly assessed and addressed.    

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Develop a PCP network focused on patient centered medical home (PCMH) delivery models, as a 

key element of an integrated delivery system.  

B. Establish clerkship affiliation agreements and corresponding curricula with medical schools for 

students interested in primary care and internal medicine. 

C. Conduct a gap analysis of the integration of care management and coordination among hospitals 

and affiliated physician practices. 

D. Conduct gap analyses and/or identify primary and specialty services that are lacking in the 

community in order to meet demand and more fully integrate care at the local level. 

E. Conduct interviews of key referral staff and care coordinators of local practices to define the care 

needs of the community. 

F. Develop a multi-year plan and programs to alleviate identified provider shortages and close gaps 

in the continuum of care. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Establish committee to 

support primary care access 

projects. 

 Committee membership list 

and charge 

 Documentation of 

committee membership list 

and charge 

2. Assess primary and 

specialty provider care 

coverage across the 

continuum. This will assure 

patient access to PCPs in a 

timely manner. 

 Identify the need for primary 

and specialty care services 

using national benchmarks 

for primary care panels and 

community size 

 Conduct interviews of key 

referral staff and care 

 Copy of gap analysis 

 Report of the access issues 

faced by underserved 

population 

                                                 
26

 “Physician Workforce Study.” Massachusetts Medical Society.  (Sep. 2011) p. 73. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

coordinators with X percent 

of local primary care 

practices who rely primarily 

on the hospital for their 

patient care needs in order to 

confirm specialty care access 

gaps 

 Development of access 

protocols 

 Development of staffing plan 

for non-PCP providers to 

facilitate access 

 Development of a report to 

assess current ability to 

measure access and an 

assessment of reporting 

methodologies 

 Complete study on regional 

PCP supply, demographics, 

and succession planning 

3. Develop a plan(s) to address 

identified provider shortages 

and to close gaps in the 

continuum of care. 

Metrics may include: 

 Based on gap analysis, 

prepare a multi-year plan to 

address identified provider 

shortages and to close gaps 

in primary and specialty care 

 Develop a recruitment/ 

retention plan for primary 

care providers 

 Establish clinical programs 

with affiliate partners or 

independently to address 2 

specialty care gaps identified 

and confirmed in the 

baseline report 

 Develop a plan to expand 

physical space for primary 

care and / or specialty care 

services 

 Develop a plan(s) with the 

following core elements: 

 Market based needs 

assessment 

 Provider recruitment 

 Plan document 

 Recruitment plan for 

residency graduates 

 IDX Practice Management 

 Space Assessment 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

plan to include projected 

location, ramp up, and 

support needs 

 Development of separate 

midlevel plan to include 

team based medical care 

 Space needs and 

acquisition plan 

 Development of access 

protocols 

 Identify staffing needs of 

non-PCP providers to 

facilitate access 

 Develop a report of 

current ability to measure 

access and assessment of 

new reporting 

methodologies 

 Work with the independent 

local health center and joint 

residency program 

leadership to develop a plan 

to recruit graduates to 

remain in the area (the plan 

may include practice 

placement, real estate 

consultation, and loan 

forgiveness) 

4. Assess efficacy of the new 

clinical programs 

established in Year 2 (time 

to first available 

appointment). 

 Assessment of new clinical 

programs established in Year 

2 (time to first available 

appointment) 

 Reports on time to first 

available appointment 

Reports on time to first 

available appointment 

5. Identify ongoing barriers to 

specialty care access for the 

hospital’s populations. 

 Prepare report on access to 

specialty care compared to 

baseline report to determine 

improvements and continue 

to inform the 3-year plan 

 Specialty care access report 

6. Begin expansion of physical 

space for primary care and 

specialty care services. 

 Building permit  Documentation of building 

permit 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

7. Establish a 4
th

 Year 

Clerkship for medical 

students interested in 

primary care and internal 

medicine (measures may 

include establishing 

affiliation agreements, 

creating a curriculum, and 

gaining approval from the 

medical school). 

 Executed affiliation 

agreement with the medical 

school 

 Completion of curriculum 

approval by the medical 

school 

 Documentation of affiliation 

agreement 

 Completion of curriculum 

 Documentation of medical 

school approval of the 4
th

 

Year Clerkship site 

8. Report on the number of 

4th-Year Clerkship Students 

that select hospital as their 

Clerkship Site. 

 4th-Year Clerkship List of 

medical school students who 

select hospital as Clerkship 

Site 

 Documentation of 4th-Year 

Clerkship List of medical 

school students who select 

hospital as Clerkship Site 

9. Develop a plan to 

incorporate outpatient 

placements to be included as 

part of the 4
th

 Year 

Clerkship program.  

 Completion of outpatient 

placement plan 

 Documentation of plan 

10. Implement same day access 

plan across X number of 

PCP practices. 

Metrics may include: 

 Establish baseline number of 

same day appointments 

available on average across 

the system 

 Establish baseline number of 

patients seen by non-PCP 

providers per month 

 Establish baseline number of 

express care volume in 

hospital Emergency 

Department for PCP practice 

patients 

 Develop ability to track 3
rd

 

next available appointments 

 Internal hospital 

records/documentation 

 Practice management 

system, internal space data 

11. Establish baseline for the 

number of referrals to PCPs 

for Emergency Department 

patients that were unable to 

identify a PCP at time of ED 

Admission. 

 The number of referrals to 

PCPs for Emergency 

Department patients that 

were unable to identify a 

PCP at time of ED 

Admission 

 Documentation of PCP 

referrals 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

12. Establish baseline to 

measure time to 3
rd

 next 

available appointment for 

specialty and/or primary 

care. 

 Survey of specialty and/or 

primary care practices to 

measure baseline time to 3
rd

 

next available appointment 

 Internal hospital 

records/documentation 

 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure  Metric(s) Data Sources 

1. Develop a program to 

alleviate identified provider 

shortages and to close gaps 

in the continuum of care. 

 Establish a clinical program 

(s) with affiliate partners, or 

independently, to address X 

number of specialty care 

gaps identified and 

confirmed in the baseline 

report 

 Hospital contracts with 

clinical affiliates or 

agreements with specialists 

2. Implement Year 1 objectives 

of the multi-year plan.  
 Meet recruitment target of X 

in primary care and specialty 

care  

 Establish X additional 

clinical programs to address 

gap in specialty care 

 Report on Year 1 Plan 

actions 

 Documentation of 

establishment of clinical 

program  

3. Launch 4
th

 Year Clerkship 

for medical students at the 

hospital. 

 X number of medical 

students select the hospital 

as clerkship site 

 List of students 

participating in clerkship 

program 

4. Complete expansion of 

physical space for primary 

care and specialty care 

services. 

 Certificate of occupancy  Documentation of 

certificate of occupancy 

5. Implement PCP recruitment 

and retention strategy. 
 Progress report detailing 

PCP recruitment and 

retention strategy 

 Documentation of 

recruitment and retention  

6. Increase number of clinical 

programs to address 

specialty care gaps. 

 X number of additional 

clinical programs to address 

specialty care gaps is/are 

established 

 Hospital contracts with 

clinical affiliates or 

agreements with specialists 



 

 56 

7. Extend “same day” access 

plan to increase access to 

PCP and non PCP providers 

in X number of sites. 

 X number of sites implement 

“same day” access plan 

 Hours of operations of same 

day access project 

 Number of same day visits 

available across system 

 Express care volume in 

hospital Emergency 

Department for PCP practice 

patients 

 Growth Strategy Plan 

 Practice management 

system, internal space data 

8. Increase number of PCPs 

and/or mid-level providers 

above previous year.  

 Total number of PCPs and/or 

mid-level providers 

increased over number 

present from previous year 

independent of any 

PCP/mid-level provider who 

leaves employment of 

hospital 

 IDX Practice Management 

 Provider Recruitment plan 

9. Acquire space for providers 

based on PCP Access Plan. 
 Implement space plan based 

on PCP space requirements 

and total number of growth 

of primary care across the 

medical group 

 Documentation of plan with 

following core elements: 

1. Market-based needs 

assessment                               

2. Provider recruitment 

plan to include projected 

location and support 

needs 

3. Development of separate 

midlevel plan to include 

team based medical care     

4. Space needs and 

acquisition plan 

 IDX Practice Management 

 Provider Recruitment plan 

10. Assess provider panels as 

compared to established 

benchmarks (details will be 

incorporated into hospital-

specific plans). 

 Demonstrate ability to report 

on individual PCP panels 

relative to established 

benchmarks to assure 

providers have appropriate 

capacity 

 IDX Practice Management 

 Provider Recruitment plan 

11. Increase mid-level PCP 

partnering contract with 

additional PCP providers as 

per plan. 

 Demonstrate increase in 

mid-level primary care 

appointments as compared to 

prior year by X percent 

 IDX Practice Management 

 Provider Recruitment plan 
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12. Increase the number of 

referrals to PCPs for 

Emergency Department 

patients that were unable to 

identify a PCP at time of ED 

Admission. 

 X% increase in the number 

of referrals to PCPs for 

Emergency Department 

patients that were unable to 

identify a PCP at time of ED 

Admission  

 Documentation of PCP 

referrals 

13. Improve specialty care time 

to 3
rd

 next available 

appointment for target 

patient population. 

 X % improvement in 

measure of time to 3rd next 

available appointment for 

specialty care for target 

patient population 

 Internal hospital 

records/documentation 

 Report on Year 1 Plan 

action items 
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Project 1.4 Establish Health Data Exchange Capability to Facilitate Integrated Patient Care 

 

Project Goal 

The goal of these projects is to establish health data exchange capabilities – including systems, 

processes, and linkages – to exchange patient health data across providers and to facilitate integrated 

care across multiple providers. The objective is to expand and exceed meaningful use requirements for 

the exchange of data by aggregating clinical and/or financial data from the hospital and physician 

offices, allowing participating physicians to access a longitudinal record through a web-based portal 

or to directly integrate with the physician practice’s Electronic Medical Record (EMR). The tool may 

utilize the Nationwide Health Information Network (NHIN) set of standards, services, and policies as 

a benchmark to address the disparity of information systems across care locations today, while 

ensuring interoperability and security as the landscape evolves over time. The standards-based 

solutions will enable patient-centric access to medical records and patient data among multiple health 

care providers and locations utilizing the Integrating the Healthcare Enterprise (IHE) frameworks 

among other approaches. The HIE will authenticate and authorize users, verify and validate the 

identity of patients for whom data is being exchanged, and log all transactions. 

 

Health data exchange capabilities require that the DSTI safety net hospital system establish 

appropriate systems, processes, and linkages to create and maintain a longitudinal record, repository, 

and data warehouse of patient health information to more effectively improve data exchange and 

facilitate integrated patient care across multiple providers, which may include primary care sites, 

inpatient settings, outpatient and emergency departments, or other care settings.  The tool(s) will 

support proactive care management addressing one or more preventive, primary, routine and chronic 

care needs.  Depending on the design elements of the specific hospital projects, the tools may also be 

accessible to providers in multiple locations and provide for bi-directional health information data 

exchange.  

 

Aggregating and warehousing this data is critical as a foundation for an integrated delivery system. 

Projects under this heading will help address several key healthcare issues such as limited access to 

clinical patient information, a contributing factor to health care costs and inefficiencies, as well as 

challenges to improving quality of patient care and the patient care experience. 

 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Conduct environmental scan and identification of requirements and technical needs to establish 

appropriate systems, processes, and linkages to create and maintain a longitudinal record, 

repository, and data warehouse of patient health information to more effectively improve data 

exchange and facilitate integrated patient care across multiple providers. 

B. Establish governance structure for management of data exchange tool(s), which shall include 

physician champions and key stakeholders representing care settings that will have access to—and 

provide information for—the data exchange tool(s). 

C. Identify best practices surrounding privacy, security, data ownership and stewardship and develop 

a comprehensive policy and protocol document that address security and governance issues. 

D. Design and determine how clinical shared data will be submitted, processed, and stored. 
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Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

E. Educate community providers, develop educational materials for participants, and adopt and use a 

patient consent form. 

F. Select and define a set of data elements, metrics, and other health information that will facilitate 

integrated patient care for one or more or more preventive, primary, routine and chronic care 

needs. 

G. Develop a plan to collect and aggregate the data, which may include initial paper collection, but 

which will lead to a data exchange warehouse. 

H. Build a data exchange warehouse and reporting functionality.   

I. Develop and implement a training program for identified providers on use of the data exchange. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Establish governance 

structure for a health 

information exchange with 

community physician 

champions. 

 Governance Committee 

created with community 

physician involvement 

 Information Systems 

Steering Committee 

2. Identify potential stakeholders 

and participants for a health 

information exchange within 

the hospital-affiliated 

practices. 

 List of hospital-affiliated 

providers committed to 

participating in the health 

information exchange 

 Governance Committee 

3. Provide education of health 

information exchange data-

sharing models, privacy, and 

security concerns and 

regulations. 

 Continuing medical 

education program for 

community providers 

 Compliance, Legal, 

Director of Information 

Technology 

4. Research privacy, security, 

and data ownership and 

stewardship best practices. 

 Policy documentation for 

privacy, security, and data 

ownership 

 Compliance, Legal, 

Director of Information 

Technology 

5. Determine how clinical 

shared data will be submitted, 

processed, stored and used 

within the health information 

exchange system. 

 Description of the clinical 

data architecture with 

technical diagram 

 Governance Committee 

6. Develop policy and protocol 

documentation on how data 

exchange issues such as 

interface and connectivity 

problems will be resolved. 

 Completion of policy and 

protocols documentation for 

the resolution of data 

exchange 

 Information systems 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

7. Develop educational materials 

relating to patient data sharing 

in the area of privacy, 

security, and data retention. 

 Production of training 

materials to be provided to 

participating providers 

 Compliance, Governance 

Committee, Legal, 

Information Systems 

8. Perform workflow review of 

appropriate methodology for 

obtaining patient consent for 

inclusion in the health 

information exchange. 

 Documentation of workflow 

for patient consents to 

implement an appropriate 

patient consent form to all 

users of the electronic health 

exchange 

 Compliance, Legal, 

Governance Committee, 

internal EHR systems and 

records, hospital provider 

EHR records 

9. Select a set of preventative 

measures, including screening 

tests and immunization in 

adult medicine that will be 

aggregated in a pilot test. 

Preventative measures shall 

include, but not be limited to: 

 Blood Pressure Screening 

in Adults 

 Breast Cancer Screening 

 Cervical Cancer 

Screening  

 Cholesterol Abnormality 

screening in men 35 and 

older 

 Cholesterol Abnormality 

screening in women 45 

and older 

 Colorectal Cancer 

Screening. 

 Documentation of the 

selected measures, based on 

the United States 

Preventative Services Task 

Force recommendations for 

adults 

 Measure examples 

10. Provide baseline data with 

compliance for the 6 

identified USPSTF adult 

preventative tests. 

 Provide currently 

measurable baseline 

compliance for breast, 

cervical and colorectal 

cancer, cholesterol 

screening in men and 

women, and blood pressure 

screening for all PCPs 

 Internal electronic health 

record (EHR) system and 

records; hospital-affiliated 

providers EHR records 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

11. Design and pilot test a paper-

based form that aggregates 

preventative testing results in 

one adult primary care 

practice. 

 Narrative summary of the 

pilot process authored by 

the provider who 

participated in the pilot  

 Summary narrative of pilot 

program 

12. Develop a data aggregation 

tool that will be used to 

present adult preventative test 

results data. 

 Documentation of the data 

aggregation tool 

 Written data warehouse 

house plan 

 Written data warehouse 

schema 

13. Create a plan to build a data 

warehouse that would replace 

the paper form and build the 

data warehouse in a test 

environment. 

 Written plan describing 

structure and functionality 

of the data warehouse in the 

test system 

 Written document outlining 

exported tables of 

preventative care data and 

the data base scheme for the 

warehouse 

 Written data warehouse 

house plan 

 Written data warehouse 

schema 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

1. Integrate X number or 

percent of hospital-

affiliated system providers 

into the electronic 

information exchange. 

 X percent increase in the 

number of providers who 

opted into the health 

information exchange 

 Internal electronic health 

record (EHR) system and 

records; hospital-affiliated 

providers EHR records 

2. Pilot test the electronic 

aggregation tool for 

reporting preventative test 

results in X adult primary 

care provider sites. 

 X percent reduction in 

missing preventative testing 

for one or more measure by 

PCP at piloted practice site 

 X percent increase in number 

of patients who completed a 

particular preventative 

measure by PCP at piloted 

practice site 

 Develop report of percent of 

providers who access the HIE  

 Develop report of percent of 

unique patient encounters 

 Internal electronic health 

record (EHR) system and 

records; hospital-affiliated 

providers EHR records  

 Sample reports generated 

by data warehouse 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

where provider obtained data 

from the HIE 

 Sample report on the 

number/percentage of patients 

in a specific provider practice 

who have preventative testing 

completed for one test 
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Project 1.5 Practice Support Center 

 

Project Goal 

This project’s goal is to design and implement a dedicated practice support call center to improve the 

patient experience in the primary care setting, improve patient satisfaction, reduce “no-show” 

appointments, and provide critical primary care practice support to clinicians.  These efforts will 

utilize technology and staffing care extenders to create an endurable, scalable, and flexible support 

system to better support patients and providers in a high-quality, cost-efficient, integrative model.  

The Practice Support Center will provide support through the development of scheduling protocols 

and work flows, utilizing Patient Care Assistants that will streamline administrative practice 

workflow, thereby allowing clinicians to operate at the top of their license.  Performance standards 

and monitoring will be incorporated, and the Practice Support Center leadership will work 

collaboratively with the Practice Operations Management. 

 

The Practice Support Center is the foundation for development and implementation of care 

coordination which is an integral component of Patient Centered Medical Home (PMCH). Initiatives 

in this project could include efforts focused on improvements of appointment scheduling and efficient 

incoming call triage as well as clinical assessment and advice by specially designated nursing 

resources for the Support Center.  Care coordination can also be supported by preparing patients for 

their visits during visit reminder calls, performing outreach functions for patients with important care 

gaps, and improving population management with outreach for chronic care. As such, the Practice 

Support Center will serve a key outreach function of the hospital primary care practice(s)’ PCMH. 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Develop a Patient/Practice Call Center that enhances patient access while providing necessary 

support for clinical staff. 

B. Provide real time patient demand matching with scheduling capacity. 

C. Identify issues and barriers associated with scheduling and developing a plan to improve patient 

continuity. 

D. Identify issues and barriers associated with patient failure to show for scheduled appointments and 

develop plan for decreased no-show rates. 

E. Identify pertinent clinical information and develop plan to include it for the physician for the 

scheduled appointment. 

F. Measure and improve patient service performance. 

G. Recruit clinically trained staff with multiplicity of skill sets to better direct patient needs. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Develop staffing plan and 

recruitment of appropriate 

number of Patient Care 

Assistants. 

 Copy of job descriptions 

 Copy of staffing schedule 

based on call analysis and 

demand 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

2. Designate and design space 

plan for Practice Support 

Center. 

 Copy of space plan that 

includes IT, telecom, 

furniture, etc.   

 Hospital and department 

project plans 

3. Develop training curriculum 

program for Patient Care 

Assistant staff. 

 Training plan and 

curriculum document 

 Department training plan 

and orientation 

4. Complete staffing and open 

Practice Support Center for 

incoming calls. 

 Practice Support Center 

open to accept inbound 

scheduling calls 

 Internal hospital 

records/documentation 

5. Establish baseline level of 

calls to track increases in 

call volumes. 

 Average number of fielded 

calls 

 Internal hospital 

records/documentation 

6. Develop and collect baseline 

data set of key measures 

(e.g., call volume, service 

level, abandonment rate, 

patient satisfaction, 

appointment access. 

 Document one action plan 

for an outreach effort for a 

care gap 

 Internal hospital 

records/documentation 

7. Develop understanding of 

baseline measures for 

reasons patients are calling. 

 Report on most common 

reasons for call and 

distribution of calls in each 

grouping 

 Internal hospital 

records/documentation 

8. Develop understanding of 

patient access. 
 Report on no-show rate and 

patients seen per session 

(measure of practice 

efficiency) 

 Internal hospital 

records/documentation 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Milestone Metric(s) Data Sources 

1. Expand call center capacity 

by X percent over baseline. 
 Average number of fielded 

calls compared to baseline 

 Internal hospital 

records/documentation 

2. Track key measures for 

which baselines are 

developed (e.g., call volume, 

service level, abandonment 

rate, patient satisfaction, 

appointment access. 

 Track change in baseline for 

measure (e.g., call volume, 

service level, abandonment 

rate, patient satisfaction, 

appointment access)) 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Milestone Metric(s) Data Sources 

3. Develop reporting tool to 

identify number of patients 

seen in primary care within 

time after inpatient 

discharge. 

 Copy of baseline data  Internal hospital 

records/documentation 

4. Complete action plan for 

meaningful improvement of 

percent of patients seen in 

primary care within X time 

after inpatient discharge. 

 Copy of report indicating % 

of patients seen in primary 

care within X times after 

discharge 

 Internal hospital 

records/documentation 

5. Develop meaningful 

implementation of outbound 

call effort related to one 

chronic care condition or 

preventative care gap. 

 Percent of patients reached 

by phone with unfulfilled 

preventative care gap 

 Internal hospital 

records/documentation 

6. Improve patient access.  Decrease no-show rate by 

X% from baseline data 

 Internal hospital 

records/documentation 

7. Improve patient experience 

in getting through to the 

practice by phone. 

 Improve patient satisfaction 

in “ease of getting through 

to the practice by phone” by 

x %. 

 Internal hospital 

records/documentation 

8. Implement quality assurance 

and monitoring program with 

target measures. 

Target measures:  

 X percent of calls answered 

within X seconds; and 

 less than X percent of calls 

abandoned 

 Internal hospital 

records/documentation 

9. Expand outbound call 

program to provide reminder 

calls with target measure. 

 Staff will contact X percent 

of scheduled patients to 

confirm appointment and 

review clinical information 

 Internal hospital 

records/documentation 

10. Select appropriate Press 

Ganey Survey question(s) to 

trend and target for patient 

experience improvement. 

 Identification of patient 

survey questions selected 

 Report results of survey 

questions  

 Internal hospital 

records/documentation 
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Project 1.6 Implement Patient Navigation Services 

 

Project Goal 

The goal of this project is to utilize community health workers, case managers, or other forms of 

patient navigators to provide enhanced social support and culturally competent care to vulnerable 

and/or high-risk patients. Patient navigators will help and support these patients, especially in need of 

coordinated care, navigate through the continuum of health care services. Navigators will ensure that 

patients receive coordinated, timely, and site-appropriate health care services. Navigators may assist 

in connecting patients to primary care physicians and/or medical home sites, as well as diverting non-

urgent care from the Emergency Department to site-appropriate locations. Hospitals implementing this 

project will aid in the development of new kinds of health care workers, needed to engage patients in a 

culturally and linguistically appropriate manner that will be essential to guiding patients through fully 

integrated health care delivery systems.  

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Establish or expand health care navigation services. 

B. Train health care navigators in cultural competency. 

C. Deploy innovative health care personnel, such as patient navigators, case workers, and community 

health workers. 

D. Provide navigation services to targeted patients who are at high risk of disconnected or fragmented 

health care (for example Limited English Proficient patients, recent immigrants, the uninsured, 

those with low health literacy, frequent visitors to the ED).  

E. Connect patients to primary and preventive care. 

F. Increase access to care management and/or chronic care management, including education in 

chronic disease self-management. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Establish/expand a health 

care navigation program to 

provide support to patient 

populations who are most at 

risk of receiving 

disconnected and 

fragmented care. 

 Number of patients enrolled 

in the patient navigation 

program 

 Number of Patient 

Navigators hired 

 Documentation of Patient 

Navigation program 

2. Provide care 

management/navigation 

services to targeted patient 

group (e.g., high utilizers of 

ED services). 

 Number of targeted patients 

enrolled in 

program/receiving Patient 

Navigation services  

 Number of uninsured and 

under-insured patients 

receiving Patient Navigation 

services 

 Percent of patients entering 

ED assisted 

 Patient Navigation activity 

reports 



 

 67 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

3. Increase patient 

engagement, such as 

through patient education, 

self management support, 

improved patient-provider 

education techniques, and/or 

coordination with 

community resources. 

 Number of classes and/or 

initiations offered 

 Number/ percent of patients 

enrolled in the program  

 Number/ percent of patients 

attending courses 

 

 Class lists or other hospital 

reports 

4. Provide navigation services 

to patients using the ED for 

episodic care. 

Potential metrics (select at least 

one): 

 Number/percent of patients 

without a primary care 

provider who received 

education about a primary 

care provider in the ED 

 Number/percent of patients 

without a primary care 

provider who were referred 

to a primary care provider in 

the ED 

 Number/percent of patients 

without a primary care 

provider who are given a 

scheduled primary care 

provider appointment 

 Number/percent of patients 

with a primary care provider 

who are given a scheduled 

primary care provider 

appointment 

 Internal hospital 

records/documentation 

5. Conduct analysis of patient 

knowledge / service 

assistance gaps. 

Gap analysis status: 

 Project plan 

 Vendor hired 

 Completion  

 Documentation of process 

6. Identify needed skill set 

needed for patient 

navigators. 

 Completed job description 

with identified skills 

 Documentation of job 

description 

7. Hire community health 

workers / patient navigators. 
 Interviews 

 Number of navigators on 

site 

 Internal hospital 

records/documentation 

8. Train community health 

workers / patient navigators 

in core knowledge, skills, 

self-efficacy, and cultural 

competency. 

 X% of hires trained 

 Pre and post-test results 

 % Improvement 

 X% at threshold score 

 Attendance records 

 Pre and post-test results 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

9. Provide continuing 

education and evaluation of 

community health workers / 

patient navigators in core 

knowledge, skills, self-

efficacy, and cultural 

competency. 

 % of navigators attending 

continuing education 

 Pre and post-test results 

 % Improvement 

 X% at threshold score 

 Attendance records 

 Pre and post-test results 

10. Develop process for making 

patient referrals.  
 Completion of ED patient 

referral policy 

 Patient navigator training on 

ED referral policy 

 Internal hospital 

records/documentation 

11. Create patient satisfaction 

survey. 
 Completion of patient 

satisfaction survey for 

patients receiving navigation 

services 

 Patient satisfaction survey 

12. Identify ED top users.  Identification of X number 

of top ED utilizers 

 Internal hospital 

records/documentation 

13. Develop plan to address 

identified gaps and barriers. 

 Future State Process Map  Documentation 

14. Establish baseline / monitor 

number of patients targeted 

for services. 

 Number of targeted patients  Hospital records 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Sources 

1. Schedule primary care 

appointments from an ED, 

Urgent Care, or hospital 

department. 

 Number/percent of patients 

discharged 

 Number/percent of patients 

receiving navigation services 

 Internal hospital 

records/documentation 

2. Measure ED visits and/or 

avoidable hospitalizations. 
 Percent of patients enrolled 

in the navigator program 

who have had an ED visit or 

an inpatient admission 

 Percent of ED visits 

classified as 

avoidable/unnecessary  

 Internal hospital 

records/documentation 

3. Improve appropriate ED 

utilization. 
 X% reduction in frequent 

user ED visits 

 X% reduction in 

unnecessary ED visits 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

4. Improve primary care 

utilization. 
 X% increase in primary care 

utilization from those 

discharged from ED 

 X% increase in primary care 

utilization from those 

receiving navigation services 

 Internal hospital 

records/documentation 

5. Improve ED patient 

satisfaction. 
 Above threshold  

 X% improvement 

 Press Ganey 

6. Improve patient navigator.  X% of improved knowledge 

and/or self-efficacy 

 Test scores 
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Project 1.7 Develop Integrated Acute and Post-Acute Network Across the Continuum of 

Care 

 

Project Goal 

This project will integrate patient care between acute and post-acute care settings to enhance 

coordination of care, improve the quality of care transitions, reduce readmissions, and 

develop a fully integrated delivery system capable of providing care in the most effective 

setting. Through the development of an integrated acute and post-acute network, health care 

delivery system efficiency is enhanced and providers are transformed to an integrated system 

capable of managing care along the entire care continuum. Hospitals selecting this project 

will develop integrative partnerships with post-acute care providers that allow for enhanced 

communication and care coordination. These partnerships will enable providers to better 

monitor patient care in post-acute settings and ensure appropriate care throughout the entire 

episode of care. This project will build hospital capabilities for functioning as an accountable 

care entity able to accept alternatives to fee-for-service reimbursement for entire episodes of 

care. 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project 

elements: 

A. Identify significant post-acute providers for patient population. 

B. Develop integrative partnerships with post-acute care provider. 

C. Deploy personnel to provide enhanced oversight of acute to post-acute care transitions. 

D. Develop / implement electronic medical record technology to connect acute and post-

acute records. 

E. Develop/ implement integrative protocols for regular communications between acute and 

post-acute setting. 

F. Identify gaps in post-acute care. 

G. Assist post-acute partners in targeted improvement efforts. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with 

their associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Identify post-acute care 

needs of patient 

population.  

 Recommendations  Internal hospital 

records/documentation 

2. Identify potential post-

acute partners. 
 Analysis / 

recommendations 

 Internal hospital 

records/documentation 

3. Execute partnership 

agreements with post-

acute providers. 

 Number of partners 

 Number of patients to be 

covered 

 Agreement 

4. Hire personnel to serve as 

acute to post-acute care 

experts. 

 Number of interviews  

 Number of personnel on 

site 

 Internal hospital 

records/documentation 

5. Implementation of EMR.  Number of sites wired  Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with 

their associated metrics and data sources. 

6. Staff training on EMR.  X% of hires trained 

 X% attendance in 

training sessions 

 Pre and post-test results 

 X% improvement 

 X% at threshold score 

 Attendance records 

 

 Pre and post-test results 

7. Evaluate post-acute 

partners / gap analysis.  
 Evaluation report  Internal report and 

recommendations 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with 

their associated metrics and data sources. 

Measure Metric(s) Data Sources 

1. Coordinate primary, 

acute, behavioral health, 

and long-term services of 

patients in long-term 

post-acute care. 

 Number of patients 

receiving coordinated 

care from post-acute 

setting 

 Internal hospital 

records/documentation 

2. Reduce 30 day all cause 

readmissions. 
  X % reduced hospital 

readmissions 

 X% reduced 

readmissions from 

specified post-acute 

setting 

 Internal hospital 

records/documentation 

3. Use integrative EMR in 

post-acute setting. 
 X% utilization by post-

acute staff 

 Number of post-acute 

settings using integrative 

EMR 

 Internal hospital 

records/documentation 

8. Identify barriers to use of 

EMR in post-acute 

setting. 

 Report of identified 

barriers 

 Internal report and 

recommendations 
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29. Category 2: Health Outcomes and Quality   
The projects identified under Category 2 include the development, implementation, and 

expansions of innovative care models that have the potential to make significant 

demonstrated improvements in patient experience, costs, and care management.  Examples 

include: 

 

i. Implementation of enterprise wide care management or chronic care management 

initiatives, which may include implementation and use of disease management 

registries; 

ii. Improvement of care transitions, and coordination of care across inpatient, outpatient, 

post-acute care, and home care settings; 

iii. Adoption of process improvement methodologies to improve safety, quality, and 

efficiency; 

iv. Alternative Care Settings for non-emergency room care. 

 

Each project includes a description of how the innovative care model can refine innovations, 

test new ways of meeting the needs of target populations, and disseminate findings in order to 

spread promising practices.  

 

Introduction 

 

The Massachusetts health care system is, in many respects, one of the best health care 

systems in the nation. The Commonwealth Fund ranks Massachusetts first in terms of access 

and seventh overall among states on its State Scorecard, which measures health system 

performance. Furthermore, trend data for the first five years of CMS’s inpatient quality 

reporting program, demonstrate consistent and pronounced care improvement in 

Massachusetts acute care hospitals. Patients are receiving the treatments known to produce 

the best results more often and more reliably each year. Massachusetts’ hospital performance 

over the last five years has exceeded the national average, even as national performance has 

improved during the same period. However, there is growing consensus that the health care 

system must move from a volume-based and fragmented health care system to one more 

based on achieving value for patients and providers through better care, better health, and 

lower cost. 

 

The health care system is further challenged by many obstacles to innovation. Insufficient 

sharing of information and coordination of care across multiple providers often leads to 

disjointed, inefficient, and costly care. Massachusetts safety-net hospitals seek to improve 

their delivery systems by taking on innovative projects aimed at providing a coordinated care 

experience, and striving to improve and reduce unnecessary and more costly care. The 

hospitals are also trying to make improvements in areas where they have persistent 

challenges due to the social and medical complexity of the patient population they serve.  

Through these initiatives they can achieve better outcomes and lower costs for their patients. 

 

The Category 2 DSTI projects reflect a set of initiatives for the eligible Massachusetts safety-

net hospitals to rapidly adopt proven models of delivery system transformation, while 

experimenting with emerging models, with a specific emphasis on how best to improve care 

for the populations they serve.  Category 2 projects focus on areas where evidence – and 

safety net hospitals’ experience-- suggest that there is potential for significant improvement 

in the quality and/or cost effectiveness of patient care: care management interventions 

targeting chronic disease or high-risk populations, redesigned care transitions between health 
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care settings, and robust process improvement programs.  Successful interventions and 

models developed from these projects by safety net providers, given the complexity of the 

patient population they serve, could provide key models for major enhancements in quality 

care at the lowest cost setting.   

 

First, many Category 2 projects include a focus on care management and care coordination 

models targeting chronic and high-risk populations. In order to substantially reduce costs, 

providers must outreach to, and manage smaller subsets of high-need, high-cost patients, with 

high intensity care approaches tailored to each patient. For low-income patients, this requires 

the development of cross-functional care teams that span the continuum of physical health, 

behavioral health, and social services, including long-term supports.
27

 Better care 

coordination and care management can also help to ensure that patients receive care in the 

most appropriate, least intensive setting as possible, and that care is not duplicated or 

conflicting. 

 

Necessary components of a successful disease management program include the ability to 

identify and monitor high-risk individuals (e.g. patient logs or registries), apply evidence-

based practice guidelines, coordinate care between providers, and encourage patient self-

management through education and patient tools. The range of disease management services 

can include timely initiation of ancillary health services, patient monitoring and 

empowerment, and coordinating community services.
28

 

 

Second, improvements around care coordination and communication at critical transition 

points are also features of several Category 2 projects. Care should be coordinated, with the 

primary care team and hospitals jointly planning transitions from inpatient and emergency 

rooms to more appropriate care settings. According to the Institute for Healthcare 

Improvement (IHI), hospitals that go beyond the basic discharge plan and focus intensively 

on improving the transition of patients from hospital to community will have a much better 

impact on reducing readmissions.
29

 

 

Finally, Category 2 also focuses on process improvement and education aimed at providing 

better care at lower cost. Much has been published about the safety of healthcare and the 

amount of waste in its delivery. The Institute of Medicine report To Err Is Human noted that 

according to two studies, between 44,000 and 98,000 Americans die each year because of 

medical error.  Medication errors in particular account for more than 7,000 deaths a year, 

more than the 6,000 deaths attributed to workplace injuries.
30

 Factors inside health care 

organizations needed to improve care include strong leadership for safety, an organizational 

culture that encourages recognition and learning from errors, and an effective patient safety 

program. The follow-up document, Crossing the Quality Chasm, noted that in order to 

achieve a safer health system, health care has to be safe, effective, patient-centered, timely, 

efficient and equitable. Process improvement education and methodologies, with their 

                                                 
27

 T. McGinnis, Small D.M.  “Accountable Care Organizations in Medicaid: Emerging Practices to Guide 

Program Design,.” Center for Health Care Strategies Policy Brief February 2012, p. 2. 
28

 Fisher E, McClellan M, et al. “Accountable Care Learning Organization: Toolkit.” Engelberg Center for 

Health Care Reform. The Dartmouth Institute and The Brookings Institution. (Jan. 2011) p 118. 
29

 5 Million Lives Campaign. “Getting Started Kit: Improved Care For Patients with Heart Failure How- To- 

Guide.” Institute for Healthcare Improvement. 2008. 
30
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emphasis on waste reduction and employee empowerment to solve problems at the 

operational level, help address all of these issues.  

 

The eligible safety net systems may select from among the projects described below, as 

specified, for inclusion in their Category 2 DSTI plans. 
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Project 2.1: Implement Care Management Interventions for Patients with Chronic Diseases 

 

Project Goal 

The goal of this project is to develop and implement chronic disease management interventions that 

are geared toward improving effective management of chronic conditions and ultimately improving 

patient clinical indicators, health outcomes and quality, and reducing unnecessary acute and 

emergency care utilization. Chronic disease management initiatives use population-based approaches 

to create practical, supportive, evidence-based interactions between patients and providers to improve 

the management of chronic conditions and identify symptoms earlier, with the goal of preventing 

complications and managing utilization of acute and emergency care.
31

 

 

Program elements may include the ability to identify one or more chronic health conditions or co-

occurring chronic health conditions that merit intervention across a hospital’s patient population, 

based on a hospital’s assessment of patients’ risk of developing complications, co-morbidities or 

utilizing acute or emergency services.  These chronic health conditions may include diabetes, 

congestive heart failure, chronic obstructive pulmonary disease, among others, all of which are prone 

to co-occurring health conditions and risks. 

 

Best practices such as the Wagner Chronic Care Model and the Institute of Chronic Illness Care’s 

Assessment Model may be utilized in program development.
32

  

 

Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 

A. Identify one or more chronic disease patient populations that are at high risk for developing 

complications, co-morbidities, and/or utilizing acute and emergency care services. 

B. Review chronic care management best practices (e.g., Wagner Chronic Care model) and conduct 

an assessment of the hospital/health system to guide quality improvement efforts and evaluate 

changes in chronic illness care (e.g., the Institute of Chronic Illness Care’s Assessment of Chronic 

Illness Care—ACIC
33

). 

C. Assess common barriers for chronic disease patients to access necessary care and manage their 

chronic disease effectively using survey or focus group tools (e.g., the Institute of Chronic Illness 

Care’s Patient Assessment of Care for Chronic Conditions—PACIC
34

).  

D. Design and implement system for identifying chronic disease patients with difficulty managing 

their chronic disease. 

E. Implement care management intervention(s) targeting one or more chronic disease patient 

populations. Examples of interventions include, but are not limited to, implementation of: 

o Patient and family education initiatives, using evidence-based strategies such as: 

 Teach-back—to reinforce and assess if patient or learner is understanding 

 Patient self-management coaching. 

                                                 
31

Rabe KF, Hurd S, et al. “Global Strategy for the Diagnosis, Management and Prevention of COPD.”  Global 

Initiative for Chronic Obstructive Lung Disease Revised 2011. 
32

 Information on the Wagner Chronic Care Model  available at 

http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2 retrieved on March 11, 

2012, and http://www.grouphealthresearch.org/faculty/profiles/wagner.aspx retrieved on March 11, 2012. 
33

 Developed as a practical tool to help teams improve care for chronic illness, the content of the ACIC was 

derived for specific evidence-based interventions for the six components of the Chronic Care Model.  Like the 

chronic care model, the ACIC addresses the basic elements for improving chronic illness care at the community, 

organizational, practitioner and patient level.  
34

 PACIC measures specific actions or qualities of care, congruent with the chronic care model, that patients 

report they have experienced in the delivery system.   

http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2
http://www.grouphealthresearch.org/faculty/profiles/wagner.aspx%20retrieved%20on%20March%2011
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Potential Project Elements 
DSTI hospitals undertaking this project may select from among the following project elements: 

 Medication management 

 Nurse and/or therapist-based education in primary care sites or patients’ homes 

 Standardized teaching materials available across the care continuum. 

o Chronic disease management education programs for primary care, emergency department, 

homecare, skilled nursing facility, and/or health center staff.   

o Chronic disease care management protocols (e.g. standing orders, risk-assessments prior to 

discharge, medication management, etc.). 

o Pharmacist-led chronic disease medication management services in collaboration with 

primary care and other health care providers.
35

  

o Systems to schedule and track rapid follow-up appointments with primary care physicians, 

specialists, and/or homecare providers following an inpatient or emergency department 

discharge. 

F. Evaluate the intervention(s)’ impact on care management process improvements, patient clinical 

indicators, and quality.  

G. Identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader 

patient population, and identify key challenges associated with expansion of the intervention(s), 

including special considerations for safety-net populations. 

 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Identify one or more chronic 

disease patient populations 

that are at high risk for 

developing complications, 

co-morbidities, and/or 

utilizing acute and 

emergency care services. 

 Documentation of defined 

patient population  

 Internal hospital 

records/documentation 

2. Develop patient registry or 

manual logs to track target 

patient population with 

chronic disease/condition. 

 Working registry as 

evidenced by monthly 

reporting of target patient 

population admissions and 

readmissions  

 Hospital EHR and data 

warehouse 

                                                 
35

 Smith M, Bates DW, Bodenheimer T, Cleary P. “Why pharmacists belong in the medical home.” Health 

Affairs, 2010; 29(5):906–913. 
35

,Crosby J, Grundy P, Rogers E. “Integrating Comprehensive Medication Management to Optimize Patient 

Outcomes.” Patient-Centered Primary Care Collaborative Medication Management Task Force. 2010. 
35

 Giberson S, et al. “Improving Patient and Health System Outcomes through Advanced Pharmacy Practice, A 

Report to the U.S. Surgeon General. Office of the Chief Pharmacist.” U.S. Public Health Service Dec. 2011. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

3. Develop care protocols, 

policies and/or procedures to 

be followed for the target 

patient population with a 

chronic disease/condition. 

As evidenced by one or more of 

the following: 

 Documentation in the 

Hospital Meeting minutes 

of the creation and approval 

of said protocols, or 

 Copy of approved 

protocols, policies and/or 

procedures 

• Internal hospital 

records/documentation 

4. Share chronic disease care 

protocols for target patient 

group with community 

partners to improve care and 

communication across the 

continuum of care. 

 Identify community partners 

who will be vital to the 

chronic disease program 

 Utilizing the patient registry, 

reports will be developed to 

report on outcomes as they 

relate to patients referred to 

local partners for follow-up 

 Internal hospital 

records/documentation 

5. Implement program to 

schedule follow-up 

appointments with primary 

care physicians and/or 

specialists scheduled prior to 

discharge. 

 Reports from registry will 

be created to monitor 

discharge and the scheduling 

of follow-up care with the 

appropriate clinicians  

 Internal hospital 

records/documentation 

6. Provide a risk assessment to 

target patient population with 

chronic disease/condition. 

 Risk assessment 

documented in patient 

record and registry to 

provide appropriate post-

discharge services 

 Hospital Project Coordinator, 

Case Management, 

Information Systems 

7. Make follow-up 

appointments for minimum 

number/ percentage of target 

patient group with a chronic 

disease/condition prior to 

discharge. 

 As documented by hospital 

report showing 

appointments made prior to 

discharge 

 Electronic discharge 

instructions, patient registry 

8. Target patient population 

with chronic 

disease/condition will be 

monitored to ensure 

adherence to the 

recommended medication 

regimen, unless 

contraindicated. 

 As measured by the # of 

patients adhering to the 

recommended medication 

regimen compared to the 

total number of patients 

following a medication 

regimen – using the patient 

registry 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

9. Analyze hospital data to 

establish a baseline on “all 

cause” readmissions for 

target patient group with a 

chronic disease/condition. 

 Monthly tracking of all 

cause readmissions with 

subset of primary or 

diagnostic code of identified 

chronic diseases 

 Internal hospital 

records/documentation 

10. Develop and implement 

patient training programs, 

education, and teaching tools 

for the target patient group to 

help them self-manage their 

chronic disease/condition 

(e.g., “teach-back” method, 

training on use of medical 

equipment, etc.). 

Metrics may include: 

 Assess, select, and/or 

develop patient education 

tools based on nationally 

recognized tools previously 

developed  

 Development of tool for 

documenting the existence 

of patient’s self-

management goals in patient 

record for patients with 

chronic disease(s) at defined 

pilot sites(s) 

 Establishment of training 

programs developed and 

conducted by clinicians 

 Internal hospital 

records/documentation 

11. Identify number of patients 

with self-management goals. 
 Document baseline measure 

of number of patients with 

self-management goals in 

patient record for patients 

with chronic disease(s) at 

defined pilot site(s) 

 Develop tool for 

documenting patient self-

management goals in patient 

record 

 Internal hospital 

records/documentation 

12. Develop and deploy 

educational materials and/or 

training programs for clinical 

staff related to specific 

chronic disease/condition. 

 Documentation of education 

materials and training 

programs 

 # of staff trained 

 Internal hospital 

records/documentation 

13. Implement a pilot to improve 

care management of target 

patient group with a chronic 

disease/condition at primary 

care sites. 

 Copy of specific disease 

management protocol 

 Schedule of patient 

teaching/education sessions 

led by clinician or 

pharmacist 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

14. Design and implement 

system, including the 

establishment of an internal 

working group, to identify 

Emergency Department 

patients who have difficulty 

managing a chronic 

disease/condition.  

 Documented 

parameters/criteria for 

identifying patients with 

barriers to managing a 

chronic condition 

 Working group membership 

list and meeting schedule 

 Internal hospital 

records/documentation 

15. Identify common 

complications and develop 

tracking tool of the same that 

could directly relate to 

increased Emergency 

Department visits or an 

uncontrolled chronic disease 

(e.g., diabetes). 

 Chronic disease tracking 

tool 

 Internal hospital 

records/documentation 

16. Identify additional needs of 

patients with chronic 

conditions to develop further 

strategies for care 

management including 

strategic partnerships with 

vendors, community 

agencies, and others to 

expand quality of care across 

the continuum. 

 Documentation of identified 

additional needs 

 Documentation of identified 

partners 

 Internal hospital 

records/documentation 

17. Establish a medical record 

tracking system for target 

patient group.  

 Hospital electronic record 

flagging system 

 Documentation of list of 

hospital providers involved 

in care of patients with 

certain chronic conditions 

 

 Hospital electronic health 

record 

 

18. Design a process to facilitate 

treatment and rapid referral 

of patients who present at the 

Emergency Department with 

non-urgent chronic disease 

management needs that 

includes coordination with 

hospital outpatient clinic. 

 Documentation of referral 

protocol 

 Internal hospital 

records/documentation 

19. Regularly assess, update, and 

improve care management 

approaches/programs for 

patients with a chronic 

disease/condition. 

 Documentation of 

assessments and updated 

protocols/programs 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

20. Create process measures to 

track patient compliance 

(e.g. preventable inpatient 

admissions, patients 

participating in chronic 

disease management 

program, follow-up 

appointment scheduling, no-

shows). 

 Documentation of medical 

record tracking system to 

follow outcomes of patient 

referrals 

 Baseline measurement of 

percentage of patients 

discharged with a chronic 

disease diagnosis who 

complete a scheduled follow 

up within X days of 

discharge.       

 Internal hospital 

records/documentation 

 Internal electronic health 

record (EHR) system and 

records; hospital-affiliated 

providers EHR records  

 

21. Establish baseline percentage 

of patients who were 

discharged with a targeted 

chronic disease diagnosis 

(e.g. heart failure, COPD, 

etc.) who answered that they 

agree or strongly agree to the 

question, “Did staff take my 

preferences and those of my 

family or caregiver into 

account in deciding what my 

healthcare needs would be 

when I leave the hospital?”  

 Baseline percentage of 

patients who were 

discharged with a targeted 

chronic disease diagnosis 

(e.g. heart failure, COPD, 

etc.) who answered that they 

agree or strongly agree to 

the question, “Did staff take 

my preferences and those of 

my family or caregiver into 

account in deciding what my 

healthcare needs would be 

when I leave the hospital?” 

 Patient follow-up phone call 

responses 

 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Number/percent of target 

patient group with a chronic 

disease/condition contacted 

by hospital within 24 to 48 

hours of hospital discharge 

(72 hours for weekend 

discharge). 

 Follow up calls will be 

documented in the outpatient 

EHR as evidenced by 

documentation of a sample 

of 10 charts or chronic 

disease log 

 Hospital Access 

Coordinator, Information 

Systems 

 Where possible, follow-up 

call documentation will 

reside within the patient 

registry; otherwise logs 

documenting follow-up 

phone calls will be created 

and made available for 

auditing 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

2. Number/percent of the target 

population admitted to 

hospital with a chronic 

disease/ condition who are 

enrolled in the patient 

registry/entered into a 

manual log. 

 As measured using reports 

created from the patient 

registry /manual log 

 Hospital Task Force, 

Information Systems for all 

patients 

 

3. Number/percent of target 

patient group with a chronic 

disease/condition that has a 

risk assessment. 

 Risk assessments 

documented in patient record 

and patient registry 

 Hospital Access 

Coordinator, Case 

Management, Information 

Systems 

4. Number/percent of target 

patient group with a chronic 

disease/condition that have 

follow-up appointments 

made prior to discharge. 

 As evidenced by hospital 

reports 

 Electronic discharge 

instructions; patient registry 

5. Number/percent of target 

patient group who complete 

a scheduled follow up within 

7 days of discharge. 

 X percent increase over 

baseline measurement 

 Internal electronic health 

record (EHR) system and 

records; hospital-affiliated 

providers EHR records  

6. Increase in number/percent 

of patients with self-

management goals for 

patients with chronic 

disease(s) at defined pilot 

site(s) compared to baseline. 

 X number or percent 

increase in number of 

patients with self-

management goals in patient 

record 

 Measurement and reporting 

of number of patients with 

self-management goals in 

patient record for patients 

with chronic disease(s) at 

defined pilot site(s) 

compared to baseline 

 Internal hospital 

records/documentation 

7. Increase in number of 

primary care sites to 

implement a chronic disease 

training program for 

clinicians.  

 Copy of training program 

 Records that training has 

occurred 

 

 Internal hospital 

records/documentation 

8. Increase in number of 

primary care sites piloting a 

care management 

model/approach for target 

patient group with a chronic 

disease/condition.  

 Copy of specific disease 

management protocol 

 Schedule of patient 

teaching/education sessions 

led by clinician or 

pharmacist 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

9. Number /percent of selected 

clinicians (e.g., RNs, 

pharmacists, RTs, etc.) 

educated on chronic disease 

program. 

 X number or percent of 

selected clinical staff 

educated on chronic disease 

program 

 Attendance records on 

education 

10. Number/ percent of patients 

meeting criteria for chronic 

condition at pilot site(s) 

contacted or receiving 

enhanced chronic disease 

condition services for patient 

education, self-management 

coaching, teach-back, 

medication management or 

other intervention. 

 Number or percent of 

patients contacted for 

intervention 

 Internal hospital 

records/documentation 

11. Track number of chronic 

disease inpatient admissions 

for specified chronic 

disease, such as HF, COPD, 

diabetes, depression, etc. 

 X percent decrease in the 

number of chronic disease 

inpatient admissions over 

measurement period 

 

 Internal hospital 

records/documentation 

12. Track percent of patients 

who participate in select 

chronic disease program. 

 X percent increase in the 

number of patients 

participating in select 

chronic disease program 

 Internal hospital 

records/documentation 

13. Using chronic disease 

tracking tool developed in 

Year 1, assess prevalence of 

diabetes complications in 

patients presenting for 

evaluation at their first 

follow-up appointment. 

 Analysis of data captured by 

chronic disease tracking tool 

 Internal hospital 

record/documentation 

14. Expanding on identified 

complications and/or 

comorbidities to measure the 

percentage of follow-up care 

in the appropriate care 

settings in select clinics. 

 Documentation of follow up 

visits in all identified 

outpatient clinics 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

15. Percentage of patients who 

were discharged with a 

targeted chronic disease 

diagnosis (e.g. heart failure, 

COPD, etc.) who answered 

that they agree or strongly 

agree to the question, “Did 

staff take my preferences 

and those of my family or 

caregiver into account in 

deciding what my healthcare 

needs would be when I leave 

the hospital?” 

 X percent increase in the 

number of patients who were 

discharged with a targeted 

chronic disease diagnosis 

(e.g. heart failure, COPD, 

etc.) who answered that they 

agree or strongly agree to the 

question, “Did staff take my 

preferences and those of my 

family or caregiver into 

account in deciding what my 

healthcare needs would be 

when I leave the hospital?” 

 Patient follow-up phone call 

responses 
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Project 2.2: Establish a Chronic Disease Registry 

 

Project Goal 

The goal of this project is to develop and implement a disease management registry for one or more 

patient populations diagnosed with a selected chronic disease. By tracking key patient information, a 

disease registry can help physicians and other members of a patient’s care team identify and reach out 

to patients who may have gaps in their care in order to prevent complications, which often lead to 

more costly care interventions.
36

 A disease registry can assist physicians in one or more key processes 

for managing patients with a chronic disease, including: 

 

1. Prompt physicians and their teams to conduct appropriate assessments and deliver condition-

specific recommended care; 

2. Identify patients who have missed appointments, are overdue for care, or are not meeting care 

management goals; 

3. Provide reports about how well individual care teams and overall provider organizations are doing 

in delivering recommended care to specific patient populations; and 

4. Stratify patients into risk categories in order to target interventions toward patients with the 

highest needs. 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Identify one or more chronic disease patient populations that are at high-risk for hospital 

readmissions and high utilization of health care services. 

B. Identify patient care registry system requirements relevant to the chronic disease patient 

population(s). 

C. Assess existing IT platforms for possible patient registry functionality and/or interface. 

D. Review current and future state of workflow and identify barriers to implementation. 

E. Select an appropriate chronic disease registry solution that meets the needs of the patient 

population. 

F. Educate and train clinical and/or administrative staff on use of chronic disease registry. 

G. Implement and utilize disease management registry for target chronic disease populations. 

H. Develop and implement testing to evaluate the accuracy of the registry and effectiveness in 

addressing treatment gaps and reducing preventable acute care. 

 

                                                 
36

5 Million Lives Campaign. “Getting Started Kit: Improved Care For Patients with Heart Failure How- To- 

Guide.” Institute for Healthcare Improvement. 2008.  
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Assess chronic disease 

registry functionality in 

electronic health record 

(EHR) systems. 

 Review and analyze 

functionality and interface 

capability for EHR systems 

used by hospitals and 

affiliated physician practices 

to determine if they have 

necessary elements for a 

chronic disease registry. 

Necessary elements may 

include inpatient admissions, 

emergency department visits, 

test results, medications, 

weight, activity level 

changes and/or diet changes 

 EHR systems 

2. Develop an interface plan 

between EHR systems used 

by hospital and affiliated 

physician office practices. 

 Production of interface 

model 

 EHR systems 

3. Issue Request for Proposal 

for a chronic disease 

registry.  

 Analyze responses from top 

vendors to determine gaps in 

hospital/physician practice 

EHR systems to support a 

chronic disease registry 

 Documentation of RFP 

4. Select appropriate IT 

solution based on system 

functionality and procure a 

chronic disease registry. 

 Procurement contract  Documentation of contract 

5. Evaluate workflow and use 

of chronic disease registry 

using Lean methodology. 

 Review current and future 

state of workflow using 

chronic disease registry and 

identification of barriers to 

implementation 

 Review of Lean event 

6. Identify hospital and 

affiliated organization staff 

that will use the chronic 

disease registry. 

 Develop list of users by 

location and by priority of 

use by functional area 

 List of users 

7. Develop an implementation 

plan for a chronic disease 

registry. 

 Development of 

implementation plan 

 Documentation of plan 

8.  Pilot test the selected 

chronic disease registry. 
 Evaluate and identify gaps in 

information exchange in the 

registry within the hospital’s 

identified staff and 

departments 

 Implementation and testing 

plan 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

9. Identify target patient 

population with chronic 

disease to be entered into the 

registry. 

 Document patients to be 

entered into the registry 

 Internal hospital 

records/documentation 

10. Develop and implement test 

plan to determine accuracy 

of information populated 

into the registry. 

 Implement and document 

results of test plan 

 Test plan 

11. Educate and train staff on 

the chronic disease registry. 
 Documentation of training 

materials/attendance 

 Attendance list and 

educational content 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Go-Live – Enter patient 

information in the disease 

registry for target patient 

population with chronic 

disease. 

 Identify gaps, via a review of 

the identified registry 

elements above, in treatments 

as identified Best Practices 

for the target patient 

population with a chronic 

disease  

 Documentation of patients 

entered and gaps identified 

2. Identify patients with 

chronic disease entered into 

registry who receive 

discharge instructions 

appropriate for their chronic 

disease such as: activity 

level, diet, medication 

management, etc. 

 X percent increase of patients 

with chronic disease who 

receive appropriate disease 

specific discharge 

instructions.  

 Chronic disease registry and 

hospital her 
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Project 2.3: Implement Improvements in Care Transitions 

 

Project Goal 

The goal of this project is to implement improvements in care transitions and coordination of care 

from inpatient to outpatient, post-acute care, and home care settings in order to prevent increased 

health care costs and hospital readmissions. Care transitions refer to the movement of patients from 

one health care provider or setting to another. For people with serious and complex illnesses, 

transitions in setting of care—for example from hospital to home or nursing home, or from facility to 

home- and community-based services—have been shown to be prone to errors.
37

 Safe, effective, and 

efficient care transitions and reduced risk of potentially preventable readmissions require cooperation 

among providers of medical services, social services, and support services in the community and in 

long-term care facilities. High-risk patients often have multiple chronic diseases.  The implementation 

of effective care transitions requires practitioners to learn and develop effective ways to successfully 

manage one disease in order to effectively manage the complexity of multiple diseases.
38

The 

discontinuity of care during transitions typically results in patients with serious conditions, such as 

heart failure, chronic obstructive pulmonary disease, and pneumonia, falling through the cracks, which 

may lead to otherwise preventable hospital readmission. 
39

The goal is to ensure that the hospital 

discharges are accomplished appropriately and that care transitions occur effectively and safely.  

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following elements: 

A. Develop a cross-continuum team comprised of clinical and administrative representatives from 

acute care, skilled nursing, ambulatory care, health centers, and home care providers.  

B. Conduct an analysis of the key drivers of 30-day hospital readmissions using a chart review tool 

(e.g. the Institute for Healthcare Improvement’s (IHI) State Action on Avoidable Re-

hospitalizations (STAAR
40

) tool) and patient interviews. 

C. Identify baseline top readmission diagnoses and populations at high risk for readmissions, 

including mental health and substance abuse. 

D. Review best practices from a range of models (e.g. RED
41

, BOOST
42

, STAAR, INTERACT
43

, 

Coleman
44

, Naylor
45

, GRACE
46

, BRIDGE
47

, etc.). 

                                                 
37

Coleman EA. “Falling Through the Cracks: Challenges and Opportunities for Improving Transitional Care for 

Persons with Continuous Complex Care Needs.”  Journal of the American Geriatrics Society (2003) 51:549-555 
38

 Rittenhouse D, Shortell S, et al. “Improving Chronic Illness Care: Findings from a National Study of Care 

Management Processes in Large Physician Practices.” Medical Care Research and Review Journal  (2010) 67(3): 

301-320 
39

 Coleman, E., Parry, C., et. al.  “The Care Transitions Intervention: a patient centered approach to ensuring 

effective transfers between sites of geriatric care.“ Home Health Care Serv Q  (2003) 22 (3): 1-17 
40

 IHI launched State Action on Avoidable Re-hospitalization (STAAR) Initiative in May 2009 – a ground breaking, 

multi-state, multi-stakeholder approach to dramatically improve the delivery of effective care at a regional scale.  

The STAAR initiative aims to reduce re-hospitalization by working across organizational boundaries and by 

engaging payers, stakeholders at the state, regional and national level, patients and families, and caregivers at 

multiple care sites. 
41

 The Re-engineered Hospital Discharge, known as Project RED, is designed to re-engineer the hospital workflow 

process and improve patient safety by using a nurse discharge advocate who follows 11 discrete, mutually 

reinforcing steps shown to improve the discharge process and decrease hospital readmissions.   
42

 Better Outcomes for Older Adults through Safe Transitions, a 2009 Society of Hospital Medicine (SHM) initiative 

working with hospitals to reduce readmission rates by providing them with proven resources and monitoring to 

optimize the discharge transition process, and enhance patient and family education practices 



 

 89 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following elements: 

E. Identify and prioritize evidence-based strategies and clinical protocols that support seamless care 

transitions and reduce preventable 30-day readmissions. 

F. Implement one or more pilot intervention(s) in care transitions targeting one or more patient care 

units or a defined patient population. Examples of interventions include, but are not limited to, 

implementation of: 

a. Discharge checklists 

b. “Hand off” communication plans with receiving providers 

c. Wellness initiatives targeting high-risk patients 

d. Patient and family education initiatives including patient self-management skills and 

“teach-back” 

e. Post-discharge medication planning 

f. Early follow-up such as homecare visits, primary care outreach, and/or patient call-backs. 

G. Evaluate the intervention(s) impact on readmissions and patient care and identify “lessons 

learned,” opportunities to scale all or part of the intervention(s) to a broader patient population, 

and identify key challenges associated with expansion of the intervention(s), including special 

considerations for safety-net populations.  

 

 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1.  Establish Task Force or 

Team to support or lead 

project. 

 Establishment of Task 

Force or Team 

 Documentation of task 

force or team 

                                                                                                                                                             
43

 Interventions to Reduce Acute Care Transfers (INTERACT) is a quality improvement program that focuses on the 

management of acute change in resident conditions.  Developed by the Georgia Medical Care Foundations with 

support from CMS. 
44

 The Care Transitions Intervention Program is a model developed by Dr. Eric Coleman in response to the need for 

a patient-centered interdisciplinary intervention that address continuity of care across multiple settings and 

practitioners.  
45

 Also referred to as the Transitional Care Model (TCM) Naylor is an intensive nurse-led care management 

program provided to high-risk seniors during and after hospitalization.   
46

 Geriatric Resources for Assessment for the Care of Elders model is a physician/practice-based care coordination 

model.  GRACE is conducted for a long term/indefinite amount of time and requires a nurse practitioner and social 

worker. 
47

 A novel hospital-to-home transition program for patients with cardiovascular disease which has shown to 

significantly reduce 30-day readmission rates and emergency department visits. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

2. Collect information and /or 

analyze data on factors 

contributing to preventable 

readmissions within 30 days.  

Metrics may include:  

 Conduct a minimum of 10 

interviews with 

patient/family members 

regarding an occurrence of a 

preventable 30 day hospital 

readmission 

 Review interview data 

conducted by 

multidisciplinary team 

 Improve electronic 

reporting of readmission 

data 

 Develop an electronic report 

on readmission data 

 Chart review Reports 

 Determine baseline metric 

for all cause 30 day 

readmission 

 Identification of key factors 

including primary and 

additional diagnoses such as 

CHF, DM, COPD and 

mental health/substance 

abuse that increase 

likelihood of preventable 30 

day readmissions 

 Documented summary of 

interview results  

 Report template on 

readmission 

 Minutes of meetings 

analyzing interview results 

 Report on readmission data 

 Report listing key 

contributing factors 

3. Identify baseline high-risk 

Diagnostic-related Groups 

(DRGs) by analyzing 30-day 

readmissions for acute care 

and home care patients. 

 Documentation of chart 

review (e.g., STARR Chart 

review report) 

 Documentation of Chart 

Review Report 

4. Hire clinician(s) with care 

transition/disease 

management expertise. 

 Position offer letters  Documentation of position 

of offer letters/ Human 

Resources records 

5. Develop an assessment tool 

to identify patients who are at 

high risk for readmission. 

 Multidisciplinary committee 

approves assessment tool 

 Approved sample tool and 

meeting minutes 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

6. Identify evidence-based 

frameworks that support 

seamless care transitions and 

impact preventable 30-day 

readmissions. 

 Selection of an evidence 

based framework 

 STAAR meeting minutes 

displaying the selection of 

evidence based framework 

7. Pilot test care management/ 

intervention approaches at 

selected provider sites 

(inpatient or outpatient). 

Metrics may include: 

 Implementation of at least 2 

evidence based 

interventions on a pilot unit; 

or 

 Implementation of pilot 

disease management 

program at one physician 

group practice 

 Detailed implementation 

plan 

8. Analyze pilot test results.   Pilot report  Copy of report 

9. Develop plan (s) for a (1) 

hospital care transition 

process or (2) home-base 

disease management program 

for high-risk patients, or (3) 

to provide care management 

tools and health information 

exchanges with area 

physician groups and other 

post-acute providers. 

 Care management tool and 

HIE Plan  

 Transition Process 

Improvement Plan 

 Home-base disease 

management plan 

 Internal hospital 

records/documentation 

10. Conduct study to determine 

feasibility of providing a 

wellness program on hospital 

campus for patients with high 

risk diagnoses. 

 Hospital wellness plan  Internal hospital 

records/documentation 

11. Increase number of RN hours 

allocated to home-based 

disease management 

program. 

 Increase RN hours for 

Home Care program  

 Documentation of RN hours 

increase 

12. Conduct baseline study and 

annual reassessments of at 

least X high-risk patients 

readmitted to hospital < 30 

days to determine interval 

between hospital discharge 

and visit to PCP. 

 Study of at least X high risk 

patients readmitted in less 

than 30 days to hospital in a 

given year 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

13. Collect baseline patient-

centered measures for X 

number of high-risk patients. 

 Baseline report on high-risk 

patients 

 Internal hospital 

records/documentation 

14. Educate appropriate clinical 

staff on key contributing 

factors to preventable 

readmissions. 

 Educational sessions with 

key clinical staff 

 Internal hospital 

records/documentation 

15. Dedicate additional 

Advanced Practice RN 

resources to provide a bridge 

visit to high risk patients 

between hospital discharge 

and PCP visit. 

 Advanced Practice RN 

position descriptions and 

work schedule 

 Documentation of 

Advanced Practice RN 

position descriptions and 

work schedule 

16. Re-engineer hospital 

discharge process for all 

admitted patients. 

 Development of high-risk 

tool and discharge checklist 

 Documentation of high risk 

tool and discharge check list 

17. Develop reports and studies 

on lessons learned and share 

with health care community. 

 Development of “Lessons 

Learned” report 

 Internal hospital 

records/documentation 

18. Implement enhanced 

assessment tool for inpatients 

with substance abuse and 

behavioral health issues. 

 Multidisciplinary committee 

approves assessment tool 

 

 Documentation of 

committee approval of tool 

 

19. Identify community-based 

care transition partners. 
 Number of care transition 

partners 

 Number of partner post-

acute facilities  

 Internal hospital 

records/documentation 

20. Assess current knowledge / 

barriers to implementing 

evidence-based care 

transition tool or framework. 

 Completion of survey or 

report 

 Internal hospital 

records/documentation 

21. Train hospital staff on 

standard use of evidence-

based care transition tool or 

framework. 

 X% of hospital staff trained  Internal hospital 

records/documentation 

22. Train post-acute partners on 

standard use of evidence-

based care transition tool or 

framework. 

 X% of post-acute partners 

trained 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

23. Document workflow protocol 

including use of evidence-

based care transition tool or 

framework. 

 Completion of written 

workflow protocol 

 Internal hospital 

records/documentation 

24. Implement workflow 

protocol including use of 

evidence-based care 

transition tool or framework. 

 Dissemination of written 

workflow protocol to 

appropriate staff 

 Internal hospital 

records/documentation 

25. Establish baseline measure 

for the percentage of “High 

Risk” patients with 

customized care plans before 

discharge. 

 Percentage of “High Risk” 

patients with customized 

care plans before discharge 

 Report on “High Risk” 

patients with customized 

care plan before discharge 

26. Creation of Patient 

Experience of Care Council 
 Council creation 

 Meeting minutes 

 Internal hospital 

records/documentation 

27. Gap analysis regarding 

patient communication with 

doctors, nurses, and/or 

discharge information. 

 Analysis complete  Internal hospital 

records/documentation 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Implement home-based 

disease management 

program for high-risk 

patients with enrollment 

target of X patients. 

 Home health certification 

and plan of care signed by 

RN and patient’s PCP 

 Home health certification 

and plan of care 

2. Implement trial use of warm 

handoffs (a clinician to 

clinician real time live 

communication) for adult 

inpatients being discharged 

to alternative care settings 

(.e.g., SNFs, Rehabs, and 

PCMH’s ). 

 Warm Handoffs used for X 

percent of target population 

transitioned from adult 

inpatient units to alternative 

care settings (e.g., area 

SNFS, Rehabs, PCMH’s) 

 

 Report on percentage of 

adult transfers to alternative 

care settings during which 

warm handoff occurred 

(e.g., area SNFS, Rehabs, 

PCMH’s) 

3. Expand warm handoffs on 

target patient population. 
 Increase expand warm 

handoffs to X percent of 

target patient population 

 Report on percentage of 

adult transfers to alternative 

care settings during which 

warm handoff occurred 

4. Educate X % of selected  X percent of targeted  Minutes and attendance lists 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

hospital clinicians (e.g. RNs, 

hospitalists) on use of teach-

back methodologies. 

hospital clinicians are 

educated on teach-back 

methodology 

of meeting 

5. Implement use of teach-back 

methodology for X percent 

of target high-risk patient 

group.  

 Sample target high risk 

patient group to determine 

percentage who experience 

teach-back and assess 

impact on readmission rates 

 Report on percentage of 

sampled high-risk patients 

who experienced teach-back 

methodology 

6. Use of evidence-based care 

transition tool or framework 

by hospital staff. 

 X% utilization by hospital 

staff 

 Internal hospital 

records/documentation 

7. Use of evidence-based care 

transition tool or framework 

by post-acute partner staff. 

 X% utilization by post-acute 

staff 

 Internal hospital 

records/documentation 

8. Improve patient 

communication with doctors. 
 Xth percentile in HCAHPS: 

Communication with 

Doctors 

 Press Ganey 

9. Improve patient 

communication with nurses. 
 Xth percentile in HCAHPS: 

Communication with Nurses 

 Press Ganey 

10. Improve patient 

communication regarding 

discharge. 

 Xth percentile in HCAHPS: 

Discharge Information 

 Press Ganey 

11. Improvement in percentage 

of “High Risk” patients with 

customized care plans before 

discharge 

 X percent improvement in 

percentage of “High Risk” 

patients with customized 

care plans before discharge 

 Report on “High Risk” 

patients with customized 

care plan before discharge 

12. Increase number or percent 

of target inpatient population 

screened for a substance 

abuse or mental health 

disorder that receive an 

enhanced assessment. 

 X percent increase in target 

inpatient population 

screened for a substance 

abuse or mental health 

disorder who receive an 

enhanced assessment 

 Social work log books 

13. Increase number or percent 

of target inpatient population 

with a substance abuse or 

mental health disorder 

discharged to home who 

underwent an enhanced 

assessment for whom 

clinicians made follow up 

calls (two attempts) to 

review treatment plans and 

assess compliance. 

 X percent increase in follow 

up phone contacts (at least 2 

attempts) made by hospitals 

to target inpatient 

population with a substance 

abuse or mental health 

disorder discharged to home 

and underwent an enhanced 

assessment  

 Social work logbooks 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

14. Reduce admissions from 

targeted post-acute 

population. 

 X% reduced readmissions 

from specified post-acute 

population 

 Internal hospital 

records/documentation 

15. Reduce all-cause 

readmissions for post-acute 

settings. 

 X% reduced all-cause 

readmissions from specified 

post-acute setting 

 Internal hospital 

records/documentation 
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Project 2.4: Develop or Expand Projects to Re-Engineer Discharge Processes 

 

Project Goal 

Comprehensive discharge processes -- wherein the patient and the hospital share an understanding of 

care and follow up plans -- are critical to successful implementation of accountable care models. To 

prepare in this regard, hospitals may need to refine, and in some cases re-engineer, their existing 

discharge processes to reduce unnecessary readmissions, increase adherence to follow up care 

recommendations and thrive under alternatives to fee-for-service payments. Projects will focus on 

standardizing and personalizing the complex hospital discharge process to reduce unnecessary 

readmissions and improve quality, thereby better positioning the hospital system for success in a 

global payment environment. 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Design and Implement Re-Engineered Discharge process for specified categories of patients 

B. Educate the patient about diagnosis throughout the hospital stay. 

C. Make appointments for follow-up and post discharge testing, with input from the patient about 

time and date. 

D. Discuss and document with the patients any tests not completed in the hospital 

E. Organize post discharge services. 

F. Confirm the medication plan. 

G. Reconcile the discharge plan with national guidelines and critical pathways. 

H. Review with the patient appropriate steps of what to do if a problem arises. 

I. Expedite transmission of the discharge summary to clinicians accepting care of the patient. 

J. Give the patient a written discharge plan. 

K. Assess the patient’s understanding of the discharge plan. 

L. Call the patient 2 -3 days after discharge to reinforce the discharge plan and help with problem 

solving. 

M. Train clinicians and other staff to utilize new processes appropriately.  

N. Perform data analysis to track readmissions for participating patients. 

O. Identify common issues upon discharge from acute care setting. 

P. Coordinate with post-acute care providers regarding discharge processes. 

Q. Improve communication tools between acute and post-acute providers. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Develop and staff a re-

engineered discharge process 

plan (RED) for 

implementation with 

targeted adult medical 

patients at a hospital. 

 Project RED staffing plan 

 RED program description 

 Project RED patient criteria 

 CMS Readmissions criteria 

 Internal hospital 

records/documentation 

2. Implement RED for X 

number of hospitalized 

adults from one Medicaid 

MCO. 

 Copy of hospital’s 

implementation plan 

 Copy of report on number of 

patients participating in RED 

 Internal hospital 

records/documentation 

3. Using one X# of payer(s)’ 

claims data, establish 

baseline data to be used in 

tracking designated hospital 

patients receiving RED. 

 Copy of baseline report  Payer Data 

4. Design process to streamline 

and implement RED with 

additional population in a 

designated hospital’ unit for 

adult medical patients across 

all payers.  Redesign staffing 

component to better 

integrate RED into the daily 

workflow of the inpatient 

unit. 

 Copy of RED redesigned 

process description for new 

unit 

 Copy of RED staffing plan 

for new unit 

 Internal hospital 

records/documentation 

5. Using hospital data, establish 

baseline data to be used in 

tracking designated hospital 

patients from additional 

hospital unit who will be 

receiving RED. 

 Copy of baseline report  Internal hospital 

records/documentation 

6. Based on results of Project 

RED demos, recommend 

hospital-wide strategy to 

reduce avoidable 

readmissions. 

 Copy of Project RED cost-

benefit analysis 

 Copy of hospital wide 

readmissions policy report 

Internal hospital 

records/documentation 

7. Identify RED tool(s).  Identification  Documentation of 

recommendation 

8. Identify community-based 

partners. 
 Internal records identifying 

partners 

Internal hospital 

records/documentation 

9. Provide staff training on 

RED tool(s). 
 Documentation of training Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1.   Increase number of patients 

in Project RED by X 

percent. 

 Copy of hospital’s 

Implementation Plan for new 

inpatient unit 

 Copy of Report on number of 

patients participating in RED 

through Medicaid MCO 

 Copy of Report on number of 

patients participating in RED 

through one designated 

hospital unit 

 Hospital and Insurer Data 

 

2.   Track number of readmitted 

patients from X payer(s) 

that received project RED 

using a methodology similar 

to one used by CMS for 

counting “all cause 

readmissions” against 

established baseline. 

 Copy of payer-specific all 

cause readmission for 

participating RED patients at 

hospital report comparing 

hospital readmission to Year 

X 

 Payer data 

3.   Track number of 

participating RED patients 

from one hospital unit 

readmitted to same hospital 

against established baseline. 

 Copy of readmissions report 

for participating RED 

patients at designated hospital 

unit comparing hospital 

readmission to Year X 

 Internal hospital 

records/documentation 

4. Hospital utilization of RED 

tool or procedure. 
 X% utilization  Internal hospital 

records/documentation 

5. Track and report on post-30, 

60, and 90 day emergency 

room (ER) visit for patients 

discharged through Project 

RED. 

 Copy of tracking report   Internal hospital 

records/documentation 
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Project 2.5: Implement Primary Care Based System of Complex Care Management for High 

Risk Population(s) 

 

Project Goal 

This project’s goal is to develop and implement a primary care-based system of complex care 

management to improve patient health and reduce unnecessary costs for safety-net patients determined 

to be at high risk.  High-risk populations may be defined by the hospital’s population specific criteria, 

including a combination of factors such as recent inpatient or emergency room utilization or 

utilization of high-cost health care services, risk stratification based on utilization and clinical 

indicators, poor control of a chronic disease (medical and behavioral), and/or patients who have an 

acute change in their medical, social or behavioral health condition. Primary care-based care 

management or complex care management teams will provide complex care management of medical 

conditions and behavioral health conditions as well as coordinate a range of social service supports 

such as effective patient engagement, housing, transportation, nutrition. These teams will also 

coordinate with inpatient, emergency department, and post-acute care management systems to 

facilitate a seamless care transition experience for patients.  

 

Safety-net patients have complex health care needs and utilization behaviors that are significantly 

different than and far exceed expected patterns in the commercial population.
48

 Development of 

primary care-based systems of care management has been linked to substantial improvements in 

quality of care and reduced cost.
49

  Safety-net patient populations face not only co-occurring medical 

and mental health concerns but also social acuity, including linguistic, cultural, literacy, economic, 

psychological or cognitive barriers. These social determinants can factor into missed appointments, 

no-shows for follow-up tests, medication problems, disease progression and health care utilization 

patterns. The discontinuity of care can lead to otherwise preventable complications and/or hospital 

admissions and emergency room use. Projects under this heading will attempt to address these 

challenges through comprehensive care management programs for complex patients.  

 

 

 

 

 

 

 

 

 

 

 

                                                 
48

 Tang, N. et al. “Trends and Characteristics of U.S. Emergency Department Visits 1997-2007.” JAMA (2010) 

304(6): 664-670. 
49

 Cosway R, et al.  “Analysis of Community Care of North Carolina Cost Savings.” Milliman, Inc. 2011.  
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Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Define population of patients determined to be at high risk for utilization of high-cost health care 

services based on available clinical and administrative data (e.g. payer data, emergency room and 

hospital discharge logs, health records or registries identifying patients with a poorly controlled 

chronic disease, etc.). 

B. Develop a multi-disciplinary team-based framework for a primary care-based complex care 

management model for high-risk patients. 

C. Identify competencies and qualifications required for members of the primary care complex care 

management team. 

D. Develop and implement reports and/or EMR capabilities to designate high-risk patients. 

E. Design, develop, and implement integrated care plans for use with high-risk patients enrolled in a 

primary care-based system of complex care management. 

F. Enroll high-risk patients in primary care-based complex care management model in one or more 

primary care sites. 

G. Evaluate the effectiveness of the initial or pilot site primary care-based complex care management 

model in areas that may include addressing treatment gaps, reducing missed appointments, 

inpatient or emergency care patterns or follow-up, improving patient engagement or satisfaction, 

and/or wellness/clinical indicators. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Develop primary care-based 

complex care management 

program for high-risk 

patients including the 

methodology for identifying 

high-risk patients and the 

multi-disciplinary 

framework for the program. 

 Submission of care 

management workgroup 

minutes and 

recommendations that 

include a multidisciplinary 

framework for a primary 

care-based care 

management program for 

high-risk patients 

 Internal hospital 

records/documentation 

2.   Develop a report of high- 

risk patients and deliver 

these in a timely way to 

primary care-based complex 

care management staff. 

 Submission of sample 

multi-payer report delivered 

to participating primary care 

sites 

 

 Internal records that 

incorporate payer data 

3.   Develop job requirements 

and/or identify 

competencies for members 

of the primary care complex 

care management team 

(such as community health 

workers, RN clinical care 

managers, social workers). 

 Submission of revised job 

descriptions and/or 

competencies for 

community health worker, 

nurse and social worker 

with integration of care 

management competencies 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1.   Implement primary care-

based complex care 

management program for 

high-risk patients at X 

number of primary care 

sites.  Hospital may 

increase the number of 

participating primary care 

sites over the 

demonstration years. 

 

 

Metrics may include: 

 Create a way to designate high-

risk patients in the EMR for 

participating primary care sites 

 Enroll high- risk patients into 

the complex care management 

program at X number of 

participating primary care sites 

 Create a report to identify the 

number of patients enrolled in 

the complex care management 

program 

 Create baseline reports for:   

 the number of patients 

enrolled in the complex 

care management program 

at initial pilot sites and,  

 the % of patients enrolled 

in the complex care 

management program who 

have a documented care 

plan during the 

measurement period at X 

number of initial 

participating primary care 

sites 

 Submission of EMR screen 

shot illustrating patient 

identified as receiving 

complex care management 

 EMR reports 

 Care management report 

2.   Expand primary care-

based complex care 

management program for 

high-risk patients to X 

number of additional 

primary care sites. 

 Increase number of primary 

care sites participating in the 

complex care management 

program for high-risk patients 

 

 Care Management Report 

from EMR 

 

3.  Increase the number of 

patients enrolled in the 

complex care management 

program by X percentage 

increase at X primary care 

sites. 

 Increase the number of patients 

enrolled in the complex care 

management program by X 

percent over the baseline 

established across the X 

primary care sites 

 Care management report 

from EMR 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

4. Monitor care management 

plans developed for high 

risk patients enrolled in 

the complex care 

management program 

across participating 

primary care pilot site(s).”   

 # and % of patients enrolled  in 

the complex care management 

program that have a care plan 

that has been developed by the 

care manager with input from 

the care team during the 

measurement period. 

 EMR 

5. Evaluate the effectiveness 

of the initial or pilot site 

primary care-based 

complex care management 

model in areas that may 

include addressing 

treatment gaps, reducing 

missed appointments, 

inpatient or emergency 

care patterns or follow-up, 

improving patient 

engagement or 

satisfaction, and/or 

wellness/clinical 

indicators. 

 Written report  Internal hospital 

records/documentation 
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Project 2.6: Establish a Multi Disciplinary Education and Simulation Center 

 

Project Goal 

The goal of this project is to improve patient safety and quality and to improve the delivery of 

high-quality health care through education, training and research. Programs will utilize 

experiential, simulated scenarios and participatory courses to focus on effective communication, 

collaboration, crisis management and cultural competency.  A multidisciplinary team approach— 

rather than a traditional, siloed approach—will be utilized to allow for training, in a true 

simulated environment, of all related hospital staff responsible for the care and treatment of 

patients (e.g. physicians, nurses, pharmacists, etc.).  Curricula will be designed to reflect this 

multidisciplinary approach and to address the multicultural needs of a safety net population.  The 

project will focus on continuous quality improvement and will consist of the creation of a state-

of-the-art, centralized simulation and education center for its core community, including 

clinicians, residents, students, nurses, pharmacists, allied health professions and potentially the 

community at large for certification courses. The Simulation Center will accommodate the needs 

of multiple departments, including surgery, anesthesiology, nursing, pediatrics, medicine, and 

obstetrics/gynecology.  

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Design, staff, and open a dedicated, multi-disciplinary Simulation and Education Center. 

B. Create a Simulation Center clinical implementation work group. 

C. Identify training programs to be offered. 

D. Develop curriculum and materials for multidisciplinary team training programs. 

E. Train multidisciplinary team members across hospital. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with 

their associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Identify and design space 

for creation of a 

Simulation Center. 

 Documentation that space 

has been identified 

 Documentation that the 

Center has been designed 

 Internal hospital 

records/documentation 

2. Create Simulation Center 

clinical implementation 

workgroup and identify 

training programs to be 

offered; begin planning 

for implementation. 

 Provide list of Simulation 

Center workgroup 

members and meeting 

agenda 

 Provide outline of 

recommended list of 

Simulation Center 

training programs for 

SFY 2013 and 2014 

 Simulation Center Training 

Summary 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with 

their associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

3. Develop curriculum 

materials for initial 

Simulation Center 

training program after 

thorough review of the 

literature. 

 Copy of curriculum 

materials 

 Summary of literature 

review 

 

 

 Hospital Simulation Center 

training materials 

 

4. Develop materials for 

additional training teams. 
 Copy of additional 

training materials 

 Hospital Simulation Center 

training materials 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with 

their associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1.   Provide training to X 

number of clinical staff. 
 Documentation of 

training to X number 

of clinical staff, 

including pre- and 

post-skills 

assessments, where 

applicable. 

 Hospital Simulation Center 

attendance records 
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Project 2.7: Implement Process Improvement Methodologies to Improve Safety Quality and 

Efficiency 

 

Project Goal 

The goal of this project is to implement process improvement methodologies to improve safety, 

quality, and efficiency.  Hospitals may design customized initiatives based on various process 

improvement methodologies such as Lean, Care Logistics, Nurses Improving Care for Healthsystem 

Elders (NICHE) among others.   

 

For example, the Lean methodology as applied to medicine evaluates the use of resources, measures 

the value to the patient, considers the use of resources in terms of their value to the patient, and 

eliminates those that are wasteful.  Using methodologies such as Lean that are proven to eliminate 

waste and redundancies and optimize patient flow, hospitals may customize a project that will develop 

and implement a program of continuous improvement that will increase communication, integrate 

system workflows, provide actionable data to providers and patients, and identify and improve models 

of patient-centered care that address issues of safety, quality, and efficiency. Implementation 

frequently requires a new “operational mindset” using tools such as Lean to identify and progressively 

eliminate inefficiencies while at the same time linking human performance, process performance and 

system performance into transformational performance in the delivery system.
50

  The process 

improvement, as a further example, may include elements such as identifying the value to the patient, 

managing the patient’s journey, facilitating the smooth flow of patients and information, introducing 

“pull” in the patient’s journey (e.g. advanced access), and/or continuously reducing waste by 

developing and amending processes awhile at the same time smoothing flow and enhancing quality 

and driving down cost.
51

 

 

Furthermore, projects designed and implemented using the Care Logistics™ patient-centered, care 

coordination model involves managing the simultaneous logistics of a patient moving through the 

hospital.  It may be used to help hospitals transform their operations to improve patient flow into cross 

departmental hubs and provide actionable data in real-time on key performance indicators, such as, 

but not limited to, length of stay, patient flow times, discharge process times, re-admission rates, and 

patient, provider and staff satisfaction.
52

 

 

In addition, hospitals may design a process improvement initiative utilizing the NICHE program 

framework, which aims to facilitate the infusion of evidence-based geriatric best practices throughout 

institutions to improve nursing care for older adult patients.  NICHE is based on the use of principles 

and tools to support a systemic change in nursing practice and in the culture of healthcare facilities to 

achieve patient-centered care.
53

  

 

 

 

 

                                                 
50

 Oujiri J, Ferrara C. “The Phoenix Project – Integrating Effective Disease Management Into Primary Care Using 

Lean Six-Sigma Tools.” Duluth Clinic Presentation. 2010. 
51

 Bibby J. “Lean in Primary Care:  The Basics – Sustaining Transformation.” Asian Hospital and Healthcare 

Management (2011) 18.   
52

 http://www.carelogistics.com/ 
53

 http://www.nicheprogram.org/ 
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Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Provide training and education to clinical and administrative staff on process improvement 

strategies, methodologies, and culture. 

B. Develop an employee suggestion system that allows for the identification of issues that impact the 

work environment, patient care and satisfaction, efficiency and other issues aligned with 

continuous process improvement. 

C. Design, develop, and implement a program of continuous, rapid process improvement that will 

address issues of safety, quality, and efficiency. 

D. Define key safety, quality, and efficiency performance indicators and develop a system for 

continuous data collection, analysis, and dissemination of results. 

E. Develop standard workflow process maps, staffing and care coordination models, protocols, and 

documentation to support continuous process improvement. 

F. Implement software to integrate workflows and provide real-time performance feedback. 

G. Evaluate the impact of the process improvement program and assess opportunities to expand, 

refine, or change processes based on the results of key performance indicators. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Senior hospital leadership 

collect information on a 

patient-centered flow 

management system (e.g., 

Care Logistics Model) to gain 

new ideas on best practices 

with qualitative and 

quantitative, evidence-based 

information. 

 Site visit to hospital that has 

implemented the patient-

centered flow management 

system 

 Confirmation of visit 

2. Senior hospital leadership 

attend educational seminars on 

a patient-centered flow 

management system (e.g., 

Care Logistics Model). 

 Attendance on a seminar on 

the patient-centered flow 

management system 

 Seminar attendance list 

3. Hire vendor to implement a 

care management system at 

the hospital (e.g., Care 

Logistics Model). 

 Agreement with system 

vendor 

 Documentation of 

agreement 

4. Conduct educational sessions 

for hospital leadership, 

executives, and other hospital 

staff on the care management 

system. 

 Completion of education 

sessions 

 Evaluation surveys 

5. Define current state of care 

management at the hospital. 
 Completion of reports  Documentation of report 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

6. Define operational procedures 

needed to improve overall 

efficiencies in care 

management. 

 Report on at least 2 new 

operational procedures 

needed to improve overall 

efficiencies in care 

management  

 Report on two new 

operational procedures 

7. Adopt new care 

coordination/management 

model. 

 New care coordination 

model report 

 Documentation of report 

8. Implement new care 

management software (e.g., 

Care Logistics) to integrate 

workflows and provide real-

time performance feedback. 

 Installation of new care 

management software 

 Health system HIT 

documentation 

9. Train hospital staff on new 

care coordination model. 
 Training schedule and 

attendance list 

 Documentation of training 

schedule and attendance 

list 

10. Define key performance 

indicators for the new care 

coordination/ management 

model. 

 Report on new care 

management indicators 

 Conduct GIAMP study 

(Geriatric Institutional 

Assessment Profile) 

 Documentation of report 

11. Finalize communication plan 

on the new care coordination/ 

management model. 

 Hospital Care Coordination 

Communication Plan 

 Documentation of plan 

12. Develop baseline rate of 

Emergency Department 

patients who leave without 

being seen.  

 Report on ED patient 

throughput over a 6 month 

period 

 Internal hospital 

records/documentation 

13. Implement a Lean Workplace 

Standardization class at 

primary care practices.  

 Completion of Lean 

Workplace Standardization 

class at X primary care 

practices. 

 

 On site verification 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

14. Complete a Lean Workplace 

goal setting process at primary 

care practices.  

 Completion of Lean 

Workplace goal setting 

process at X primary care 

practices, including 

completion of: 

 Develop a balanced 

score card with practice 

level goals for people, 

quality, and reduction of 

waste from the patient’s 

perspective 

 Develop patient safety 

cross for each practice 

 Documentation of plan 

15. Complete an employee 

suggestion system in X 

number of practices.   

 Develop an employee 

suggestion system which 

identifies issues that impact 

the associate’s work 

environment, quality, 

patient satisfaction, 

financial issues or practice 

growth, aligned with the 

balanced scorecard goals, 

done at minimal cost by the 

submitter and within the 

submitter’s area of 

responsibility.   

 On site verification 

16. Collect baseline measurement 

in one or more of the 

following:  documentation of 

BMI, smoking status, or 

medication reconciliation in X 

number of practices. 

 Completion of baseline data 

collection for one or more 

of the following: 

documentation of BMI, 

smoking status, or 

medication reconciliation in 

X number of practices. 

 Documentation of each 

metric at the pilot 

practices. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

17. Complete a kaizen 

assessment.  
 Implement at least one 

patient care centered 

process improvement 

project in X number of 

practices 

 Measure process by 

documentation of standard 

work for patient process 

improvement 

 Develop and use standard 

leader work for checking 

improvement success 

 Kaizen event reports 

18. Complete care improvement 

educational program. 
 Number of staff completing 

 X% of staff completing 

educational program 

 Course record 

19. Certify nursing staff in 

geriatric care. 
 Number of staff receiving 

ANCC certification 

 X% of staff receiving 

ANCC certification 

 Documentation of 

certification 

20. Conduct GIAP survey 

(Geriatric Institutional 

Assessment Profile). 

 X% staff participating in 

survey 

 Survey results 

21. Establish baseline measures 

and set improvement targets 

on a minimum of X key 

performance indicators. Key 

performance indicators could 

include, but are not limited to: 

length of stay, patient flow 

times, discharge process 

times, ED patient holds. 

 Report on baseline 

measures, key performance 

indicators and improvement 

targets. 

 Documentation of report 

on baseline measures, key 

performance indicators and 

improvement targets 

22. Complete clinical leadership 

training. 
 Number of staff completing 

 X% of staff completing 

educational program 

 Course record 

23. Develop education and 

marketing on new care 

coordination models. 

 Creation of educational / 

promotional materials 

 Documentation of 

materials 

24. Analysis of GIAP survey 

(Geriatric Institutional 

Assessment Profile). 

 Completion of analysis 

identifying gaps and starting 

points for education 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. “Go-live” with the New 

Care Coordination Model. 
 HIT system configuration 

confirmation 

 Documentation of HIT 

system configuration 

confirmation 

2. Reduce rate of ED patients 

who leave without being 

seen. 

 X percent reduction from 

previous year baseline in 

ED patients who leave 

without being seen 

(measured over a 6 month 

period) 

 Internal hospital 

records/documentation 

3. Implement a minimum of X 

operational procedures 

needed to improve overall 

efficiencies in care 

management. 

 Report on Implementation 

of New Operational 

Procedures to Improve 

Overall Efficiencies in Care 

Management 

 Documentation of Report 

4. Implement process 

improvement lessons from 

the pilot practices and 

achieve improvement in 

documentation of BMI, 

smoking status or 

medication reconciliation. 

 X% improvement in 

documentation of BMI, 

smoking status or 

medication reconciliation in 

X number of pilot practices 

 Pre-Kaizan assessment 

5. Reduce rate of falls for 

target population. 
 X % improvement in rate of 

falls 

 X falls per thousand patient 

days or fewer   

 Internal hospital 

records/documentation 

6. Achieve X percent 

improvement for a minimum 

of X key performance 

indicators. Key performance 

indicators could include, but 

are not limited to: length of 

stay, patient flow times, 

discharge process times, ED 

patient holds. 

 Report on key performance 

indicators’ improvement 

from baseline 

 Documentation of report on 

key performance indicators’ 

improvement 

7. Reduce rate of pressure 

ulcers. 
 X % improvement in rate of 

pressure ulcers 

 Internal hospital 

records/documentation 

8. Improved knowledge and 

attitudes. 
 X% improvement in 

surveyed knowledge and 

attitudes 

 Internal hospital 

records/documentation 
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Project 2.8: Provide an Alternative Care Setting for Patients who Seek Non-Emergent 

Department Care 

 

Project Goal 

The goal of this project is to provide an alternative care setting for patients with non-emergent 

complaints who present to the emergency department (ED) for care. This concept will provide patients 

with a convenient primary care access point for those patients who routinely come to the hospital 

campus ED for primary care.  Through patient education about the alternative site, and creative 

staffing with independently licensed providers, patients will be encouraged to use primary care 

providers for non-emergent care rather than the more expensive ED. Despite improvements in primary 

care access in many communities, patients continue to rely on emergency departments for care that 

should be provided in a primary care setting. Having a reliable source of primary care alone is not 

sufficient for these individuals and will not entirely eliminate hospital ED use, however, it remains the 

most effective health care resource to meet and improve a population’s health. 

 

Strong evidence suggests that having a regular source of care produces better health outcomes, 

reduces disparities, and reduces costs. This initiative will reduce overall costs for the state and allow 

for all patients to receive better continuity of care and more efficient care.
54

 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Identify the patient population that utilizes ED for non-emergent complaints. 

B. Design and implementation of process and methods to encourage the use of the new PCMH 

primary care site by patients who utilize the ER for non-emergent complaints. 

C. Documentation of process and methods to encourage and educate patients. 

D. Devise methodology to measure financial impact and cost savings associated with ED efficiencies 

using baseline data. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Analyze non-emergent ER 

complaints and identify 

patient population that 

utilizes ER for non-emergent 

complaints. 

 Documentation of baseline 

data on most common non-

emergent patient complaints 

for the most recent 12-month 

period stratified by patient 

demographic and PCP 

 Documentation of baseline 

number of patients with and 

baseline number of patients 

without PCPs who use ER 

 Baseline Data Report from 

Hospital Information 

Systems 

 

                                                 
54

 According to the Commonwealth Fund’s 2006 health Care Quality Survey, health care settings with a medical 

home component that offer a patient a regular source of care, enhanced access to physicians, and timely, well-

organized care, have the potential to eliminate disparities in terms of access to quality care among racial and ethnic 

minorities.  
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

for non-emergent care 

2. Design a screening tool for 

non-emergent care, which 

would serve as the method 

to identify the primary 

reason a patient sought non-

emergent patients, and 

ultimately drive the 

determination of baseline 

population. 

 

 Documentation of screening 

tool 

 Internal hospital 

records/documentation 

3. Perform an environmental 

scan to analyze reasons why 

patients seek ER care for 

non-emergent conditions, 

separate from the complaint 

itself, using a screening tool 

for non-emergent patients. 

 

 Identify the top 5 reasons 

non-emergent patient seek 

care at the ER 

 Documentation of top 5 

reasons. 

4. Design and implement a 

process and develop 

educational materials 

highlighting the value to 

patients of having a medical 

home and continuity of care, 

as well as encourages use of 

the new PCMH primary care 

site by target patient 

population who utilize the 

ER for non-emergent 

complaints. 

 Documentation of process 

and methods to encourage 

and educate patients to use 

the new site 

 Documentation of 

deliberations of ER and 

PCMH Practice 

Collaborative 

5. Determine baseline number 

of target patient population 

to be educated and 

encouraged to use the 

PCMH site. 

 Documentation of baseline 

number of patients to be 

educated 

 Internal hospital 

records/documentation 

6. Design and implement a 

process and method to 

educate patients without a 

PCP about its value to them 

and schedule a PCP 

appointment before they 

leave the ER. 

 Report on baseline number 

of target patient population 

to be educated and to have 

an appointment with PCP 

scheduled 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Establish a PCMH primary 

care site within close 

proximity to Hospital ER 

(co-located).  Staff the site, 

gaining approval (e.g. 

FTCA coverage etc.) from 

authorities. 

 Alternative site open and 

operating. 

 Documentation of site 

opening  

2. Educate X percent of target 

patient population about the 

PCMH site. 

 Educate X percent of target 

population 

 Report of targeted 

population and educational 

efforts 

3. Schedule PCP appointments 

for X percent of target 

patient population who do 

not have a PCP. 

 Schedule PCP appointments 

for X percent of target 

population who do not have 

a PCP 

 Documentation of 

appointments scheduled 
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Project 2.9: Reduce Variations in Care for Patients with High Risk Conditions 

 

Project Goal 

Develop and implement evidence-based clinical care pathways to reduce variations in care, improve 

health outcomes, and engage patients in disease management. Effective care management requires the 

standard implementation of clinical best practices as well as patient understanding and engagement in 

care. For conditions such as congestive heart failure or pneumonia, non-uniform care and poor 

communication places patients at high risk for readmission and subsequent complications. This 

project will implement a standard set of “best practices” for conditions with high risk of complication 

and/or readmission. Care pathways will span the continuum of care from inpatient to outpatient, post-

acute care, and home care settings. Pathways will not only reduce variations in care within the 

hospital, but ensure smooth handoffs between hospital departments and from the hospital to post-acute 

care.  

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Identify one or more diagnoses at high risk for readmission, complications, co-morbidities, and/or 

variations in care. 

B. Review and select evidence-based “best practices.” 

C. Define standards for expected duration of stay and use of tests and treatments. 

D. Implement / develop evidence-based standardized clinical care pathways targeting the selected 

high risk condition(s). Elements of care pathways may include, but are not limited to: 

o Clinical care team roles 

o Medications 

o Nutrition 

o Patient teach back—to reinforce and assess if patient or learner is understanding 

o Patient self-management coaching 

o Expectations for follow-up care 

o Transitions from hospital to home, home care, nursing facility, or other post-acute care 

provider. 

E. Examining care team roles to ensure most efficient and appropriate allocation of responsibility. 

F. Improving patient satisfaction with care by educating patients and their families about the plan of 

care and involving them more fully in its implementation. 

G. Identify “lessons learned,” adopt refinements to clinical pathway, including special considerations 

for safety net patient populations. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Identify evidence-based 

frameworks that support 

improved care transitions 

and health care outcomes. 

 Selection of an evidence 

based framework 

 Care management and 

transitions protocol 

documentation 

2. Develop evidence-based 

care pathways. 
 Care pathway  Documentation  
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3. Use evidence-based 

framework or pathway in 

patient care. 

 X% utilization of care 

pathway  

 Internal hospital 

records/documentation 

4. Educate hospital clinicians 

(e.g. RNs, hospitalists) on 

use of teach back 

methodologies. 

 X% of targeted hospital 

clinicians are educated on 

teach back methodology 

 Internal hospital 

records/documentation 

5. Pilot evidence-based 

framework or pathway in 

patient care. 

 Use in multidisciplinary 

rounds  

 Internal hospital 

records/documentation 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Complete patient teach back 

for targeted conditions / 

patient populations. 

 X% completion of teach 

back for targeted population 

 Internal hospital 

records/documentation 

2. Decrease 30 day all cause 

readmissions. 
 X% decrease in 30 day all 

cause readmissions 

 Internal hospital 

records/documentation 

3. Decrease CHF 30 day all 

cause readmissions. 
 X% decrease in CHF 30 day 

all cause readmissions 

 Internal hospital 

records/documentation 

4. Decrease PN 30 day all 

cause readmissions. 
 X% decrease in PN 30 day 

all cause readmissions 

 Internal hospital 

records/documentation 

5. Improve overall core 

measure compliance for 

CHF bundle. 

 Xth percentile overall core 

measure compliance for 

CHF bundle 

 Whynotthebest
55

 

6. Improve overall core 

measure compliance for PN 

bundle. 

 Xth percentile overall core 

measure compliance for PN 

bundle 

 Whynotthebest 

7. Improve overall core 

measure compliance for 

AMI bundle. 

 Xth percentile overall core 

measure compliance for 

AMI bundle 

 Whynotthebest 

8. Expand pharmacy discharge 

interventions. 
 X% pharmacy discharge 

interventions for targeted 

patient population 

 Internal hospital 

records/documentation 

                                                 
55 The Commonwealth Fund’s website Why Not The BEST? at www.whynotthebest.org, utilizes data derived 
from Medicare’s Hospital Compare database 
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30. Category 3: Ability to Respond to Statewide Transformation to Value-Based 

Purchasing and to Accept Alternatives to Fee-For-Service Payments that Promote 

System Sustainability. 

The projects identified under Category 3 include an array of initiatives to build safety net 

hospital capacity and core building blocks essential to preparations for payment reform and 

alternative payment models.  Evidence-based and industry best practices indicate a range of 

building blocks are integral to a successful transition, especially for safety net hospital patient 

populations.  The following menu of projects are recognized by leading industry and policy 

groups as key elements in preparation for payment reform and the ability to accept alternative 

payment models.
56

 
57

  

 

Examples include:  

i. Enhancement of performance improvement and reporting capabilities 

ii. Development of enhanced infrastructure and operating and systems capabilities that 

would support new integrated care networks and alternative payment models to 

manage within new delivery and payment models 

iii. Development of risk stratification functionalities 

 

Introduction 

Massachusetts, building on its health care coverage expansion, is now moving toward 

payment reforms that focus on alternatives to fee-for-service payments and that align with 

population health, wellness, and models that foster greater accountability and value in the 

health care system.  Massachusetts' safety net hospitals aspire to the Triple Aim goals of 

improving the health of populations, improving the experience of care, and health care cost 

effectiveness. While each of the hospitals has a unique starting place and community context 

for the work ahead, all of the participating hospitals seek to increase their capacities to 

participate in alternative payment arrangements that foster the Triple Aim goals. 

 

The Massachusetts Special Commission on the Health Care Payment System recommended a 

move toward global payment frameworks and models of health care delivery that encourage 

the clinical and financial accountability of networks of providers for the coordinated care of 

patient populations.
58

 The journey toward new payment reform models necessarily requires a 

transformed health care delivery system to develop the capabilities to take on these new types 

of responsibilities – some of which have previously been vested in payers and other aspects 

are novel.   

 

Safety net hospitals have unique challenges and opportunities in preparing for reform, 

including constraints in financial resources, limited commercial insurance populations, and 

high concentration of Medicaid and low-income patient populations that present a set of 

unique characteristics, including multiple chronic health conditions. 

 

                                                 
56

 Fisher E, McClellan M, et al. “Accountable Care Organization Learning Network Toolkit.”  Engelberg Center for 

Health Care Reform | The Dartmouth Institute and The Brookings Institution. Jan. 2011. 
57

 Moore K, Coddington D. “The Work Ahead:  Activities and Costs to Develop An Accountable Care 

Organization.”  American Hospital Association and McMannis Consulting 2011. 
58

 “Recommendations of the Massachusetts Special Commission on the Health Care Payment System.” 

Massachusetts Special Commission on the Health Care Payment System. July 16, 2009. 
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Safety net hospitals and health systems need to develop a set of core capabilities to transform 

health care delivery in the context of new payment reform models and the highly 

concentrated government payer populations they serve.  New models have the potential to 

overcome existing gaps in care delivery by moving clinical care management activities to the 

point of care and aligning incentives more effectively at the provider level. To meet these 

goals, safety net hospitals and systems must organize with: (1) a clear mission; (2) a set of 

core capabilities; (3) collaborative relationships across their communities, providers, and 

payers; and (4) strong executive and provider leadership.
59

 There is an opportunity to develop 

and begin to implement a range of models in different Massachusetts safety net hospital 

delivery system contexts. 

New accountable care models require hospitals and providers to consider organizational, 

governance and operational requirements to operate in new payment paradigms, enhance 

performance measurement and data and health care analytics, and transform health care 

delivery to ultimately achieve better health and high-value health care.
60

 A recent case study 

identified 23 activity areas in 4 domains (network development and management; care 

coordination, quality improvement and utilization management; clinical information systems; 

and data analytics) important in the development of accountable care or other organizational 

models that seek to manage the health of a defined population and accept performance-based 

reimbursement.
61

 

 

For Medicaid and low-income populations, new delivery system models require a strong 

foundation in patient-centered, team-based care to manage patients across a continuum of 

medical, behavioral, and social services. Targeted and intensive complex care management is 

needed to identify, outreach to, and tailor care management to a subset of the high-need, 

high-cost patients. Robust data systems and analysis skills, including risk stratification, 

business intelligence and clinical decision support and reporting, are required to translate 

clinical and claims-based information into care management activities.
62

 

 

The Category 3 DSTI projects reflect a customized set of initiatives for the eligible 

Massachusetts safety net hospitals to develop core capabilities to prepare for alternative 

payment models and strategies to be successful in this new environment. 

 

The eligible safety net systems may select from among the following projects, as specified, 

for inclusion in their Category 3 DSTI plans. 

 

 

 

 

 

 

                                                 
59

 McGinnis, T. and Small, D. “Accountable Care Organizations in Medicaid:  Emerging Practices to Guide 

Program Design.” Center for Health Care Strategies. Policy Brief (Feb. 2012) pages 1-2. 
60

 Fisher E, McClellan M, et al. “Accountable Care Organization Learning Network Toolkit.”  Engelberg Center for 

Health Care Reform | The Dartmouth Institute and The Brookings Institution. Jan. 2011. 
61

 Moore K, Coddington D. “The Work Ahead:  Activities and Costs to Develop An Accountable Care 

Organization.”  American Hospital Association and McMannis Consulting. 2011. 
62

 McGinnis, T. and Small, D. “Accountable Care Organizations in Medicaid:  Emerging Practices to Guide 

Program Design,” Center for Health Care Strategies. Policy Brief (Feb. 2012) page 2. 
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Project 3.1: Develop Risk Stratification Capabilities for Patient Populations and Alternative 

Payment Models 

 

Project Goal 

As a core part of preparations toward accepting alternative payment methods and improving quality 

and coordination of patient care, hospitals need to develop the capabilities for risk stratification, risk 

adjustment, and/or the development of comprehensive diagnostic patient profiles. These capabilities 

are essential tools to support effective strategies to improve the care, outcomes, and cost-effectiveness 

of care for high-risk patients and/or patients with specific chronic conditions by collecting and 

disseminating accurate patient data and stratifying by health risk indicators and utilization indicators. 

Hospitals plan to develop the capability to target high-risk patients by collecting accurate patient data 

and stratifying the patient population by health risk indicators and utilization indicators.  The 

development of risk stratification capabilities has been identified by health care experts and learning 

collaboratives, such as the American Hospital Association and Brookings-Dartmouth, as integral to 

accepting alternative payment models and impacting the Triple Aim goals.
63

 
64

 

 

Risk stratification means arranging patients according to the
 
severity of their illness, utilization, costs, 

and/or other factors that classify patients according to risk profiles. Implicit in this definition is the
 

ability to predict outcomes from a given intervention based
 
on preexisting illness or the severity of 

intervention.  The usefulness of any risk
 
stratification system arises from how the system links 

severity
 
to a specific outcome.

65
   

 

Through these projects, hospital system will acquire a better understanding of the chronic conditions, 

risk, and utilization profile of their patient population. This process may include sharing data between 

the hospital system and insurers to better understand the health risk indicators, utilization trends and 

patterns, and costs of the shared patients.  The hospital system may utilize patient profiling and/or risk 

stratification for determining the most prevalent chronic conditions and/or the top highest risk, highest 

cost patients. These risk stratification tools will allow the hospital system to assign patients to care 

management and/or design interventions to better coordinate care, to improve health, and contain cost. 

In developing these capabilities, the safety net hospital system will be positioned to better manage 

utilization and population health under alternative payment methodologies, and advance the Triple 

Aim goals. 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Develop risk stratification criterion that may be payer population-specific, to better identify high- 

risk patients or patients that would benefit from care management, disease management and other 

special programs. 

B. Develop capabilities to work with risk stratification information to identify high-risk patients. 

C. Conduct risk stratification for patients with the health risk and utilization indicators and/or 

targeted chronic conditions. 

                                                 
63

 Fisher E, McClellan M, et al. “Accountable Care Organization Learning Network Toolkit.”  Engelberg Center for 

Health Care Reform | The Dartmouth Institute and The Brookings Institution. Jan. 2011. 
64

 Moore K, Coddington D. “The Work Ahead:  Activities and Costs to Develop An Accountable Care 

Organization.”  American Hospital Association and McMannis Consulting. 2011.  
65

. Ferraris V, Ferraris S. “Risk Stratification and Comorbidity: Historical Perspectives and the Purpose of Outcome 

Assessment: Nightingale Codman, and Cochrane.” Cardiac Surgery in the Adult 3
rd

 Edition  (2003) p.187-224. 



 

120 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

D. Apply the risk stratification methodology, utilize risk scores for the patients, and assign associated 

patients to the appropriate medical home, primary care based care management, centralized care 

management, or disease management program. 

E. Expand risk stratification capabilities from an initial insurer population to one or more additional 

insurer populations. 

F. Develop organizational plan to improve accuracy in hierarchical condition categories (HCC) data 

submissions to accurately reflect the health status of a patient population. 

G. Deploy hospital resources to improve the quality and accuracy of patient records. 

H. Develop reports to identify patients that require a scheduled provider visit. 

I. Identify patients with chronic conditions requiring management or monitoring and prioritize those 

with high-cost cases. 

J. Develop reporting tools on the prevalence of specific health conditions in the patient populations 

and to ensure patients with specific conditions receive proper testing and evaluation. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Obtain risk stratification 

information from X number 

of insurers for a target 

patient population(s), 

document payer-population-

specific criteria for 

identifying the top X% high-

risk patients, and produce 

risk scores for the top X% 

highest risk patients. 

 Documentation that risk 

stratification information 

has been obtained 

 Document insurer-specific 

criteria for identification of 

top X % high-risk patients 

and identify or obtain top 

X% high-risk patients by 

applying the risk 

stratification methodology 

and producing risk scores 

for top X% payer-specific 

patients 

 Internal hospital 

records/documentation and 

insurer data 

2. Identify patients in the target 

patient group who have not 

had an office visit in the 

prior year and/or have a 

chronic condition and 

contact X percent/number of 

them to schedule a PCP 

appointment/risk 

assessment. 

 Number of patients in the 

target patient group and 

percent or number contacted 

to schedule a PCP 

appointment or risk 

assessment 

 Payer data 

 Baseline risk adjustment 

factor 

 Medical record 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

3. Develop organizational plan 

to improve accuracy in 

hierarchical condition 

categories data submissions 

for a target patient 

population. 

 Approved organizational 

protocol 

 # of Provider education 

sessions aimed at reviewing 

risk status of members and 

care management plan 

 

 Internal hospital 

records/documentation 

4. Hire a documentation 

specialist to review/audit 

medical records. 

 Documentation specialist 

hired  

 Chart review by 

Documentation Specialist  

 Develop database to enter 

data reported by 

Documentation specialist 

 Hospital internal records 

 Log of charts reviewed by 

documentation specialist 

 Payer data 

 Patient management report 

generated from hospital Data 

Warehouse 

5. Conduct PCP educational 

sessions aimed at reviewing 

risk status of members and 

care management plans. 

 Completion of PCP 

educational sessions aimed at 

reviewing risk status of 

members and care 

management plans 

 Education log 

 Departmental minutes  

 Managed Care Portal 

educational summaries 

6. Collect baseline data on 

target patients with 

diagnosis of diabetes 

mellitus in SFY12 identify 

patients who are in need of 

hemoglobin A1c testing. 

 Completion of baseline data 

collection  

 Payer Data 

 Patient management report 

generated from hospital Data 

Warehouse  

 Medical Record  

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Number/percentage of target 

patient population contacted 

to schedule a PCP 

visit/annual risk assessment. 

 X percent improvement of 

target patient population 

contacted to schedule a PCP 

visit/annual risk assessment 

 Internal hospital 

records/documentation 

2. Increase in the number of 

payer-specific initiatives 

that the hospital is 

undertaking related to 

alternative payment models 

and related risk stratification 

activities within the payer-

specific patient 

population(s). 

 Documentation that the 

hospital has initiated an 

increasing number of payer-

specific initiatives that 

relates to related risk 

stratification activities 

within the payer-specific 

patient population(s). 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

3. Assign top X% highest risk 

patients identified through 

risk stratification process to 

primary care site-based care 

management or centralized 

care management, as 

appropriate. Hospital may 

propose to increase the 

number of patients identified 

through risk stratification 

processes assigned to 

primary care-based care 

management or centralized 

care management, which 

may be achieved in a payer-

specific cohort and/or as 

additional payer-specific 

populations are added to the 

initiative. 

 Total number or percent of 

the top X % cohort of 

patient for that insurer 

assigned to primary care-

based care management or 

centralized care 

management 

 Increase in the number of 

patients identified through 

risk stratification processes 

assigned to primary care-

based care management or 

centralized care 

management 

 Internal hospital 

records/documentation 

and/or insurer data 

4. X% of selected population 

outreached and scheduled 

for PCP visit/annual risk 

assessment. 

 % of risk Assessments 

completed vs. baseline total 

# patients identified in 

population 

 Risk assessments identified 

by documentation specialists 
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Project 3.2: Design and Implement a Hospital-Based 360 Degree Patient Care Program 

 

Project Goal 

The goal of this project is to design and implement an innovative, comprehensive program to identify 

and manage the most seriously ill members of a defined managed care population, on the theory that 

“paying the best and brightest physicians to care for the sickest patients as simply and effectively as 

humanly possible”
66

 will yield the best medical and psychosocial patient outcomes, yet decrease 

overall costs of care by eliminating that which is neither necessary nor desirable.  

 

A novel, highly sophisticated managed care team, involving clinical and administrative team 

members, will be dedicated to working with the most severely ill members of the managed care 

population to enhance the care experience and ensure optimal care planning, coordination and 

integration.  This hybrid of 360-degree Patient Care program [without the fees] and the patient-

centered medical home
67

, taking the best attributes of both, will improve the transitions of care for 

patients who are covered in population risk products and will ultimately improve quality and reduce 

costs. An integrated, coordinated and well-structured program can improve outcomes by reducing 

hospital admissions and length of stay, improving the quality of care and simultaneously decreasing 

the cost for the highest risk patients in the designated population, as measured initially by decreased 

admission rates.  The care of patients enrolled in this program will be safe, high quality, cost effective, 

coordinated with a tremendous degree of patient and family satisfaction. 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Define the role of the hospital based team members, including:  1) Determining skill sets and 

education required; 2) Identifying chronic conditions to be followed; and 3) Creating essential 

policies, protocols and pathways for care. 

B. Identify risk population to be served initially. 

C. Implement 360 Degree Patient Care Program. 

D. Coordinate complex care.   

E. Validate arrived follow-up visits.  

F. Coordinate with post-acute care, including visiting nurses. 

G. Track and report on progress, such as number of co-managed patients, hospital admissions data. 

H. Develop an implementation plan: 

1. Create a communication plan; 

2. Develop a budget; 

3. Develop a scorecard to measure outcomes; 

4. Determine when to add resources and expand coverage; 

5. Develop a risk evaluation tool. 
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 Browne M. “Concierge and Primary Care Medical Home Hybrid Model of Care  Policy “ Pershing Yoakley & 

Associates. 2011. 
67

 Pines J, Meisel Z. “Can Better Access to Health Care Really Lower Costs?  Concierge medicine versus patient-

centered medical homes: debating the benefits of enhanced access to care.” Medical Insider (2012) Jan. 23. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Establish a physician led-

team at the hospital to 

design and begin 

implementation of a 360- 

Degree Patient Care 

program to identify and 

coordinate care for a cohort 

of severely and chronically 

ill high-risk patients 

enrolled in a managed care 

plan. 

 Start-up team hired 

 Training started 

 Ability to identify the target 

population through 

emergency department 

registration developed 

 Team schedule reflects five 

day/week coverage of service 

 Call coverage schedule and 

contact numbers published 

 Contracts signed for 

continuum of care 

case/disease management 

 Communications expectations 

documented and met 

 Meetings occur regularly 

(with special exceptions) 

 Balanced scorecard created 

and maintained consistently 

 Human resources: 

identification of team and 

orientation plan; 

communication plan 

 ED Tracker example (with 

personal identifiers 

removed) of identification 

of risk population members 

 Health Plans 

 Published schedules 

 Case Management Contract 

 Minutes of meetings 

 Balanced score card goal 

and measurement samples 

2. Increase staffing for the 

360-Degree Patient Care 

Program and implement a 

process to follow selected 

patients post hospital 

discharge. 

 Clinical staff hired 

 Seven day/week coverage 

initiated by sample schedule 

 Follow up visits documented 

 Care coordination 

documented by samples with 

personal data obscured 

 

 Human resources: 

identification of second 

nurse practitioner 

 Call coverage schedule 

 Sample ambulatory arrived 

visit notes (absent patient 

identifiers) 

 Care coordination 

documentation in meeting 

minutes 

3. Hospital team for 360 

Degree Patient Care 

Program will co-manage 

the patient cohort, 

implement a risk 

assessment tool, and track 

hospital admission rates. 

 Number of co-managed 

patients during reporting 

period 

 Risk evaluation tool on file 

 Pathway for risk evaluation 

screening 

 Pathway for risk patient 

evaluation and intervention 

 Report on other potential 

areas for improvement 

 

 Managed care team 

documents for co-managed 

panels, evaluation tools; 

sample pathway for risk 

patients  

 Hospital data warehouse 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

4. Create a pathway to 

evaluate and proactively 

intervene with patients 

deemed high-risk by the 

evaluation screening 

process. 

 

List of patients evaluated and 

documentation of interventions 

for the identified population 

 

 Managed care team 

documents for co-managed 

panels, evaluation tools; 

sample pathway for risk 

patients  

 Hospital data warehouse 

 

5. Collect baseline 

measurement of percentage 

of target patients who 

complete a scheduled post-

discharge visit with their 

PCP or specialist. 

Completion of baseline data 

collection 
 Appointment records 

 

 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Develop outpatient follow-

up visit process for certain 

discharged patients based on 

severity and complexity of 

illness. 

 One month log documenting 

patients with outpatient 

management by the 360-

Degree Patient Care 

Program Hospitalist team 

 

 Internal hospital 

records/documentation  

2. Develop process to 

coordinate care with SNF 

rounder, VNA, palliative 

care, hospice, primary and 

specialist physicians. 

 Summary of case notes from 

10 charts demonstrating the 

team’s coordination with 

community resources 

 Internal hospital 

records/documentation  

3. Improvement in percentage 

of target patients who 

complete a scheduled post-

discharge visit with their 

PCP or specialist. 

 X percent of percentage of 

target patients who complete 

a scheduled post-discharge 

visit with their PCP or 

specialist over baseline 

 Appointment records 
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Project 3.3:  Develop Governance, Administrative, and Operational Capacities to Accept Global 

Payments/Alternative Payment 

 

Project Goal 

The goal of this project is to develop governance, administrative and operational safety net health 

system capacity to transform toward alternative payment models including global payments and other 

models.  Hospital-defined projects will focus on building blocks and key capabilities needed by the 

specific-hospital system to move along the continuum towards participating in new payment models. 

Key capacities may include creation of appropriate legal entities, operating agreements, completion of 

health information technology inventory, development of information management capabilities in 

preparation for accepting alternative payments, health information exchange capabilities, 

formalization of leadership models to manage the transition to new accountable care models, 

development of new care management and clinical care models, education of network physicians 

about local opportunities for managing cost and quality, and quality/cost benchmarking among others. 

 

In addition, this project may evaluate models for an Accountable Care Organization (ACO) that take 

responsibility for providing care to a defined population, and establish a system that provides 

comprehensive and coordinated care and assures access across the continuum. The accountable care or 

integrated care organizational models of care delivery are specific recommendations of leading 

national organizations and experts to address the challenges inherent in the current fee-for-service 

system, such as the volume driven use of services toward a high value system focused on better 

health, better quality and patient experience of care, and improved cost-effectiveness of care.
68

  Key 

issues facing the delivery of care to medically vulnerable populations include: 1) assuring quality of 

care and appropriate and timely access to services; 2) delivering care in a more cost-effective manner 

by eliminating duplications and lack of coordination; and 3) assuring that this new delivery system 

approach results in a healthier population.  

 

Integrated delivery systems are focused on a number of transformative goals aligned with the Triple 

Aim including: 

 Improving care and reducing cost; 

 Advancing the management of chronic disease; 

 Reducing avoidable hospital admissions and preventable readmissions; 

 Improving patient satisfaction; 

 Managing financial risk for performance under an alternative payment or global payment 

arrangement over time. 

 

Hospitals electing this project have different organizational structures, initial operational capabilities, 

and different pathways for advancing next steps toward payment reform readiness. 

 

 

                                                 
68

 Fisher, E.S. “Doctor’s pay, a key to health care reform: share saving with doctors.” The New York Times  (2009) 

June 18 Message posted to http://www.roomfordebate.blogs.nytimes.com/2009/06/18/better-medical-carefor. 
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Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Develop expertise in preparation for transition to a risk-bearing Accountable Care Organization. 

B. Develop information management capabilities in preparation for accepting alternative payment 

methodologies. 

C. Formalize hospital leaders to manage transition to accountable care. 

D. Contract with outside parties to produce ACO development report and work plan. 

E. Begin implementation of appropriate consultant recommendations toward ACO development. 

F. Analyze data to create baseline and identify potential savings opportunities. 

G. Develop governance and legal entity that will be able to accept an array of alterative payment 

models across payers, including:  (1) Governance documents; (2) Operational agreement; (3) 

Medical staff organization (4) Roles and responsibilities for all partners; and (5) Establishment of 

a clinical advisory council or steering group. 

H. Determine the health status, outcomes and disparities for the population(s) to be served. 

I. Complete health information technology inventory. 

J. Develop health information technology plan that includes care management and care management 

capacities. 

K. Complete gap analysis of global payment contracting and management system capacities. 

L. Determine model for clinical care delivery. 

M. Develop a pilot program, such as a proposal to a payer to serve dual eligible, Medicaid, or other 

population under an alternative payment arrangement. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Create new legal entity that 

may contract for an array of 

global payment systems 

across public and 

commercial payers. 

 Certificate of organization 

filed with the 

Commonwealth of 

Massachusetts 

 Document of submission  

2. Develop operational 

agreement addressing roles 

and responsibilities for 

collaborating entities.  

 Operational agreement  Operational agreement 

3. Select Health Information 

Exchange (HIE) platform to 

exchange data with 

physician groups in the 

community. 

 Agreement/contract with 

HIE platform vendor 

 Documentation of 

agreement/contract 

4. Develop implementation 

plan for at least X number of 

HIE platform components, 

tools or applications. 

 Implementation plan for 2 

HIE Platform components 

 Documentation of 

implementation plan 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

5. Establish baseline for the 

number of physician offices 

utilizing HIE platform 

components, tools or 

applications. 

 The number of physician 

offices utilizing HIE 

platform components, tools 

or applications 

 Health System IT Report 

6. Develop plan to expand HIT 

care management and care 

coordination capacities.  

 HIT expansion plan  Documentation of plan 

7. Survey a sample of 

collaborating physician 

groups to determine interest 

levels in participating in a 

dual eligible and/or 

Medicaid pilot. 

 Report on physician survey 

result 

 Documentation of report 

8. Develop a pilot program 

proposal for payer to serve 

dual eligible and/or 

Medicaid population.  

 Copy of proposal to payer  Documentation of proposal 

9. Establish Special Advisory 

Council to promote 

integration and coordination 

of care for beneficiaries. 

 Special Advisory Council 

Membership list with 

representation across 

multiple specialty 

disciplines 

 Documentation of Specialist 

Advisory Council 

membership list 

10. Develop a plan on quality 

and cost performance.  
 Quality and Cost 

Performance Incentive Plan 

 Documentation of plan 

11. Develop plan to institute 

quality and cost 

benchmarking, 

measurement, and reporting. 

 Plan for Patient Quality and 

Cost Benchmarking 

Reporting measure 

 Documentation of plan 

12. Establish an Accountable 

Care Organization (ACO) 

steering committee and 

subcommittees that focus on 

Finance, Clinical, Quality, 

and Informational 

Technology. 

 List of steering committee 

and subcommittee 

membership 

 Copies of steering 

committee and 

subcommittee meeting 

agendas 

 Documentation of 

attendance at ACO 

training/conferences 

 Internal hospital 

records/documentation  

13. Determine estimated 

number of primary care 

patients by payer at 

affiliated community health 

center sites. 

 Copy of primary care patient 

report 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

14. Prepare an ACO concept 

paper. 
 Copy of paper  Hospital and CHC data 

15. Hire a consultant to assess 

ACO development needs. 
 Documentation of 

consultant hired 

 Copy of consultant scope of 

work to include assessment 

of readiness to achieve 

NCQA ACO accreditation 

 Hospital internal documents 

 NCQA ACO standards 

16. Assess the current state of 

utilization and cost of care 

information and tools 

available to health care 

community to control costs 

and improve quality. 

 Survey and review data 

available to hospital’s key 

provider partners 

 Explore with both 

commercial payers and 

Medicaid MCOs the 

opportunities and criteria to 

secure data from existing 

sources 

 Plan and schedule 

educational seminars and 

written communications for 

provider community about 

health care transformation 

including opportunities to 

manage cost of care and 

utilize local clinical 

resources 

 Survey sheets 

 Meeting minutes 

 Written documentation of 

communications to 

providers about educational 

programs 

17. Hire a consultant to assist in 

ascertaining gaps in 

available information and 

types of data systems that 

would be required to 

administer and succeed and 

under alternative payment 

methodologies. 

 Write an RFP to engage a 

consultant to assist and 

review data needs and 

planning process to move to 

alternative payments 

 Review proposals to choose 

the ideal candidate or group 

 Devise a work plan and 

timeframes to make 

investments in systems or 

processes for data collection 

on quality reporting and 

utilization that incorporates 

the health care community, 

including physicians, 

hospitals, and ancillary care 

providers.  

 Documentation of RFP 

 Candidate interview 

evaluation form 

 Work plan for system 

investments 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

18. Produce an ACO 

development report (by 

consultant) and internal 

timeline for future ACO 

activity. 

 Copy of consultant’s report 

 Copy of implementation 

data 

 Internal hospital 

records/documentation 

19. Participation in ACO 

education sessions offered 

by nationally recognized 

entities (e.g. NCQA, 

Brookings/Dartmouth).  

 Documentation of 

attendance at ACO 

educational sessions 

 Internal hospital 

records/documentation 

 

 Vendor records 

20. Steering Committee and 

Board review and approval 

of appropriate components 

of ACO consultant report. 

 Copy of Steering Committee 

minutes 

 Copy of Board vote 

 Internal hospital 

records/documentation 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Implement plan to go “live” 

with at least one HIE 

component, tool, or 

application.  

 Screen shot(s) of HIE 

component, tool or 

application 

 Hospital IT system 

2. Implement quality and cost 

benchmarking plan that 

includes elements of the 

Specialist Advisory Council 

Quality and Cost 

Performance Incentive Plan 

and the CMS-approved 

MSSP Quality Performance 

Standards. 

 Copies of quality and cost 

benchmarking and 

measurement reports 

 Documentation of quality 

and cost benchmarking 

reports 

3. Increase the number of 

physician offices utilizing 

HIE platform components, 

tools, or applications by X 

offices over baseline. 

 Increase by X the number of 

physician offices utilizing 

HIE platform components, 

tools or applications 

 

 Internal hospital 

records/documentation 

4. Begin implementation of 

approved steps from 

consultant report toward 

achieving NCQA ACO 

Accreditation. 

 Schedule of implementation 

 Documentation of 

implementation 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

5. Implement systems or 

processes that will facilitate 

keeping care local, lowering 

cost, improving quality, and 

accepting alternative 

payment methodology. 

 

 Implement Year One work 

plan to have access to a 

system to help manage 

utilization costs and quality 

improvement  

 Produce leakage reports that 

will define the types of care 

leaving the hospital 

community, the locations 

where that care is being 

delivered, and the cost of 

that care as compared to the 

cost at the hospital.  Both 

quality and utilization data, 

measured against national 

standards, will be reviewed 

by committee in order to 

identify action plans 

including peer 

recommendations for 

identified outliers  

 Workflow diagram, 

documentation of 

infrastructure investment, 

meeting minutes 

 Utilization and quality 

reports 

 Leakage Reports 
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Project 3.4: Develop an Integrated Care Organization to Enhance Capacity and to Respond to 

Alternative Payment Systems 

 

Project Goal 

In order to transform toward value-based purchasing and build the capacity to respond to alternative 

payment systems, it is critical for hospitals and affiliated independent physicians and independent 

physician groups to develop and implement integrated organizational structures, including governance 

structure and board, physician leadership and administrative staff. This integrated care organizational 

structure is essential to advance shared accountability for the cost and quality of care for a population 

of patients. The ICO is distinct from an ACO because it does not envision comprising all of the 

components of health care delivery from academic medical center to nursing homes, and home care.  

Rather it is a component of an ACO, built on a health system’s capabilities, and expertise, accountable 

but not comprising all of the parts.  It envisions participation in a larger accountable care organization. 

For hospitals without a network of owned or employed physicians, it is imperative to develop a 

strategy that aligns the hospital and independent physicians through both clinical and administrative 

integration.  

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Structure or re-structure and design the hospital’s related Physician-Hospital Organization (PHO) 

into an Integrated Care Organization (ICO) to advance integration between the hospital and local 

medical community. 

B. Develop associated organizational and governance requirements, such as Articles of Organization 

and bylaws. 

C. Design the integrated ICO’s organizational structure. 

D. Build initial capacity, including essential personnel and systems, to administer the integrated ICO. 

E. Identify and develop physician leadership for integrated ICO. 

F. Devise work plan and timelines for ICO initiatives in systems and care coordination capabilities. 

G. Design integrated ICO proposal for a payer population to accept an alternative payment method. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Restructure and redesign the 

hospital-related Physician 

Hospital Organization 

(PHO), referred to as an 

Integrated Care 

Organization (ICO), based 

upon an investigation of 

successful regional 

affiliation models and 

structures to advance the 

integration of the hospital 

 Develop and file PHO 

Articles of Organization and 

By-Laws 

 Establish a governing board 

and hold at least one ICO 

Board meeting 

 

 Secretary of State Filings 

 ICO Board Meeting Minutes 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

and local medical 

community. 

2. Continue to support E.H.R. 

implementation in 

community physician 

offices and evaluate options 

for connectivity between 

hospital and physician 

practices, allowing for 

greater patient safety by 

having more timely and 

accurate results. 

 Provide project manager 

support and continue E.H.R. 

implementation 

 Pilot delivery of hospital 

laboratory results to one 

clinical information system 

in at least one physician 

practice 

 Create list of all ambulatory 

E.H.R. vendors in hospital’s 

community physician 

practices 

 E.H.R. project for all 

practices 

 System report of lab results 

delivery activity 

 Vendor list 

3. Identify and develop 

physician leadership for ICO 

to lead clinical integration 

activities. 

 Identify at least 3 

prospective ICO physician 

leaders from among the 

local medical community 

 Provider leadership training 

for the prospective ICO 

physician leaders to assist in 

education of the entire 

physician community 

 Meeting minutes 

 Proof of attendance at 

educational sessions 

4. Design an organizational 

structure and build capacity 

to run initial critical 

functions of the ICO. 

 Draft an organizational chart 

for approval by ICO Board 

that identifies the staffing 

disciplines and priority 

required to run the ICO 

 Hire at least two ICO 

personnel identified as high 

priority on the 

organizational chart who 

may include: care managers, 

data analyst, and 

administrative staff 

 Establish a Clinical 

Integration Committee 

responsible for devising a 

work plan and timeframes 

for additional investments in 

IT connectivity and care 

management initiatives, 

including creating a vehicle 

for enhanced 

 Documentation of the hiring 

of organizational chart and 

ICO Board meeting minutes 

 Human Resources hiring 

record 

 Board meeting minutes and 

work plan 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

communication from 

provider to provider  

5. Further develop 

infrastructure necessary to 

enhance capacity to respond 

to alternative payment 

systems. 

 Implement critical 

components of Clinical 

Integration work plan to 

create seamless transfers 

between providers for the 

care of patients 

 Documentation of work plan 

action and hiring of staff to 

help implement the work 

plan  

6. Design an ICO alternative 

payment method proposal 

for a payer population. 

 Present ICO proposal to at 

least one payer under an 

alternative payment method 

 Documentation of proposal 

 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Develop a clinical 

integration plan to include 

expanding E.H.R. 

implementation support and 

interface development. 

 Achieve E.H.R. 

implementation with X 

practices or X percent of 

total practices, resulting in 

improved coordinated 

patient care 

 Extend opportunity to the X 

practices for electronic 

laboratory and radiology 

results delivery 

 E.H.R. project plan for X 

practices 

 Documentation of 

opportunity offered 
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Project 3.5: Develop Administrative, Organizational, and Clinical Capacities to Manage the 

Care for Complex Patients  

 

Project Goal 

The goal of this project is to develop administrative, organizational and clinical capacities to manage 

the care of complex patients, including populations in a global payment environment. Key capacities 

include a comprehensive, coordinated, and continuous care approach for managing the care of 

complex patients that is person-centered and integrated using an interdisciplinary team approach to 

needs assessment and care planning. Key capacities also include health information and financial 

management.  Development of the capacities to manage complex patients will also provide significant 

learning opportunities to be utilized in expanding care management models in a global payment 

environment.    

 

The interdisciplinary team integrates care provided by multiple, individual providers into a single 

comprehensive, individualized care plan that takes into account the need for care 24 hours a day, 7 

days a week, 365 days a year. This patient-centered approach represents a fundamental shift from the 

current fee-for-service model to a model based on the clinical and financial accountability for the 

population and ensuring the appropriate care, at the appropriate time, and in the appropriate setting.   

This system of care will have the following benefits: 1) integrated financing; 2) increased 

accountability; 3) an improved standard for care; 4) prevention and timely intervention; 5) inclusion of 

patients and family caregivers; 6) education and training for a specific workforce (caregivers and 

providers); and 7) transportation support. 

 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Determine the number of potentially eligible participants in the targeted service area. 

B. Select a physical site for program operations and create a physical hub for health care and services 

in one convenient location in close proximity to the population to be served. 

C. Develop a marketing/communication plan. 

D. Strategic assessment of how this specific plan for care of the dual eligible population might fit into 

existing operations, including: 

1. Gap analysis of existing care coordination, HIT, and accounting systems;  

2. Primary, behavioral health and specialty care capacity;  

3. Long term and end-of-life care;  

4. Preventive and rehab services;  

5. Access to diagnostic and pharmacy services. 

E. Develop plan for care and services based on strategic assessment, including: 

1. Identify capital requirements; 

2. Determine financial risk;  

3. Determine transportation needs;  

4. Select performance indicators 

F. Determine organizational structure. 

G. Develop comprehensive training and orientation program for workforce. 

H. Establish contracts for services as appropriate. 

I. Enroll first group of participants. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Select physical site for 

program operations. 
 Hospital approves site  Board of Trustee minutes 

2. Develop program policies 

and procedures to align with 

requirements and 

specifications of insurance 

payers. 

 Policies and procedures are 

developed to meet various 

requirements and 

specifications for dual-

eligible population in global 

payment configurations 

 Hospital policies and 

procedures 

3. Finalize engineering study 

for site development. 
 Engineering study  Documentation of 

engineering study 

4. Complete analysis of 

existing health system 

information technology, care 

coordination, cost 

management, and 

accounting systems in light 

of global payment and care 

management requirements”). 

 Analysis Report:  Findings 

and Recommendations 

 Gap Analysis Report 

5. Identify the mix of health 

care and supportive services 

to be selected from, but not 

limited to: preventive, 

primary, acute, behavioral, 

pharmacy, long-term, end-

of-life care, transportation, 

meals, safe housing. 

 Plan for Health and 

Supportive Services Mix 

 Plan for Health and 

Supportive Services Mix 

6. Development of 

comprehensive training and 

orientation program on 

Complex Patient Program 

Philosophy and Clinical 

Model. 

 Successful production of 

Comprehensive Training 

and Orientation Program 

 Comprehensive Training 

and Orientation Program 

7. Establish contracts for 

services to be provided. 
 Agreements in place for 

services to be provided 

 Hospital System Contracts 

8. Train and orient employees 

on Complex Patient Program 

philosophy and clinical 

model. 

 Completion of Complex 

Patient Training Program 

 Copies of Employee 

Certificates of Completion 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

9. Develop report(s) on 

“lessons learned” to educate 

hospital system to foster 

innovative thinking in 

developing alternative 

models of patient-centered 

care. 

 Lessons Learned Report(s)  Documentation of Report (s) 

10. Conduct baseline study on 

patients’ experience of care 

and utilization. 

 Study of patients’ 

experience of care and 

utilization 

 Documentation of study 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Implement at least X 

number of recommendations 

from analysis report. 

 Report on how at least X 

number of recommendations 

from analysis report on HIT, 

care coordination, cost 

management, and 

accounting system were 

implemented 

 Report 

2. Enroll first group of 

program participants. 
 Enrollment forms  Enrollment records 

3. Deliver Comprehensive 

Training and Orientation 

Program on Complex 

Patient Program Philosophy 

and Clinical Model for a 

minimum of X employees. 

 Completion of training and 

orientation program 

 Training and orientation 

program 

curriculum/documentation 
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Project 3.6: Establish an Enterprise-Wide Strategy for Information Management and Business 

Intelligence 

 

Project Goal 

The focus of this project is to implement an enterprise-wide strategy to move from fragmented silos of 

information and integrate data into a unified data warehouse, enhancing the efficiency by which 

clinical and operational reporting and analytical activities are conducted.  Goals may also include 

developing information management and business intelligence tools to improve performance and 

decision making, placing greater emphasis on monitoring and improving costs and quality. New 

delivery models, such as the patient-centered medical home and alternative reimbursement 

methodologies, will require hospitals to leverage the new information management platform to 

address the myriad of alternative reimbursement methodologies challenges and imperatives facing the 

healthcare industry by applying the tools to perform analyses areas that may include the following: 

 Financial analysis - Needed visibility into the full scope of financial operations, use of 

resources by patients and providers; 

 Quality performance and safety analysis – monitoring performance comparisons across 

quality, patient access, patient satisfaction and utilization; 

 Market and patient satisfaction analysis – reporting on patient satisfaction supports the goal 

within the organization for increased accountability among healthcare providers; 

 Claims and clinical data analysis – analyzing and monitoring claims will help determine the 

biggest risk areas and devise the most effective rate structures and pricing when participating 

in alternative reimbursement methodologies or bundled payments; 

 Patient care analysis – the new strategy will enable the right people to access the right 

information at the right time, delivering a single platform for sharing information with patients 

for better decision-making and connecting patients across hospital, nursing home, physician 

office, and community social support settings.  

 

The data warehouse may provide the capabilities over time to compare providers by: patient outcomes 

based on National Patient Safety and Quality measures; utilization of resources for their Top 10 

clinical diagnoses, Volumes by Top 10 clinical diagnoses, and mortality rates. Key performance 

indicator (KPI) goals and benchmarks are additional areas of focus that a hospital may develop to 

empower the organization to answer crucial questions such as: 

 How are physicians performing in relation to costs and quality? 

 What could be done to improve performance in individual departments? 

 How to improve capacity and throughput without modifying facilities? 

 How to identify patients during a hospital stay who are at risk for readmission? 
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Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Evaluate current data collection systems by performing a gap analysis to determine ability to 

respond to value-based purchasing and continuous quality improvement: 

1. Where is patient data collected? 

2. Who is collecting data? 

3. How is it collected and how is it used? 

B. Identify current alternative reimbursement methodologies and KPI field requirements, which are 

not, captured electronically utilizing the data collection systems identified in the gap analysis. 

C. Document requirements for assessment of data warehouse and business intelligence software to 

include capabilities to include integration with hospital and provider health information systems, 

web user interface, and ability to create data marts and real-time dashboards related to business 

operations and select best-qualified vendor. 

D. Identify human and capital resources needed to create and utilize data warehouse and business 

intelligence tools. 

E. Develop a training and education plan for data warehouse and business intelligence tool users. 

F. Implement population improvement projects that utilize data warehouse and business intelligence 

tools. 

G. Develop dashboards and reports that enable quality improvement and respond to alternative 

payment methodologies. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Perform gap analysis of 

current data collection 

systems. 

 Complete gap analysis and 

determine ability to 

respond to alternative 

reimbursement 

methodologies in a 

concurrent fashion 

 Internal hospital 

records/documentation 

2. Identify current alternative 

reimbursement 

methodologies field 

requirements that are not 

captured electronically 

utilizing the data collection 

systems identified in the gap 

analysis. 

 List of data fields not 

captured electronically for 

the alternative 

reimbursement 

methodologies 

requirements 

 Gap analysis, requirements 

for alternative reimbursement 

methodologies, existing 

systems 

3. Determine requirements for 

assessment of data 

warehouse and business 

intelligence vendor 

selection/approach. 

 Requirements document 

for assessment of data 

warehouse and business 

intelligence software 

 Quality, information systems 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

4. Post job description and 

identify resource to create 

and utilize data warehouse 

and business intelligence 

tools. 

 Job description developed 

and posted 

 Information Systems 

 Human Resources 

5. Fill resource to create and 

utilize business intelligence 

tools. 

 Resource hired  Information Systems 

 Human Resources 

6. Hire a data warehouse and 

business intelligence vendor. 
 Vendor hired  Documentation of vendor 

hired 

7. Conduct staff training on 

business intelligence 

software and benefits, 

complexities, and challenges 

of developing a business 

intelligence environment. 

 Evidence of training. 

 Training materials 

provided to the 

organization 

 Business Intelligence Vendor 

 Quality Improvement 

8. Implement, at a minimum, 

three targeted population 

improvement projects to 

respond to statewide 

transformation to alternative 

reimbursement 

methodologies.  

 Identify baseline of the 

three targeted populations 

based on an assessment of 

high prevalence and/or 

high risk conditions or 

patient characteristics 

identified via the data 

warehouse 

 Data warehouse 

 Business Intelligence 

Software 

9. Using data, ID gaps in 

population-focused 

improvements. 

 Percent of population-

focused gaps in 

improvement of care 

 Internal hospital 

records/documentation 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1.   Create current alternative 

reimbursement 

methodologies requirement 

dashboards and reports. 

 Documentation of dashboards 

and reports 

 Quality, data warehouse 

 Business Intelligence 

Software 

2. Design reporting of 

Emergency Department 

visits for patients with 

chronic diseases such as 

heart failure, COPD, 

diabetes, depression, etc. 

 X percent decrease of the 

identified chronic disease 

patient population with 

Emergency Department visits 

 Data warehouse 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

3. Design reporting of 

admissions for patients with 

chronic diseases such as 

heart failure, COPD, 

diabetes, depression, etc., by 

primary care physician. 

 X percent decrease of 

admissions of the identified 

chronic disease patient 

population by primary care 

physician 

 Data warehouse 
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Project 3.7: Develop Capacity to Address the Population Health of the Community Associated 

with the Triple Aim and Alternative Payment Models 

 

Project Goal 

The goal of this project is to develop the capacity to promote the Triple Aim goal of improved 

population health, the safety net hospital proposes a population health initiative to develop the 

capabilities and processes to assess, monitor, and eventually improve population health. 

In order to prepare to accept alternative or global payment models, hospitals and health systems need 

to understand their overall patient population in the context of the communities they serve.  Hospitals 

electing this population health project may not yet be reimbursed for these activities through 

alternative payment models, as these initiatives are being undertaken to prepare for future 

participation in alternative payment models that reward population health improvement. State and 

federal policymakers have expressed interest in developing indicators of progress for how new 

accountable care organizations and integrated care models are charting the course for improvements in 

the Triple Aim in this regard. One area that has been identified is the “measurement of and fixed 

accountability for the health status and health needs of designated populations.”
69

  It is recognized that 

“the ‘actual’ causes of mortality in the United States lie in the behavior that the individual health care 

system addresses unreliably or not at all, such smoking, violence, physical inactivity, poor nutrition, 

and unsafe choices.”
70

 
71

 Hospitals undertaking this population health initiative need to build the 

functionality to understand their overall population, morbidities, and compare what is learned to the 

public health indicators of the population in our target communities. Thus, a more system-level 

approach is developed in addition to the panel management of patients managed under accountable 

care arrangements. 

 

Upon identifying the major morbidities of the hospital system’s population and its relationship to the 

population health of communities within the hospital’s service area, the safety net hospital will 

embark upon the development and implementation of an evidence-based population health 

intervention, in areas that are locally developed and consistent with the Centers for Disease Control 

and Prevention’s winnable battles. These “winnable battles” are those leading public health challenges 

and causes of death and disability that have large-scale impact and known, effective strategies to 

combat them such as tobacco use identification and cessation, obesity and physical activity, nutrition, 

and global immunization.
72

  

 

Collaborations with community and public health organizations are integral to the development of 

population health capacity and initiatives.  Over the three-year period, the hospital system will be able 

to evaluate the lessons learned to inform a future population health agenda. By developing initial 

                                                 
69

 Berwick D, Nolan, T, Whittington J. ” The Triple Aim: Care, Health, and Cost.” Health Affairs 27 3 (May/June 

2008): 759-769.   
70
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71
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Project Goal 

capabilities to address these population health issues in its patient population, the hospital system will 

develop an ongoing capacity for population-based risk assessment and monitoring, aimed at making 

foundational and meaningful progress toward the Triple Aim goal of improving the health of the 

community. 

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Create a data tool for reporting on the hospital’s population morbidities and social determinants of 

health.  

B. Identify the leading morbidities in the primary care population and the health indicators of local 

communities. 

C. Prioritize an intervention. 

D. Develop a plan for intervention, which may include sites for intervention, baseline data, required 

patient care workflows, and electronic medical record tools to support the intervention. 

E. Train providers on the protocol for identifying and documenting the specified at-risk population. 

F. Implement and monitor the intervention, including reporting, which may include screening rates, 

clinical indicators, and/or interventions. 

G. Document lessons learned and application/recommendations for future population health work 

associated with the Triple Aim. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1.  Convene population health 

workgroup. 
 Documentation of formation 

and implementation of 

Population Health 

workgroup as evidenced by 

workgroup charter, meeting 

minutes, and roster or 

participants 

 Internal records of 

population health 

workgroup report to hospital 

leadership 

 

2.   Design and develop initial 

data tool for reporting on 

the hospital’s primary care 

population morbidities and 

behavioral risk factors 

The tool will help identify 

the major morbidities of the 

hospital’s patient and will 

be compared to the 

behavioral risk factors and 

major morbidities of the 

community served by the 

hospital. 

 Data analytic tool developed 

that can be used to assess 

and report on the 

morbidities of the patient 

population.  This tool will 

draw from the hospital’s 

data warehouse in real time 

 Screen shot of the data tool 

and report listing numbers 

of patients with each 

morbidity 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

3.   Review and analyze 

population health data and 

health indicators of local 

communities.  Select an 

intervention for 

implementation. 

 

 Criteria for potential 

intervention documented, 

findings from the analysis, 

identification of area for 

intervention, such as 

tobacco use prevention and 

cessation or another public 

health challenge such as 

those identified by the 

Centers for Disease Control 

and Prevention Winnable 

Battles 

 Internal data, minutes from 

meetings, report on data 

from target communities 

4.   Develop intervention to 

address population health, 

such as tobacco use or other 

population health initiative 

in areas such as obesity, 

cardiovascular risk, 

behavioral health screening 

among others. 

 Documentation of 

intervention plan which may 

include components related 

to the specific intervention 

such as those outlined below 

related to tobacco use 

prevention and cessation: 

 Establish baseline data 

such as: percentage of 

primary care patients 18 

years of age and older 

with tobacco use 

presenting at adult 

primary care sites 

(numerator is the 

number of patients 18 

years of age and older 

with active tobacco use 

and denominator is the 

total number of patients 

18 years of age and 

older at primary care 

sites) 

 Identification of primary 

care sites for 

intervention 

 Develop Intervention 

Workflow such as: 

Tobacco Verification 

and Counseling 

Workflow for primary 

 Internal data and records 

and EMR report 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

care so that tobacco use 

is verified at primary 

care visit 

  Develop tools in the 

Electronic Medical 

Record (EMR) for 

support of intervention 

5. Evaluate the population 

health process and report on 

lessons learned, including 

about collaboration with 

community and public 

health organizations, and 

application/recommendation

s for future and ongoing 

population health work 

associated with the Triple 

Aim. 

 Documentation of 

recommendations from first 

three years of work on 

population health 

 Internal hospital 

records/documentation and 

report 

6. Document baseline rate of 

Obesity – BMI Screening.  
 Establish baseline 

percentage of adult primary 

care patient population with 

a clinical visit at 

participating pilot site(s) 

during the measurement 

period who have a BMI in 

the obesity category linked 

to NQF 421 or other 

measure 

 Internal data from electronic 

medical record 

7. Document baseline rate of 

Obesity - Adult Height and 

Weight Verification. 

 Establish baseline 

percentage of adult primary 

care patient population with 

a clinical visit at 

participating pilot site(s) 

during the measurement 

period who received 

verification of height and 

weight 

 Internal data from electronic 

medical record 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

8. Document baseline rate of 

Cardiovascular Risk 

Screening. 

 Establish baseline 

percentage of adult primary 

care patient population with 

a clinical visit at 

participating pilot site(s) 

during the measurement 

period who were identified 

with cardiovascular risk 

factors linked to NQF 17 or 

other measure 

 Internal data from electronic 

medical record 

9. Document baseline rate of 

Behavioral Health 

Screening. 

 Establish baseline 

percentage of adult primary 

care patient population with 

a clinical visit at 

participating pilot site(s) 

during the measurement 

period who received an 

annual behavioral health 

screening using an approved 

screening instrument linked 

to NQF 418 or other 

measure 

 Internal data from electronic 

medical record 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Implement the population 

health pilot intervention at X 

number of primary care 

sites. Hospital may propose 

to increase the number of 

primary care sites for the 

population health 

intervention. 

 Documentation that X 

number of primary care 

sites’ providers have been 

trained on the protocol for 

identifying and documenting 

the specified at-risk 

population 

 Establish baseline measure 

related to intervention at 

pilot sites, such as tobacco 

status verification, as 

measured by:  

 Numerator: number of 

primary care visits for 

patients 18 and older 

where tobacco use 

 Internal hospital 

records/documentation: EMR 

report, email instructions 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

verified at pilot primary 

care site(s) 

 Denominator: total 

number of primary care 

visits for patients 18 

years of age and older, 

seen at pilot primary 

care site(s) during the 

previous month 

(Measure is a monthly 

measure of tobacco 

status verification, 

linked to NQF 0028a but 

with a different 

measurement period)  

2. Increase screening rates for 

population health 

intervention such as tobacco 

status verification, at first 

pilot site. 

 Increase screening rate by 

X% above baseline for 

population health measure, 

such as tobacco status 

verification, at first pilot site 

 Internal hospital 

records/documentation 

3. Establish targeted 

population health indicator, 

such as tobacco prevention 

and cessation as an 

institutional improvement 

measure. 

 Reports on population health 

matter verified during 

primary care visits, such as 

reports on tobacco use 

verification documented for 

all primary care sites 

 Numerator: number of 

primary care visits for 

patients 18 and older 

where tobacco use status 

verified at primary care 

sites. 

 Denominator: total 

number of primary care 

visits for patients 18 

years of age and older, 

seen at primary care 

sites during the previous 

month 

 (Monthly data will be 

aggregated for baseline 

comparison to future 

performance) 

 Internal hospital 

records/documentation 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

 Establish baseline data on 

population health 

intervention such as 

smoking cessation 

intervention measure across 

all primary care sites to 

inform future improvement 

work: 

 Percentage of patients 18 

years and older, 

identified as tobacco 

users, who received 

cessation intervention in 

the past 24 months, 

using the MA PCMHI 

measure (PCMHI 

0028b) and NQF 

Measure (NQF 0028b) 

 Numerator: patients 18 

and older who are 

tobacco users who 

received a cessation 

intervention, including 

counseling, diagnosis, 

and/or medication 

intervention in past 24 

months 

 Denominator: all 

patients 18 and older 

who are identified as 

being tobacco users, 

who have had at least 2 

visits to the primary care 

site in the past 24 

months 

4. Improve rate of Obesity – 

BMI Screening.  
 X percent increase over 

established baseline in the 

percentage of adult primary 

care patient population with 

a clinical visit during the 

measurement period who 

have a BMI in the obesity 

category at participating 

Internal data from electronic 

medical record 
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Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

pilot site(s) (linked to NQF 

421 or other measure) 

5. Improve rate of Obesity - 

Adult Height and Weight 

Verification. 

 X percent increase over 

established baseline in the 

percentage of adult primary 

care patient population with 

a clinical visit during the 

measurement period who 

received verification of 

height and weight at 

participating pilot site(s) 

Internal data from electronic 

medical record 

6. Improve rate of 

Cardiovascular Risk 

Screening. 

 X percent increase over 

established baseline in the 

percentage of adult primary 

care patient population with 

a clinical visit during the 

measurement period who 

were identified with 

cardiovascular risk factors at 

participating pilot site(s) 

(linked to NQF 17 or other 

measure) 

Internal data from electronic 

medical record 

7. Improve rate of Behavioral 

Health Screening. 
 X percent increase over 

established baseline in the 

percentage of adult primary 

care patient population with 

a clinical visit during the 

measurement period who 

received an annual 

behavioral health screening 

using an approved screening 

instrument at participating 

pilot site(s) (linked to NQF 

418 or other measure) 

Internal data from electronic 

medical record 
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Project 3.8: Implement Global /Risk-Based Payments 

 

Project Goal 

Ultimately, all DSTI projects should rapidly transition safety net providers to operate under value-

driven global payment arrangements that reward quality and care coordination, rather than volume of 

Medicaid patients.  In particular for the selected safety net hospitals, it is important that infrastructure 

is developed to implement alternatives to fee-for-service reimbursement from public payers.  Global 

payment arrangements are an effective alternative to the traditional fee-for-service model, as global 

payment and shared risk arrangements reward the appropriate management of lower total medical 

expenses and more importantly, high quality care in the right settings. Under this project, DSTI 

hospitals will work with MassHealth, state government, and/or other payer(s) who provide services to 

eligible state-subsidized low-income patients (herein after, the “payers”) to implement a global 

payment, risk-based, or ACO-like demonstration.  

 

Potential Project Elements 

DSTI hospitals undertaking this project may select from among the following project elements: 

A. Collaborate with a payer(s) for state-subsidized low-income patients to develop and refine features 

of the demonstration. 

B. Develop data-sharing capabilities and execution of data-sharing agreement with payer(s). 

C. Execution of global payment contractual agreement with payer(s). 

D. Implement risk-based contracts with physicians and post-acute providers. 

E. Educate impacted physicians and post-acute providers. 

 

Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Submit Letter of Intent to 

participate in / develop 

global/risk-based payment 

pilot. 

 Submission of Letter of 

Intent 

 

 Letter of Intent 

2. Submit data use and/or data 

sharing agreement. 
 Development / signing of 

formal data use and/or data 

sharing agreement 

 Signed agreement 

3. Assess physician and/or 

post-acute provider 

contracting for opportunities 

to align with global / risk-

based structure. 

 Completion of analysis or 

report on contracting and 

opportunities 

 Internal hospital 

records/documentation 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

4. Amend physician and/or 

post-acute provider contracts 

to align with global / risk-

based structure. 

 Completion of contract 

amendments 

 Amended 

contract/documentation 

5. Develop education materials 

for physicians and/or post-

acute providers in network 

regarding global / risk-based 

payment strategies. 

 Completion of educational 

materials 

 Documentation of 

educational materials 

6. Conduct educational 

outreach to physicians 

and/or post-acute providers 

in network regarding global / 

risk-based payment 

strategies. 

 Number of educational 

sessions held 

 Number of physicians 

and/or post-acute providers 

provided educational 

materials 

 Internal hospital 

records/documentation 

7. Provide preliminary quality 

data based on MSSP set to 

payer(s). 

 Submission of preliminary 

quality report based on 

MSSP 

 Documentation 

8. Execute final agreement to 

accept global / risk-based 

payments for aligned 

patients. 

 Signed agreement with 

payer(s) for reimbursement 

under global / risk-based 

arrangement 

 Agreement 

 

Key Improvement Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. Accept global / risk-based 

payment for increasing 

portion of aligned patient 

population. 

 X% of aligned patient 

population reimbursed under 

global or risk-based payment 

arrangement 

 Documentation 

2. Reduce trend for aligned 

patient population. 
 X% reduced trend in 

expenditures (total medical 

expense) year to year 

 Health status adjusted total 

medical expense trend X% 

below comparable patient 

population 

 Performance report 

3. Accept increasing level of 

risk for aligned patient 

population. 

 X% risk sharing for 

achieved savings/loss 

 X% increase in risk sharing 

for achieved savings/loss 

 Documentation 
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Project 3.9: Participate in a Learning Collaborative (mandatory) 

 

Project Goal 

Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to 

significantly transform the care experience for Massachusetts residents served by eligible safety net 

hospitals.  As important as individual hospital efforts will be, there is even greater potential value in 

leveraging the hospitals’ efforts for delivery system transformation through the sharing of best 

practices. Participation in a learning collaborative will provide a forum for eligible DSTI safety net 

providers to learn from other providers that share similar goals and to capitalize on potential synergies 

in their efforts. The learning collaborative model supports the development of a shared culture of 

continuous improvement and innovation, which will facilitate and enhance the individual hospitals’ 

efforts to advance the Triple Aim through their DSTI projects. Through this project, each hospital 

participating in DSTI will join an existing learning collaborative – such as the Brookings-Dartmouth 

ACO Learning Network or another ongoing learning collaborative that aligns with DSTI goals – or 

will develop a new learning collaborative designed to support its transformation goals. As an initial 

step, in the first year of the Demonstration period, eligible DSTI safety net hospitals will explore 

existing and/or potential new opportunities for participation in a learning collaborative.  

 

Potential Project Elements 

All DSTI hospitals must select from among the following project elements: 

A. Explore existing and/or potential new opportunities for participation in a learning collaborative 

whose goals align with the Triple Aim and DSTI transformation objectives.  

B. Select a learning collaborative in which to participate, which may consist of either: 

1. Identifying and joining an existing learning collaborative whose goals align with the Triple 

Aim and DSTI objectives; OR 

2. Developing a new learning collaborative structure designed to support the hospital’s delivery 

system transformation goals and to align with the Triple Aim and DSTI objectives. 

C. In the case that a hospital elects to develop a new learning collaborative, establish and implement 

a new learning collaborative designed to support the hospital’s delivery system transformation 

goals under DSTI and to align with the Triple Aim and DSTI objectives. 

D. Participate actively in the selected or new learning collaborative. 

E. Report on lessons learned from participation in a learning collaborative as they relate to the 

hospital’s delivery system transformation goals under DSTI. 
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Key Process Measures 

DSTI hospitals undertaking this project may select from among the following measures, with their 

associated metrics and data sources. 

Measure Metric(s) Data Source(s) 

1. DY 15: Explore existing 

and/or potential new 

opportunities for 

participation in a learning 

collaborative. 

 Hospital meeting minutes 

and/or documentation of 

research findings on 

learning collaboratives 

 

 Internal hospital 

documentation 

2. DY 16 option: Select and 

join an existing learning 

collaborative (if selecting 

option 1 of Project Element 

B, above). 

 Documentation of hospital 

joining learning 

collaborative 

 Internal hospital 

documentation and/or 

learning collaborative 

documents 

3. DY 16 option: Develop a 

new learning collaborative 

structure (if selecting option 

2 of Project Element B, 

above). 

 Documentation of new 

learning collaborative goals, 

structure and membership 

 Signed agreement with 

facilitator of new learning 

collaborative (if applicable) 

 Learning collaborative 

documents 

 

 Agreement 

4. DY 16 option: Establish and 

implement a new learning 

collaborative (if selecting 

option 2 of Project Element 

B, above).  

 Documentation of learning 

collaborative activities 

 Learning collaborative 

documents 

5. DY 16 and DY 17: 

Participate actively in a 

learning collaborative. 

 Documentation of 

attendance at and/or 

participation in learning 

collaborative activities 

 Internal hospital 

documentation 

 Learning collaborative 

documents 

6. DY 17: Report on lessons 

learned from participation in 

a learning collaborative as 

they relate to the hospital’s 

delivery system 

transformation goals under 

DSTI. 

 Hospital report on lessons 

learned 

 Hospital report 
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31. Category 4: Population-Focused Improvements 
This section includes a menu of Category 4 measures related to population-focused 

improvements. The purpose of Category 4 is to evaluate the impact of the investments and 

system changes described in Categories 1, 2 and 3 through population-focused measures. 

Category 4 metrics shall recognize that the population-focused objectives do not guarantee 

outcomes but result in learning, adaptation, and progress. As such, eligible safety net 

hospitals will measure and report on selected measures but will not have milestones 

associated with the achievement of specific improvements. Hospitals shall commence 

reporting Category 4 measures starting in Demonstration Year 16 (SFY 2013). 

 

a) Common measures: All participating safety net hospitals will develop plans to report 

on a core set of Category 4 measures that are included below.  Hospitals shall report 

on 11 Common Measures in Demonstration Year 16 (SFY 2013) and report on one 

additional Common Measure in Demonstration Year 17 (SFY 2014), for a total of 12 

Common Measures in Demonstration Year 17. 

 

b) Hospital-specific measures: For each project a hospital selects in its individual DSTI 

plan, the hospital shall elect at least one Category 4 hospital-specific measures up to a 

total of 15 Category 4 hospital-specific measures for all the hospital’s projects on 

which the hospital will include a plan to report, selected from the list included in 

below. Project 3.9:  Participate in a Learning Collaborative will not have associated 

Category 4 hospital-specific measures.   

 

Hospitals must ensure that sampling procedures consistently produce statistically valid and 

useful data. If a hospital’s denominator population for a given measure is not sufficiently 

large to produce statistically valid data, then hospitals shall not be required to report the data 

under Category 4 measures.  

 

Introduction 

 

As defined in the Massachusetts Section 1115 Demonstration Special Terms and Conditions, 

the purpose of Category 4 is to evaluate the population-focused objectives and improvements 

related to the projects selected by hospitals in Categories 1, 2, and 3. In recognition that the 

transformation projects do not guarantee outcomes but result in learning, adaptation, and 

progress, eligible safety net hospitals will measure and report on the population-focused 

measures outlined below but will not have milestones associated with the achievement of 

specific improvements. 

 

Because this category involves evaluating the initiatives and system changes described in 

Categories 1, 2, and 3 through population-focused objectives, the common measure set is 

organized around the Triple Aim: 

 

 Better Care: Improve the overall quality of the US health system by making health 

care more patient-centered, reliable, accessible, and safe.   

 Better Health: Improve the health of the population by supporting proven 

interventions and enhancing the quality of care delivered.  
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 Cost-Effective Care: Improve cost-effectiveness of care through improved care 

delivery for individuals, families, employers, and the government.  

 

Table 1:  Category 4 Common Measures
73

 

 

Better Care: Improve the overall quality of the US health system by making health care 

more patient-centered, reliable, accessible, and safe.  These goals, set forward by the Institute 

of Medicine in Crossing the Quality Chasm, are important domains for assessing the 

effectiveness of care improvements. In the context of the DSTI program, there is a focus on 

both the quality and experience of patient care.  

 

One area of increasing national attention has been a focus on improvement of care transitions 

between providers or settings of care. Health care transitions, such as moves in and out of 

hospitals to post-acute care/nursing home care, home care (with and without home care 

supports), or outpatient care have been shown to be prone to medical errors; poor care 

coordination, infections and incorrect usage of medications—leading to potentially avoidable 

hospital readmissions, less than optimal patient health outcomes, and added health care costs.   

This is especially the case for complex care needs, patients with social acuity, and co-

occurring health conditions.  

 

Given the importance of examining patient care transitions and their effect on patient 

outcomes, three Common Measures, utilizing patient experience of care measures from the 

Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey 

focus on whether patients’ felt they had a good understanding of their medications and care 

needs post-discharge. Medication adherence and errors are a leading source of unnecessary 

emergency and acute care; therefore, it is an area of shared focus.
74

  Included within the 

HCAHPS measures is the Three-Item Care Transition Measure (CTM-3). This measure set 

has recently been added as a voluntary option to the HCAHPS survey.  

 

Better Care also includes a focus on care in Emergency Departments. Reducing the time 

patients remain in the emergency department (ED) can improve access to treatment and 

increase quality of care. Reducing this time potentially improves access to care specific to the 

patient condition and increases the capability to provide additional treatment. Overcrowding 

and heavy emergency resource demand have led to a number of problems, including 

prolonged patient waiting times, increased suffering for those who wait, rushed and 

unpleasant treatment environments, and potentially poor patient outcomes. 

 

 

                                                 
73

 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a 

hospital’s denominator population for a given measure is not sufficiently large to produce statistically valid data, 

then hospitals shall not be required to report the data under Category 4 measures.  
74

 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge 

from the Hospital.” Ann Intern Med. (2003) 138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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Better Care  

Common Measures 

DY 16 

Measure-

ment 

Period 

DY 16 

Reporting 

Date(s) to 

EOHHS 

DY 17 

Measure-

ment 

Period 

DY 17 

Reporting 

Date(s) to 

EOHHS 

4.1 Care Transitions Measure Set 

(CTM-3) 

 

Voluntary HCAHPS questions 

 

Data Source: Hospital vendor or 

Hospital Compare as available 

Not 

applicable in 

DY16. 

Requires 

new data 

capture. 

Not 

applicable in 

DY16. 

Requires 

new data 

capture. 

07/01/12 – 

06/30/13 

7/31/14 

4.2: Patients who reported that 

staff "Always" explained about 

medicines before giving it to 

them. 

 

HCAHPS Composite (Questions 

16 & 17) 

 

Data Source: Hospital Compare 

01/01/11 – 

12/31/11 

1/31/13 01/01/12 – 

12/31/12 

1/31/14 

4.3: Patients at each hospital who 

reported that YES, they were 

given information about what to 

do during their recovery at home. 

 

HCAHPS Composite (Questions 

19 & 20) 

 

Data Source: Hospital Compare 

01/01/11 – 

12/31/11 

1/31/13 01/01/12 – 

12/31/12 

1/31/14 

4.4: ED Wait Time: Door to 

Diagnostic Evaluation by a 

Qualified Medical Personnel  

 

CMS IQR  measure (OP-20) 

 

Data Source: Hospital Compare 

01/1/2012 - 

06/30/12 

1/31/13 07/1/2012 - 

06/30/13 

1/31/14 

 

Better Health: Improve the health of the population by supporting proven interventions and 

enhancing the quality of care delivered. Many of today’s individual health care processes are 

designed to respond to the acute needs of individual patients, rather than to anticipate and 

shape patterns of care for important subgroups. Population health focuses on segmenting the 

population, perhaps according to health status, level of support from family or others, and 

socioeconomic status, to facilitate efficient and appropriate care delivery. The Category 4 

common measures share a focus on examining population dynamics. Two CMS Inpatient 

Quality Reporting/Joint Commission measures report on proven immunization interventions 

that can improve the health of hospitalized populations following discharge—preventing 
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subsequent care interventions.
75

 Two other ambulatory- sensitive measures examine acute 

admissions for chronic obstructive pulmonary disease (COPD) and congestive heart failure 

(CHF) patients—two patient populations of particular concern given their chronic care needs. 

A fifth measure looks at maternal and child health—examining the incidence of low-birth 

weight children, a leading determinant of newborn health especially important for Medicaid 

populations. 

 

Better Health Common 

Measures 

DY 16 

Measure-

ment Period 

DY 16 

Reporting 

Date(s) to 

EOHHS 

DY 17 

Measure-

ment Period 

DY 17 

Reporting 

Date(s) to 

EOHHS 

4.5: Pneumonia Immunization 

 

CMS IQR/Joint Commission 

measure  

IMM-1a 
76

 

 

Data Source: Hospital Compare 

01/01/12 – 

06/30/12 

 

01/31/13 07/01/12 – 

06/30/13 

 

01/31/14 

4.6: Influenza Immunization 

(seasonal measure) 

 

CMS IQR/Joint Commission 

measure  

IMM-2
 77

 

 

Data Source: Hospital Compare 

01/01/12 - 

03/30/12 

 

01/31/13 10/01/12-

03/30/13 

 

01/31/14 

4.7: Percent of discharged 

patients under age 75 who were 

hospitalized for Chronic 

Obstructive Pulmonary Disease 

(Ambulatory Sensitive-Condition 

Admissions Measure) 

Modified AHRQ PQI-5: 

denominator modified to include 

only discharged hospital 

inpatients 

Data Source: Hospital billing 

data 

10/01/11 – 

9/30/12 

01/31/13 10/01/12 – 

09/30/13 

01/31/14 

                                                 
75

 See Specifications Manual for National Hospital Inpatient Quality Measures for selected references on clinical 

effectiveness of immunizations. Available at http://www.qualitynet.org 
76

 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a 

includes all inpatients.  
77

 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 

includes all inpatients. 
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Better Health Common 

Measures 

DY 16 

Measure-

ment Period 

DY 16 

Reporting 

Date(s) to 

EOHHS 

DY 17 

Measure-

ment Period 

DY 17 

Reporting 

Date(s) to 

EOHHS 

4.8: Percent of discharged 

patients under age 75 who were 

hospitalized for Congestive Heart 

Failure (Ambulatory Sensitive-

Condition Admissions Measure) 

Modified AHRQ PQI-8; 

denominator modified to include 

only discharged hospital 

inpatients 

Data Source: Hospital billing 

data 

10/01/11 – 

9/30/12 

01/31/13 10/01/12 – 

09/30/13 

01/31/14 

4.9: Low Birth Weight Rate: 

number of low birth weight 

infants per 100 births
78

  

AHRQ PQI-9 

Data Source: Hospital records 

10/01/11 – 

9/30/12 

01/31/13 10/01/12 – 

09/30/13 

01/31/14 

 

Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for 

individuals, families, employers, and the government.  Measures that provide insights both 

into improved opportunities for health care delivery and health care cost-effectiveness are an 

area of particular focus in the Triple Aim. Many of the DSTI Category 1-3 projects include a 

specific focus on improving population health outside of the walls of the hospital (e.g. 

Primary Care Medical Homes, Health Information Exchanges, ACO development, etc.); 

therefore, it will be important to examine measures within the Category 4 Common Measures 

that look at hospital care indicators that are ambulatory-sensitive and that have the potential 

for better care coordination or care venues.  Preventable readmissions are an area of 

nationwide focus, both for their cost and health implications, but also because many 

readmissions are the result of poor care hand-offs and lack of care coordination post 

discharge. Similarly, many pediatric asthma emergency department visits are potentially 

avoidable with concerted outpatient management and care plans; therefore, an ambulatory-

care sensitive pediatric asthma measure, relevant to Medicaid populations, has been included.  

Lastly, a measure of early elective delivery examines a practice of care for which the 

evidence-base suggests can lead to unnecessary newborn complications and health care 

costs.
79

 

 

 

 

                                                 
78

 Hospitals without maternity services are exempted from this measure. 
79

 Clark, S., Miller, D.,et al. “Neonatal and maternal outcomes associated with elective delivery.” Am J Obstet 

Gynecol. (2009) 200:156.e1-156.e4. 
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Cost-Effective Care Common 

Measures 

DY 16 

Measure-

ment 

Period 

DY 16 

Reporting 

Date(s) to 

EOHHS 

DY 17 

Measure-

ment 

Period 

DY 17 

Reporting 

Date(s) to 

EOHHS 

4.10: Hospital 30-day, all-cause 

readmission rate to the index 

hospital following a 

hospitalization for all patients 18 

and older (not risk adjusted) 

See CMS IQR Readmissions 

Measures (AMI, CHF, and 

Pneumonia) for a list of standard 

exclusions, including: 1) index 

admissions for patients with an 

in-hospital death, 2) patients 

transferred from the index facility 

to another acute care facility, and 

3) patients discharged against 

medical advice.
80

  

Data Source: Hospital billing 

data 

10/01/11 – 

9/30/12 

01/31/13 10/01/12 – 

09/30/13 

01/31/14 

4.11: Percent of Emergency 

Department visits for children age 

18 or less with a primary 

diagnosis of asthma--Ambulatory 

Sensitive-Condition  

See AHRQ PDI-14 for numerator 

specification. Denominator 

specification includes children 

ages 2 to 17 with an ED visit 

Data Source: Hospital ED billing 

data 

10/01/11 – 

9/30/12 

01/31/13 10/01/12 – 

09/30/13 

01/31/14 

4.12: Percent of patients with 

elective vaginal deliveries or 

elective cesarean sections at 

greater than or equal to 37 weeks 

and less than 39 weeks of 

gestation completed
81

  

MassHealth Maternity Measure-3 

Data Source: MassHealth Quality 

Exchange(MassQEX) 

07/01/11-

06/30/12 

1/31/13 07/01/12-

06/30/13 

1/31/14 

                                                 
80

 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only 

one is counted as a readmission. No admissions within 30 days of discharge from an index admission are considered 

as additional index admissions. The next eligible admission after the 30-day time period following an index 

admission will be considered another index admission. 
81

 Hospitals without maternity services are exempted from this measure. 
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Category 4 Hospital-Specific Measures 

 

In addition to the common measures listed in Table 1 above, hospitals must select hospital-

specific measures on which to report according to the projects they have selected in 

Categories 1-3. Hospitals must select for reporting in Category 4 a minimum of one measure 

per project up to a total of 15 Category 4 hospital-specific measures for projects selected in 

Categories 1-3. Project 3.9:  Participate in a Learning Collaborative will not have associated 

Category 4 hospital-specific measures.  Hospitals shall choose from the options listed below 

in Table 2, which are associated with the project in Categories 1-3 to which they pertain.
82

  

 

Given the innovative nature of delivery system transformation and its highly-specific 

application relative to the existing needs, capacities, and opportunities for improvement at 

each DSTI hospital, some Category 4 hospital-specific measures include customized 

measurement to appropriately and meaningfully evaluate the progress and improvements 

related to projects hospitals have selected in Categories 1, 2, and 3.  In the case of some 

DSTI projects, the program of activities does not lend itself to standard measures.  In other 

cases, such measures are not a fit with the specific transformation goals of the project and/or 

reporting capabilities of the hospital based on the data available to them. Therefore, the menu 

of hospital-specific measures includes a blend of nationally recognized measures and 

hospital-specific customized measures.  In many cases, the hospital-specific measures are 

customized to the nature of the transformation project, the patient population, available 

payer-specific data, the measurement period, and/or hospital data capabilities including 

whether hospital systems include employed physicians or ambulatory care.  Additionally, 

customized measures provide feasible data collection opportunities while providing valuable 

evaluative information on transformation goals.  Each hospital, in their hospital-specific plan, 

will include a narrative on the hospital-specific Category 4 measures it has elected and the 

rationale for how that measure fits with evaluating the impact of the transformation project 

being undertaken by the hospital.   

 

Table 2 Category 4: Hospital-Specific Measures  

 

Project 1.1 Patient Centered Medical Home 

ID Measure 

PCMHI 0033 Average third next available appointment (wait time) for the practice 

PCMHI 0035 Average panel size for the practice 

                                                 
82

 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a 

hospital’s denominator population for a given measure is not sufficiently large to produce statistically valid data, 

then hospitals shall not be required to report the data under Category 4 measures.  
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Press Ganey Medical practice satisfaction: overall rating score on Medical Practice 

Survey for two large medical practices 

NQF 0031 Percent of eligible women 40-69 who receive a mammogram in a two-year 

period 

Customized 

Measure 

Percent of patients with a minimum of one chronic disease in each adult and 

pediatric practice 

Customized 

Measure 

Hospital 30-day, all-cause readmission rate to the index hospital following a 

hospitalization for patients 18 and older discharged with a diagnosis of 

diabetes 

Customization of 

Patient Continuity 

of Care 

Continuity of Care Measure: measures visit continuity for patients with their 

primary care physician or the primary care physician and/or the primary care 

team 

Project 1.2 Integrate Physical Health & Behavioral Health 

ID Measure 

NQF 0575 Percent of patients 18–75 years of age with diabetes (type 1 or type 2) who 

were screened for depression using PHQ-2 or other approved screening 

instruments during the measurement period. 

NQF 0712 Percent of patients 18 years of age and older receiving depression screening 

through the use of PHQ-2 or other approved screening instruments within 

the measurement period. 

Customized 

Measure 

Percent of Emergency Department patients who screen positive for 

substance abuse using Screening, Brief Intervention, and Referral to 

Treatment (SBIRT) Protocol 

Customized 

Measure 

Average length of Emergency Department stay for mental health/substance 

abuse patients in hospital Emergency Department 

Customized 

Measure 

The rate of ED patients who leave without being treated by a Licensed 

Independent Practitioner 

Customized 

Measure 

The percentage of patients 18 years and older with a new episode of 

depression and started on an anti-depressant medication in primary care, 

who have had a 50 percent reduction in their PHQ9 Score during the 16-

week acute phase, at pilot site(s). 
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1.3 Further Develop Integrated Care Network for Primary and Specialty Care 

ID Measure 

Customized 

Measure 

Urgent Care Volume 

Customized 

Measure 

Volume of patients obtaining care in hospital-based Express Care as it 

relates to total Emergency Dept visits. Report as change in percentage of 

hospital-based Express Care visits compared to total visits for patients at 

ambulatory based Urgent Care during operational hours. 

Customized 

Measure 

Number of primary care physician FTEs and  attributed patients  

Customized 

Measure 

Percent of hospital's non-emergent Emergency Department patients sampled 

that are unable to identify a Primary Care Physician 

Customized 

Measure 

Using survey sampling techniques, determine time to first appointment and 

time to third next appointment for patients seeking care with PCP  

1.4 Establish Health Data Exchange Capability to Facilitate Integrated Patient Care 

ID Measure 

USPHTF Baseline compliance with USPHTF measure for 2 providers for ALL of the 

following:  

BP screening 

Br CA screening 

Cervical CA screening 

Cholesterol screening (M and F) 

Colon CA screening 

Osteoporosis screening 

Tobacco Screening 

Customized 

Measure 

Percent of providers with integrated Electronic Health Records into the 

Health Information Exchange whose patients had a duplicate or unnecessary 

test. 

1.5 Practice Support Center 

ID Measure 

Press Ganey Medical practice satisfaction: percent of patients surveyed answering “good” 

or “very good” to Press Ganey survey question regarding “ease of getting 

clinic on phone”  

Press Ganey Medical practice satisfaction: percent of patients surveyed answering “good” 

or “very good” for Press Ganey survey questions regarding “ease of 

scheduling appointments”  
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1.6 Implement Patient Navigation Services 

ID Measure 

Customized 

Measure 

Frequent User ED Visits 

Customized 

Measure 

Unnecessary ED Visits 

1.7 Develop Integrated Acute and Post-Acute Network Across the Continuum of Care 

ID Measure 

Customized 

Measure 

X% reduced hospital 30-day all-cause readmissions from prior year baseline 

Customized 

Measure 

X% reduced readmissions from specified post-acute setting from prior year 

baseline 

2.1 Implement Care Management Interventions for Patients with Chronic Diseases 

ID Measure 

NQF 0575 with 

adjustment to 

measurement 

period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 

had HbA1c < 8.0% during the measurement period at implemented pilot 

sites. 

NQF 0059 with 

adjustment to 

measurement 

period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 

had HbA1c > 9.0% during the measurement period at implemented pilot 

sites.  

NQF 0061with 

adjustment to 

measurement 

period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 

had BP <140/90 mmHg during the measurement period at implemented pilot 

sites.  

NQF 0064 with 

adjustment to 

measurement 

period 

Percent of patients 18-75 years of age with diabetes (type 1 or type 2) who 

had LDL C <100mg/dL during the measurement period at implemented pilot 

sites. 

NQF 0055 with 

adjustment to 

measurement 

period 

Percent of adult patients with diabetes (type 1 or type 2) who had eye exam 

at least once during the measurement period at implementation sites. 

NQF 0057 Percent of patients 18-75 of age with diabetes who received one or more 

A1c test(s) per year 

NQF 0062 Percent of adult patients with diabetes (type 1 or type 2) who had micro-

albumin screening at least once during the measurement period at 

implemented pilot sites. 
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NQF 0018 The percentage of patients 18–85 years of age who had a diagnosis of 

hypertension (HTN) and whose blood pressure (BP) was adequately 

controlled during the measurement period at implementation sites. 

Customized 

Measure 

Repeat ED visit rate 

Modified NQF 

0330 

Hospital 30-day, all-cause, readmission rate to the index hospital following a 

hospitalization for patients 18 and older discharged with a primary diagnosis 

of heart failure 

Customized 

Measure 

Hospital 30-day, all-cause, readmission rate to the index hospital following a 

hospitalization for patients 18 and older discharged with a primary diagnosis 

of chronic obstructive pulmonary disease (COPD) 

Customized 

Measure 

Percent of patients enrolled in Heart Failure disease management program 

with evaluation of LVS function 

Customized 

Measure 

Percent of LVSD patients enrolled in Heart Failure disease management 

program prescribed ACEI or ARB at discharge 

Customized 

Measure 

Percent of patients who smoke and are enrolled in Heart Failure disease 

management program who receive adult smoking cessation 

advice/counseling 

Customized 

Measure 

Percent of patients enrolled in Heart Failure disease management program 

contacted within 24 hours post discharge 

Customized 

Measure  

Percent of targeted chronic disease patients who received a follow up 

appointment within 7 days of being discharged from the hospital with PCP 

Customized 

Measure 

Percent of Tele-health eligible patients enrolled in Heart Failure disease 

management program with Tele-health capabilities post discharge 

Customized 

Measure 

Percent of patients enrolled in Heart Failure disease management program 

discharged with home support post discharge 

Customized 

Measure 

Percent of adult patients with diabetes (type 1 or type 2) who had a 

hospitalization at the index hospital at least once during the measurement 

period at implemented pilot sites. 

Customized 

Measure 

Percent of COPD patients who go home with their inhaler if it is 

“continued” on their medication discharge instructions. 
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2.2 Establish a Chronic Disease Registry 

ID Measure 

Customized 

Measure 

Percent of patients enrolled in the Chronic Disease Registry who are given a 

referral for specialist treatment of a chronic disease 

Customized 

Measure 

For patients enrolled in the Chronic Disease Registry, average turn-around 

time of referral report for specialist treatment of chronic disease 

Customized 

Measure 

Percent of patients with identified chronic  disease who did not keep follow-

up appointments with Primary Care Physician 

Customized 

Measure 

Percent of patients with identified chronic disease who are referred to attend 

smoking cessation counseling from a certified smoking cessation counselor. 

2.3 Implement Improvements in Care Transitions 

ID Measure 

HCAHPS HCAHPS Discharge Information  

Modified NQF 

0330 

Hospital 30-day, all-cause, readmission rate to the index hospital following a 

hospitalization for patients 18 and older discharged with a primary diagnosis 

of heart failure 

Customized 

Measure 

Hospital 30-day, all-cause readmission rate to the index hospital following a 

hospitalization for high-risk patients (as defined by STARR High Risk Tool) 

18 and older 

HCAHPS 

 

Percent of Patients who reported that their nurses "Always" communicated 

well  

 

2.4 Develop or Expand Projects to re-Engineer Discharge Processes 

ID Measure 

Customized 

Measure 

Hospital 30-day, all-cause readmission rate to the index hospital following a 

hospitalization patients ages 18 – 65, admitted for medical care (non-

surgical and non-maternity) and are MassHealth or Commonwealth Care 

members of the BMC HealthNet Plan, who are served by re-engineered 

discharge process to reduce readmissions 

Customized 

Measure 

Percent of patients ages 18 – 65, admitted for medical care (non-surgical and 

non-maternity) and are MassHealth or Commonwealth Care members of the 

BMC HealthNet Plan, who are served by re-engineered discharge process to 

reduce readmissions 

Customized 

Measure 

Percent of parents or caregivers of patients ages 18 – 65, admitted for 

medical care (non-surgical and non-maternity) to a specific cohort, who 

receive a hospital after care plan at discharge 
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2.5 Implement Primary Care-Based System of Complex Care Management for High Risk 

Population(s) 

ID Measure 

PCMHI 0012 Percent of hospitalized patients who have clinical, telephonic, or face-to-

face follow-up interaction with the care team within 2 days of discharge 

during the measurement month at sites with implemented complex care 

management. 

PCMHI 0013 Percent of patients who have been seen in the Emergency Room with a 

documented chronic illness problem, who have clinical telephonic or face-

to-face follow-up interaction with the care team within 2 days of ER visit 

during the measurement month at sites with implemented complex care 

management.   

2.6 Establish a Multi-Disciplinary Education and Simulation Center 

ID Measure 

Customized 

Measure 

Percent of infants delivered vaginally with shoulder dystocia 

AHRQ PSI 39 Failure to Rescue Rate: Deaths per 1,000 patients having developed 

specified complications of care 

during hospitalization. 

2.7 Implement Process Improvement Methodologies to Improve Safety, Quality and 

Efficiency 

ID Measure 

BCBS AQC Percent of patients aged 18 through 85 enrolled in the Blue Cross Blue 

Shield Alternative Quality Contract who had a diagnosis of hypertension 

and whose blood pressure was adequately controlled (<140/90) 

Standard measure Falls per thousand patient days 

Standard measure Average Length of Stay for all Inpatients 

Customized 

Measure 

Percent of registered Emergency Department Patients leaving Emergency 

Department without being seen 

 

CDC CLASBI Central Line Associated Blood Stream Infections 
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2.8 Provide an Alternative Care Setting for Patients who Seek Non-Emergent Department 

Care 

ID Measure 

Customized 

Measure 

Average monthly non-emergent Hospital emergency department volume that 

is level, 3, 4, and 5 on the ESI scale, separately, as a percentage of the total 

ER volume 

Customized 

Measure 

Measure average monthly visits at new co-located PCMH primary care site 

2.9 Reduce Variations in Care for Patients with High Risk Conditions 

ID Measure 

Customized 

Measure 

30-day all-cause readmissions 

3.1 Develop Risk Stratification Capabilities for Patient Populations and Alternative Payment 

Models 

ID Measure 

Customized 

Measure 

Estimated total costs avoided due to interventions triggered by X percent 

highest risk patient identification and care management in specific payer 

cohort  

Customized 

Measure 

Admits/1,000 (Tufts Medicare Preferred population) 

Customized 

Measure 

Acute Admits/1,000 from a SNF (Tufts Medicare Preferred population) 

3.2 Design and Implement a Hospital-Based 360 Degree Patient Care Program 

ID Measure 

Customized 

Measure 

Admits/1,000 (Tufts Medicare Preferred population) 

3.3 Develop Governance, Administrative, and Operational Capacities to Accept Global 

Payments/Alternative Payment 

ID Measure 

NQF 0036 Percentage of patients who were identified as having persistent asthma and 

who were dispensed a prescription for either an inhaled corticosteroid or 

acceptable alternative medication during the measurement year 

NQMC-1976 Heart failure: percentage of patients aged greater than or equal to 18 years 

with diagnosed heart failure (HF) who also have left ventricular systolic 

dysfunction (LVSD) who were prescribed angiotensin-converting enzyme 

(ACE) inhibitor or angiotensin receptor blocker (ARB) therapy. 

NQMC-6217 Comprehensive diabetes care: percentage of members 18 through 75 years 

of age with diabetes mellitus (type 1 and type 2) whose most recent 

hemoglobin A1c (HbA1c) level is greater than 9.0% (poorly controlled). 
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Customized 

Measure 

For a targeted population, the percentage of women aged 40 through 69 

years who had a mammogram to screen for breast cancer within 24 months. 

Customized 

Measure 

Report of claims based utilization data for targeted population and service 

lines compared to benchmarks 

Customized 

Measure 

Average Length of Stay for existing Mercy/Physician Group Medicare 

Advantage “Virtual” ACO beneficiaries  

Customized 

Measure 

Percentage of existing Mercy/Physician Group Medicare Advantage 

“Virtual” ACO beneficiaries  readmitted < 30 days 

3.4 Develop an Integrated Care Organization to Enhance Capacity and to Respond to 

Alternative Payment Systems 

ID Measure 

Customized 

Measure 

Number of physicians in new ICO  

Customized 

Measure 

Number of patients attributed to PCPs in ICO 

Customized 

Measure 

Percent of primary care physicians who successfully qualify for a Medicare 

or Medicaid EHR Incentive Program payment 

Customized 

Measure 

Count of patients represented by PCPs in the original PHO organization, 

prior to redesigning it to become the ICO. 

3.5 Develop Administrative, Organizational, and Clinical Capacities to Manage the Care for 

Complex Patients 

ID Measure 

Customized 

Measure 

Number of Dual Eligible Inpatient  Admissions  

Customized 

Measure 

Number of Dual Eligible ED visits  

Customized 

Measure 

Percent of Dual Eligible Patients readmitted all cause < 30 days 
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3.6 Establish an Enterprise-Wide Strategy for Information Management and Business 

Intelligence 

ID Measure 

Customized 

Measure 

Identify top 5 most costly providers compared to 30 day readmission rates 

for HF 

Customized 

Measure 

Percent of identified “high risk” for readmission patients who are scheduled 

a follow up visit prior to discharge using nationally recognized evaluation 

tool (e.g. STAAR)  for  identifying high risk patients for readmission. 

Customized 

Measure 

Percentage of times critical information is transmitted at the time of 

discharge on identified high risk patients to the next site of care, i.e., home 

health, LTC, rehab and/or PCP office 

3.7 Develop Capacity to Address the Population Health of the Community Associated with 

the Triple Aim and Alternative Payment Models 

ID Measure 

NQF 0028a with 

adjustment to 

measurement 

period 

Percent of patients 18 years and older who were queried about tobacco use 

in the past 24 months (at implementing pilot site(s)) 

NQF 0028b with 

adjustment to 

measurement 

period 

Percent of patients 18 years and older, identified as tobacco users, who 

received cessation intervention in the past 24 months (at implementing pilot 

site(s)) 

Obesity – BMI 

Screening (linked 

to NQF 421) 

Percent of adult primary care patient population with a clinical visit during 

the measurement period who have a BMI in the obesity category during the 

measurement period (at implementing pilot site(s)) 

Obesity - Adult 

Height and Weight 

Verification 

Percent of adult primary care patient population with a clinical visit during 

the measurement period who received verification of height and weight 

during the measurement period (at implementing pilot site(s)) 

Cardiovascular 

Risk Screening 

(linked to NQF 17) 

Percent of adult primary care patient population with a clinical visit during 

the measurement period who were identified with cardiovascular risk factors 

during the measurement period (at implementing pilot site(s)) 

Behavioral Health 

Screening (linked 

to NQF 418) 

Percent of adult primary care patient population with a clinical visit during 

the measurement period who received an annual behavioral health screening 

using an approved screening instrument during the measurement period (at 

implementing pilot site(s)) 

3.8 Global Payment Pilot Project  

ID Measure  

Customized 

Measure 

X% of aligned patient population reimbursed under global payment 

arrangement 

3.9 Participate in a Learning Collaborative 

N/A N/A 
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XI. DSTI EVALUATION 

 

32. State Process for Developing an Evaluation of DSTI 

A draft design for the evaluation of DSTI will be included in the draft evaluation design for 

the 1115 Medicaid Demonstration, to be submitted in accordance with STC section 84. The 

evaluation design will be refined further after CMS approval of the master DSTI plan and 

hospital specific plans. The Commonwealth will contract with an external evaluator to 

develop an evaluation plan in accordance with STCs 84-86.  

 

The DSTI evaluation will include both process and outcome measures and will draw on both 

qualitative and quantitative data sources.  Content analyses of DSTI project documents, 

including the master DSTI plan contained in these STCs, will advise the specification of a 

delivery system theory of change, specific evaluation measures and specifications, and data 

sources.   
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INTRODUCTION 
 
Boston Medical Center (BMC) is pleased to submit this proposal for the “Delivery 
System Transformation Initiatives” program under Massachusetts’ 1115 Medicaid 
Waiver. We are particularly excited to be part of this joint federal-state effort to move 
Massachusetts toward high-quality, coordinated, accountable care because we 
understand that the success of both Massachusetts health care reform and the Affordable 
Care Act depend on our ability as providers to accomplish the triple aim – better care, 
better health and lower costs.  
 
In the near term, the projects described herein will support the Patrick administration’s 
efforts to move toward more integrated systems of care, while simultaneously putting our 
state’s extraordinary efforts to increase access to affordable health insurance on a more 
sustainable path.  In addition, these projects will support Boston Medical Center, the 
Commonwealth’s largest Disproportionate Share Hospital (DSH), and further our efforts 
to provide quality, cost-efficient care.  DSH hospitals, such as BMC, are critical not only 
to the long-term success of health reform in Massachusetts, but also to the sustainability 
of the Affordable Care Act.  We appreciate the opportunity to submit these projects and 
look forward to working with Massachusetts and the Centers for Medicare and Medicaid 
Services (CMS) as we implement. 
 
BACKGROUND 
 
Community Context 
 

In general, Boston is a multicultural, multilingual city with a population of 621,363 
(American Community Survey, 2010).  BMC is the largest source of safety net care for 
Boston and its surrounding communities.  Indeed, BMC is the only full-service hospital 
within the high poverty neighborhoods of Boston, providing specialty inpatient care and 
both trauma and primary outpatient care within the emergency room (ER).  In particular, 
BMC services 67 percent of Boston’s trauma incidences. Located in the South End 
toward the Roxbury border, BMC is the primary source of care for some of the Boston 
neighborhoods with the highest incidence of chronic disease as well as the highest 
percentages of racial and ethnic minorities, including Roxbury, Dorchester, Mattapan 
and the South End. In particular, the neighborhoods served by BMC have the greatest 
level of health disparity 
in Boston with the 
highest rate of 
tuberculosis, low birth 
weight babies, asthma 
hospitalization, infant 
mortality, substance 
abuse treatment 
admissions, diabetes 
and mortality.   
 
 

Figure 1: BMC Patients
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Population Description 
 

BMC’s patient population is predominantly minority, low-income and urban.  
Approximately 70 percent of BMC’s patients -- 93 percent of  
pediatric patients; 88 percent of maternity patients; and 73 percent of diabetic patients -- 
are racial or ethnic minorities.  Thirty percent do not speak English as their first language.   
 
Moreover, BMC cares 
for a high-percentage 
of extremely low-
income patients.  
Despite 
Massachusetts’ efforts 
to provide quality, 
affordable care to all 
its residents, BMC’s 
patient mix still 
includes 
approximately 11 
percent uninsured.  In 
total approximately 75 
percent of BMC’s 
patients are low-income, disabled, elderly or uninsured. 
 
Indeed, more than 50 percent of BMC’s patients have an annual income at or below 
$20,420. Moreover, 36 percent of families in the pediatric emergency department 
reported reducing the size of their meals or skipping meals because they could not afford 
food. About half of our patients experience problems paying their utility bills, with many 
reporting utility shut-offs or using a stove to heat their homes.  
 
In general, BMC’s patients are local to the community and its surrounding areas.  
Approximately 65 percent of BMC’s system-wide patients are Massachusetts residents 
and are concentrated in Roxbury, Dorchester and Mattapan.  These ties to the community 
are unique to BMC among academic medical centers in the region.  Nearly all of the 
Community Health Center patients -- who are routinely referred to BMC for acute care -- 
are from Boston and are concentrated as described in the chart below.  

 
In general, BMC’s patient 
population has an elevated 
prevalence of chronic diseases 
(diabetes, hypertension, congestive 
heart failure, asthma) and poor 
adherence to multiple medications 
and physician recommendations is 
commonplace. Moreover, co-morbid 
mental health and substance use 
disorders are highly prevalent. 

Figure 2: BMC Payer Mix (2010)
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Figure 3: BMC CHC Patients (2009)
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Social problems that interfere with health are also prevalent, and include, for instance, 
food, housing, and income insecurity; lack of social supports; family dysfunction; 
linguistic and sociocultural differences; homelessness; and low reading and health 
literacy. Together, the high rates of chronic illness, comorbid behavioral health issues, 
and social problems impact health care costs dramatically for our patients.  
 
Health System Description 
 

Boston Medical Center (BMC) is an integrated health care delivery system serving 
hundreds of thousands of underserved and working class individuals in Boston and its 
surrounding neighborhoods.  We are devoted to the proposition that every person, 
regardless of his or his social or economic circumstances, deserves the best health care.  
Through integrated delivery, BMC combines a community-based, primary care approach 
with the largest Level 1 Trauma Center in New England; designated emergency 
behavioral services; and interpreter services that handle nearly 200,000 medical 
interpretations a year.  Specifically, the BMC system includes: 
 

 
 
• Boston Medical Center. 626 bed academic medical center – the largest safety net 

hospital in New England. BMC was created in 1996 as the country’s first full asset 
merger of two public hospitals with a private academic medical center. The merger 
allowed the nearly 150-year mission of Boston City Hospital – to serve all regardless 
of their ability to pay – to endure. BMC services more than 130,000 emergency visits 
per year and approximately 30,000 discharges. 

 
• Boston HealthNet (BHN).  An affiliation of BMC, the Boston University School of 

Medicine and 15 community health centers.  Specifically, this includes 1,600 
physicians and more than 650 primary care physicians who provide care to over 
334,000 patients a year through more than 1.2 million visits. BHN partners provide 
outreach, prevention, primary care, specialty care and dental services. 



BMC DRAFT AND CONFIDENTIAL 
FOR POLICY DISCUSSION ONLY 6/14/12 

 

 BMC 6 

 
• BMC Physician Practice Plans. Twenty-two physician practices with over 800 

physicians who perform robust primary care on the BMC Campus and specialty 
sessions at BMC’s affiliated community health centers.   

 
• BMC HealthNet Plan (BMCHP). A licensed, NCQA-accredited, statewide, 227,000 

member capitated managed care organization (MCO) for low-income patients.  
NCQA ranked BMCHP third on its list of best Medicaid MCOs in the country.  
BMCHP is the largest MCO serving Massachusetts Medicaid and Commonwealth 
Care beneficiaries.   

 
As an academic safety net system, education, training and teaching are also integral 
components of the BMC system. Boston Medical Center operates 85 residency training 
programs with a large emphasis on primary care training. Specifically, BMC is the 
primary teaching affiliate of the Boston University School of Medicine. In addition, BMC 
also received more than $137 million in sponsored research funding in 2011 and 
currently oversees 574 research and service projects.   
 
Finally, BMC’s commitment to delivery system transformation is central to 
understanding the system’s core mission and vision. Described further below, the entire 
system – including the highest levels of system leadership – support and are actively 
taking steps to prepare for more accountable, coordinated, patient-centered care for our 
state’s most vulnerable. 
 
Strategic Vision 
 

In 2011, BMC embarked on a strategic planning process with the goal of identifying a 
pathway that would allow us to continue to provide crucial and exceptional care without 
exception. As a system, we recognized and continue to recognize that we will face 
ongoing pressure to reduce costs while preserving – and even increasing – the quality of 
care we provide to patients.  In particular, lower payment levels from both public and 
commercial payers as well as increasing pressure caused by federal and state budget 
crises has stressed our financial stability.  Understanding this reality, BMC engaged 
McKinsey and Company to complete an analysis of our current business model and 
propose options for a sustainable pathway forward.   
 
In general, the conclusions reached were consistent with BMC’s underlying recognitions 
that all health care stakeholders – particularly providers – must commit to moving away 
from fee-for-service payment and toward more accountable, coordinated, cost-efficient 
care that delivers better health for patients.  Further, BMC also understands that as 
residents of Massachusetts and as Americans, we must work to reduce the rate of health 
care cost growth so that our State and our nation can afford quality health care for all into 
the future.   
 
As such, BMC has put forward a strategic vision that includes three core components: 
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• Provide the right care for every patient, no less…no more.  In essence, this 
means BMC is committed to providing the right care for the right patient at the 
right time in the right location by the right staff and at the right price.  BMC 
recognizes that this may mean delivering less, rather than more, care to some 
patients.   

 
• Operate as the lowest cost, highest performing health care provider.  BMC’s 

focus in this regard will center on merging the quality focus described above with 
efficient management of administration as well as patient care. BMC’s 
commitment to low cost care has been ongoing.  In particular, BMC engaged FTI 
Consulting in 2010 to identify and implement cost reduction initiatives. As a 
result, BMC has implemented aggressive cost-cutting measures over the past 3 
years. 

 
• Lead the transformation away from fee-for-service payments toward 

accountable, integrated care.  BMC has already taken concrete steps toward this 
goal.  For example, BMC has established an executive-level steering committee to 
lead the transformation of the system into an Accountable Care Organization 
(ACO). As part of this process, BMC has also created four standing 
subcommittees to help inform the development of an operational ACO at BMC, 
including: Finance, Clinical, Quality, and Information Technology. In addition, 
BMC has taken a thought leadership role in accountable care at the federal level. 
Building on language included in the Affordable Care Act by Senator Kerry 
authorizing a Medicaid global payment in up to five states, BMC worked with 
like-minded systems, including Denver Health, NYHHC, and Memorial Health 
System, to conceptualize, design and promote a Medicaid global payment 
demonstration. Through the course of this work, BMC received valuable feedback 
on its accountable care design, quality metrics and financial models from experts 
at the Brookings Institute, Center for American Progress, Center on Budget and 
Policy Priorities, National Partnership for Women and Families as well as the 
White House Office of Health Reform, and the Center for Medicare and Medicaid 
Innovation and the Medicare-Medicaid Coordination Office at CMS.  BMC very 
much looks forward to using this experience in furthering the transformative 
efforts included in this 1115 Waiver.  Finally, as part of this transition away from 
fee-for-service payment design, health care stakeholders must work together to 
rationalize various reimbursement rates, including Medicaid, to reduce cost-shift 
and increase price transparency in the system.   

 
BMC’s ultimate goal is to become a fully accountable organization responsible for 
delivering quality, cost-efficient care to all of its patients, regardless of their ability to 
pay.  The strategic vision described above is board-approved and therefore maintains the 
highest level of support from BMC’s leadership.  In addition, BMC has hired a physician 
leader to manage the implementation of the strategic vision into the future.  
 
We wholeheartedly embrace Governor Patrick’s goals for more integrated accountable 
care in Massachusetts and understand that delivery system transformation is critical to the 
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long-term sustainability of the Affordable Care Act.  Further, we appreciate that the move 
away from fee-for-service payment must be done within the context of the triple aim – 
quality must rise, costs must be controlled and patients must live healthier lives.   
 
While we anticipate that it will take four to six years for BMC to fully transform to a 
coordinated, accountable organization across all payers, we believe that meaningful 
achievements can be made in the short-term.  The projects designed in this proposal will 
help lay the groundwork for full delivery system transformation and we look forward to 
working with the State and CMS to reach our ultimate goals as an organization. 
 
Statement Related to Directly Funded Initiatives by the U.S. Department of Health and 
Human Services 
 

BMC has designed its DSTI projects in a manner that does not duplicate federal Health 
and Human Services funding for the same projects.  There are projects within our DSTI 
effort that build upon HHS pilots such as Project RED and the Commonwealth’s Patient 
Centered Medical Home Initiative (PCMHI).   
 
The BMC Project RED DSTI effort does not receiving federal funding from HHS.  As 
described in detail within the project description, this project is a significant effort to 
translate the research pilot that has received NIH and AHRQ funding in the past, into day 
to day hospital practice.   
 
In the case of BMC’s DSTI PCMH project, as detailed within our project description, the 
scope of the BMC DSTI PCMH effort is much broader than the base of technical support 
that is the focus of the Commonwealth’s effort.  One of the BMC primary care practice, 
Family Medicine, participates in the Commonwealth of Massachusetts PCMHI initiative.  
This effort, as detailed within the project description, is a significant expansion of that 
PCMHI activity and, with the inclusion of BMC’s General Internal Medicine primary 
care practice, expands PCMH higher level coverage to approximately 74% of the BMC 
primary care patient population by the end of the Waiver period. 
 
BMC will provide updates on our participation in any new HHS-funded initiatives related 
to our DSTI projects in our biannual DSTI progress reports to be submitted to the 
Commonwealth. 
 
EXECUTIVE SUMMARY 
 
As described above, both the three- and five-year visions for BMC center around a 
thoughtful transition away for fee-for-service payment and toward accountable, patient-
centered, coordinated care.  We believe we are well-positioned to meet this primary goal 
over the next four to six years, but recognize that we must accelerate our meaningful 
steps toward this objective, particularly over the three year course of the current Medicaid 
waiver. BMC also understands that it faces significant challenges in the coming years – 
budgetary pressures, reimbursement levels and the overall financial strain of our partners 
will all test our ability to provide exceptional care to all of our patients for increasingly 
efficient costs. 
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As such, the projects described in this document not only all bring BMC closer to better 
care, lower costs and improved patient health, but also lay the foundation for a fully 
accountable health system – our ultimate goal.  In addition, the projects outlined below 
will reinforce and support each other as well as across the goals of the triple aim.   
 
For example, our Practice Support Center, to be staffed by a thoroughly trained and 
skilled team of Patient Care Assistants (PCAs) located at a centralized call center, will 
not only improve the patient experience, but also give doctors more time to focus on 
primary care, rather than administration.  The Practice Support Center is the foundation 
for development and implementation of care coordination since it allows physicians to 
practice at the top of their license providing primary care while new PCAs will be 
utilized to manage the pre and post visit requirements. In turn, physicians will be well-
positioned to focus their efforts on Patient Centered Medical Home (PCMH) practice 
requirements and certification.  Over time, PCMH will lead to more coordinated care, 
healthier patients and lower costs.   
 
Meanwhile, the Diabetes Rapid Referral program will seek to get increasing numbers of 
patients connected to a primary care access point to better manage their diabetes – 
eventually feeding increasing numbers of high-cost patients into PCMHs.  Project RED 
will reinforce this trend by helping to keep patients out of the hospital and in more 
appropriate, cost-effective care settings. Likewise, PCMHs will help keep patients at risk 
for high readmissions from returning to the inpatient setting, furthering Project RED 
outcomes.  
 
On a parallel track, BMC will also be working to complete the tasks necessary to 
operationally become an accountable care organization, while also addressing 
underlying cost and quality drivers through increased training programs at its Simulation 
Center. The Simulation Center will provide clinicians with an optimal learning 
environment in which teamwork, collaboration, skills building and communication are 
developed in a manner that is practiced out of harms way for the patient.  We believe that 
this environment of routine, required and frequent simulation will create optimal patient 
outcomes from a quality perspective and improve our costs through the reduction in 
medical errors and malpractice liability.  
 
BMC’s efforts are strongly aligned with the Triple AIM goals of the Affordable Care Act 
along with Massachusetts’ goals of health care reform.  As each of our DSTI projects is a 
reflection of our overarching five year strategic goal of making BMC a leader in the 
transformation of health care delivery to a more patient centric manner of care, so too are 
our Category 4 goals.  The identification and tracking of these quality measures will 
ensue that BMC’s efforts of delivery system transformation are guided by the monitoring 
of the critical principles of better patient care, better health and cost effective care.  
Through careful tracking of these measures, we can ensure that our strategic planning 
efforts are aligned with these important measures.   
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In total all of these projects represent meaningful steps toward a high-performing, 
coordinated, accountable health system. 
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Project Title Description Three Year Goals 

Category 1 – Further Development of a Fully Integrated Delivery System: 

1.1 Patient Centered 
Medical Home 

BMC will position the majority of its primary care 
practices, who see more than 35,000 patients, to apply 
for NCQA, or comparable, certification as a patient 
centered medical home (PCMH). 

By the end of Year 3, BMC will be recognized as an 
NCQA-2011 PCMH having achieved level 1 
certification for 2 of our primary care practices, 
representing 74% of our primary care patients, 
Additionally, BMC will apply for at least Level 2 
NCQA PCMH status in Year 3. 

1.2  Practice Support 
Center 

The Practice Support Center will operate seven days 
per week and supports the practice in improving the 
patient experience of care delivery, access and 
quality. The model will seek to provide first call 
resolution of patient needs and concerns, optimize 
scheduling protocols to improve efficiency and 
access, improved pre-visit planning for patients so 
their primary care visit is optimized, care follow 
through for care gaps and preventive health gaps, and 
referral and case management to optimize care 
coordination within the Medical Center. This effort is 
integral to the development of a medical home as it 
provides resources for the primary care practice and a 
mechanism for implementation and outreach of 
quality improvement efforts to our patient population. 
We look to utilize trained Patient Care Assistants in 
messaging to patients and outreach efforts via practice 
developed protocols, thereby creating a more team 
based approach to care and care delivery.  

This effort will ultimately provide for greater primary 
care visit access within the practice. The Support 
Center will also assist in outreach calls to patients 
within the Medical Home to address care gaps and 
missing links in care coordination and chronic disease 
management. By the end of Year 3, Boston Medical 
Center will have implemented fully a Practice Support 
Center that has demonstrated improved practice 
quality, efficiency and patient experience. 
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Project Title Description Three Year Goals 

Category 2 – Improved Health Outcomes & Quality: 

2.1 BMC Simulation 
and Nursing 
Education Center 

BMC will develop and implement an innovative 
training center for clinical staff that will enhance the 
patient experience of care while improving the 
communication and procedural skills of multi-
disciplinary teams.  During year 2 teams training, 
crew resource management, trigger recognition and 
early rescue patient’s strategies will be rolled out with 
safety checklists.  Communication drills will occur in 
the areas of apology, disclosure, interdisciplinary 
conflict, and cultural competency.  BMC will design 
and implement a Simulation and Nursing Education 
Center to promote patient safety and the delivery of 
high-quality healthcare through education, training 
and research for clinicians. Programs will utilize 
experiential, simulated scenarios and participatory 
courses to focus on effective communication, 
collaboration, crisis management and cultural 
competency.     

In order to track the effectiveness of simulation 
training and improvements in care, number of 
sessions attended will be tracked and maintained 
while tracking core measures, mortality data, leapfrog, 
NSQIP, UHC and other outcome measures including 
malpractice claims. Simulation will serve as a lever 
for cultural transformation to create a culture of safety 
to minimize readmissions and avoidable 
complications.  In year 2, the training curriculum will 
be fully developed, a training schedule will be rolled 
out and the first clinical staff will be trained.  In year 
3, training will continue across multi-disciplinary 
teams at BMC with 1,000 clinical staff trained.  
Ultimately, in out years after the Waiver period, BMC 
will roll out training to all multi-disciplinary teams.   
 

2.2  Rapid Diabetes 
Referral and 
Follow up 

BMC will design and implement a program to 
coordinate care for patients who present with 
symptoms of suboptimally-controlled diabetes in the 
emergency room.  In particular, this program will 
divert unnecessary admissions by connecting patients 
with more appropriate care settings. 

By Year 3, BMC will have implemented the Diabetes 
Rapid Referral program for BMC patients with 
diabetes, with metrics associated with number of 
patients evaluated for the program.  We will also 
review data to develop additional care management 
strategies and begin to explore additional mechanisms 
to enhance quality in the program. 
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Project Title Description Three Year Goals 

2.3   Project RED 

BMC will expand on its successful Project RED pilot 
program to standardize and personalize the complex 
hospital discharge process and focus on reducing 
unnecessary readmissions and Emergency Department 
visits within 30 days following hospital discharge.  

By Year 3, BMC will utilize Project RED for an 
additional 960 patients over July 1, 2011 levels.  We 
will track readmission rates for RED patients and 
compare readmissions data for expanded population, 
where payer data is available, to baseline data. 

Category 3 - Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-
service payments: 

3.1 ACO 
Development 

The Boston Medical Center (BMC)/Boston HealthNet 
(BHN) integrated delivery system will further develop 
expertise, as well as develop an operational work 
plan, in preparation for establishing an accountable 
care organization (ACO) to coordinate all care for 
enrolled patients, accept and manage financial risk, 
and increase the quality of care delivered to its 
patients.   

By Year 3, BMC will implement appropriate 
components of the work plan that will best lead BMC 
to become a high quality, risk-bearing ACO. 

3.2  Learning 
Collaborative 

Through this project, each hospital participating in 
DSTI will join an existing learning collaborative – 
such as the Brookings-Dartmouth ACO Learning 
Network or another ongoing learning collaborative 
that aligns with DSTI goals – or will develop a new 
learning collaborative designed to support its 
transformation goals. 

The health care delivery system is undergoing 
tremendous transformation throughout the country 
and, particularly, within Massachusetts.  Participation 
in the learning collaborative will facilitate BMC’s 
ability to transition to higher quality, patient focused, 
alternative payment systems through access to best 
practices addressing similar needs.  Information 
gained through the collaborative will help inform 
future strategic efforts for BMC. 

Category 4 - Population-Focused Improvements: 
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Project Title Description Three Year Goals 

4.1 Common Measures as listed below and described in 
detail in Category 4 description at end of document. 

The goal of reporting on these population-focused 
measures is to reflect on the impact of the investment 
and system changes of BMC’s overall DSTI effort.  
The information gathered through reporting of these 
goals will allow BMC to better understand the impact 
of its efforts on the Triple AIM of Better Care, Better 
Health and Cost Effective Care. 

 

# Measure Description Reporting Schedule 
4.1.1 Care Transitions Measure Set (CTM-3) • Report measure in FY14 

4.1.2 
Patients who reported that staff "Always" 
explained about medicines before giving it 
to them. 

• Report measure in FY13 and FY14 

4.1.3 
Patients at each hospital who reported that 
YES, they were given information about 
what to do during their recovery at home. 

• Report measure in FY13 and FY14 

4.1.4 
ED Wait Time: Door to Diagnostic 
Evaluation by a Qualified Medical 
Personnel 

• Report measure in FY13 and FY14 

4.1.5 Pneumonia Immunization • Report measure in FY13 and FY14 
4.1.6 Influenza Immunization (seasonal measure) • Report measure in FY13 and FY14 

4.1.7 

Percent of discharged patients under age 75 
who were hospitalized for Chronic 
Obstructive Pulmonary Disease 
(Ambulatory Sensitive-Condition 
Admissions Measure) 

• Report measure in FY13 and FY14 

4.1.8 
Percent of discharged patients under age 75 
who were hospitalized for Congestive Heart 
Failure (Ambulatory Sensitive-Condition 
Admissions Measure) 

• Report measure in FY13 and FY14 
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Project Title Description Three Year Goals 

 # Measure Description Reporting Schedule 

 

4.1.9 Low Birth Weight Rate: number of low 
birth weight infants per 100 births1 • Report measure in FY13 and FY14 

4.1.10 
Hospital 30-day, all-cause readmission rate 
to the index hospital following a 
hospitalization for all patients 18 and older 
(not risk adjusted) 

• Report measure in FY13 and FY14 

4.1.11 
Percent of Emergency Department visits for 
children age 18 or less with a primary 
diagnosis of asthma--Ambulatory Sensitive-
Condition 

• Report measure in FY13 and FY14 

4.1.12 
Percent of patients with elective vaginal 
deliveries or elective cesarean sections at 
greater than or equal to 37 weeks and less 
than 39 weeks of gestation completed2 

• Report measure in FY13 and FY14 

4.2 
BMC Specific Quality Measures as listed below and 
described in detail in Category 4 description at end of 
document. 

BMC’s hospital specific measures and linked to each 
of our DSTI projects in categories 1, 2 and 3, with the 
exception of the Learning Collaborative.  Measures 
were carefully selected to allow identify those that 
would provide the most insight into the impact of 
patient care resulting from the DSTI project.   

 

# Measure Description Reporting Schedule 

4.2.1 

Medical practice satisfaction: overall 
rating score on Medical Practice Survey 
for two large medical practices. (Press 
Ganey) 

• Report measure in FY13 and FY14 

                                                 
1 Hospitals without maternity services are exempted from this measure. 
2 Hospitals without maternity services are exempted from this measure. 
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Project Title Description Three Year Goals 

# Measure Description Reporting Schedule 

4.2.2 

Medical practice satisfaction: percent of 
patients answering good or very good 
for ease of scheduling appointments for 
GIM primary care practice. (Press 
Ganey) 

• Report measure in FY13 and FY14 

4.2.3 
Percent of infants delivered vaginally 
with shoulder dystocia. (Customized 
Measure) 

• Report measure in FY13 and FY14 

4.2.4 

Failure to Rescue Rate: Deaths per 
1,000 patients having developed 
specified complications of care 
during hospitalization. (AHRQ PSI 39) 

• Report measure in FY13 and FY14 

4.2.5 Percent of patients 18-75 of age with 
diabetes who received one or more A1c 
test(s) per year. (NQF 0057) 

• Report measure in FY13 and FY14 

4.2.6 Repeat ED visit rate (Customized 
Measure) 

• Report measure in FY13 and FY14 

4.2.7 Percent of parents or caregivers of 
patients enrolled in Project RED ages 18 
– 65, admitted for medical care (non-
surgical and non-maternity) to a specific 
cohort, who receive a hospital after care 
plan at discharge. (Customized 
Measure) 
 
 
 

• Report measure in FY13 and FY14 
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Project Title Description Three Year Goals 
# Measure Description Reporting Schedule 

4.2.8 Percentage of patients who were 
identified as having persistent asthma 
and who were dispensed a prescription 
for either an inhaled corticosteroid or 
acceptable alternative medication during 
the measurement year. (NQF 0036) 

• Report measure in FY13 and FY14 

4.2.9 Heart failure: percentage of patients 
aged greater than or equal to 18 years 
with diagnosed heart failure (HF) who 
also have left ventricular systolic 
dysfunction (LVSD) who were 
prescribed angiotensin-converting 
enzyme (ACE) inhibitor or angiotensin 
receptor blocker (ARB) therapy. 
(NQMC-1976) 

• Report measure in FY13 and FY14 

4.2.10 Comprehensive diabetes care: 
percentage of members 18 through 75 
years of age with diabetes mellitus (type 
1 and type 2) whose most recent 
hemoglobin A1c (HbA1c) level is 
greater than 9.0% (poorly controlled). 
(NQMC-6217) 

• Report measure in FY13 and FY14 
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Category 1 – Further Development of a Fully Integrated Delivery System 
 
BMC Project 1.1: Patient Centered Medical Home 
 

(Master Plan Project 1.1: Patient Centered Medical Home) 
 

Goal:  BMC will develop and implement, over the three year period, steps necessary to position the majority of our primary care 
practices to apply for NCQA Patient Centered Medical Home (PCMH) certification (by 2011 NCQA criteria). Currently Boston 
Medical Center has four primary care practices on campus—the General Internal Medicine (GIM) Practice comprised of 
approximately 27,000 patients, the Family Medicine (FM) Practice comprised of approximately 8,000 patients, the Pediatrics practice 
comprised of 10,000 patients and the Geriatrics practice that follows approximately 2,500 patients.  We seek to evolve the GIM and 
FM practices, together managing 74% of BMC’s primary care patients, to a PCMH during this effort. In the current state neither of 
these practices is NCQA Medical Home certified. However, each of these practices have worked to lay the ground work of PCMH 
transformation in establishing daily huddles with staff and providers, assessing cycle time for patients to flow through the practice, 
working with their individual phone staff in improving operations and efficiency, working to improve new patient access and 
improving attribution of patients to PC provider panels. In this effort at practice transformation, the GIM and FM practices will 
develop support for case management, analytic support and training. In addition, enhanced IT integration between hospital systems 
and participating practices is an important element to meet standards for transition of care, follow up after emergency room visits and 
inpatient discharges, tracking of test results and referrals, and patient registries.  The focus of the project will be on the achievement of 
the six NCQA PCMH standards, each of which requires enhanced infrastructure and operational capabilities.  Examples of critical 
infrastructure that will be developed include: 
 

I. Enhanced Access and Continuity 
a. Team based care with trained staff and providers 

II. Identify and Manage Patient Populations 
a. Patient registries and analytics to evaluate care gaps  

III. Plan and Manage Care 
a. Case managers and medication reconciliation  

IV. Provide Self Care and Community Support 
a. Patient education materials and community linkages 

V. Track and Coordinate Care 
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a. Track test results, ER visits and hospitalizations to ensure adequate patient follow- up 
VI. Measure and Improve Performance 

a. Data analysis and a formal quality improvement program 
NCQA is a nationally recognized agency that has developed stringent standards for awarding recognition, or certification, at 3 distinct 
levels based upon a primary care practice’s readiness.  The BMC primary care practices are at the early stages of assessing the NCQA 
PCMH requirements and our DSTI project reflects the reality that we are starting at the beginning of this arduous process.  We are 
committed to aggressively working to identify the NCQA requirements, assess our needs for enhancements and improvements to 
address such requirements and design and implement a work plan that will allow 2 of our major primary care practices, representing 
74% of our patients, to become NCQA recognized by the end of the 3 years.   
 
Rationale:  The move to a NCQA-2011 defined certified Patient Centered Medical Home (PCMH) by our primary care practices is at 
the core of ensuring that we are well equipped to provide the right care, in the right setting at the right time.  This effort is directly 
aligned with the goals of the Commonwealth and the Affordable Care Act.  By seeking NCQA certification, these primary care 
practices will ensure that the PCMH efforts are designed to be operated in a manner that will ultimately be consistent with national, 
best in class efforts.  BMC’s Family Medicine primary care practice already participates in the Commonwealth’s PCMH initiative. 
This project will expand that effort while also readying our largest primary care practice, GIM, for NCQA status.       
 
Expected Results:   By the end of Year 3, BMC will be accredited as a NCQA-2011 Patient Centered Medical Home, achieving at 
least Level 1 certification in 2013 and applying for at least Level 2 NCQA status in 2014 for 2 of its larger primary care practices, 
GIM and Family Medicine, which provide care to 74% of BMC’s on campus primary care patient population.  Primary care patients at 
these two practices are already assigned to a primary care physician and, at the point of NCQA PCMH accreditation, BMC expects all 
of its primary care patients from GIM and FM – estimated in SFY 2012 to be approximately 35,000 in total – to continue receiving 
care under a PCMH.  
 
Relation to other Projects:  PCMH efforts are at the heart of most initiatives supported by our hospital within the Waiver.  In 
particular, our PCMH efforts will be complemented by the creation of the Practice Support Center and will provide a solid foundation 
for our movement toward an Accountable Care Organization. 
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Project 1.1: Patient Centered Medical Home (Master Plan Project 1.1) 
SFY 2012 SFY 2013 SFY 2014 
1.1.1 Milestone:  
Establish a PCMH work group and 
complete gap analysis for GIM and FM 
Practices. 
1.1.1 Metric(s): 
(1) (MP-P 3)3 Document creation of 
BMC PCMH work group to review 
NCQA requirements for PCMH 
accreditation.  
(2) (MP-P 4) Create a gap analysis for 
GIM and FM practices to determine 
areas that require operational and 
resource infrastructure to become a 
NCQA PCMH.  
1.1.1 Data Source: 
Internal Hospital records 
NCQA requirements 
 
1.1.2 Milestone: 
Initiate an action plan for each primary 
care site—GIM and FM.   
1.1.2 Metric(s): 
(3) (MP-P 4) Documentation of action 
plan efforts toward PCMH accreditation 
at each site. 
(4) (MP-P 4) Identify internal and 

1.1.1 Milestone: 
Complete action plan for GIM and FM primary 
care sites to determine areas that require 
infrastructure and operational improvement to 
become a PCMH. 
1.1.1 Metric: 
(1) (MP- P 4) Documentation of action plan 
completion toward PCMH accreditation at each 
site (GIM and FM). 
1.1.1 Data Source: 
Internal Hospital records 
 
1.1.2 Milestone: 
Establish Quality Committee for GIM and FM 
practices. 
1.1.2 Metric: 
(2) (MP-P 19) Documentation of monthly QI 
committee meeting minutes that reviews Quality 
Dashboard performance.    
1.1.2 Data Source: 
Internal Hospital Records 
Quality Dashboard 
NCQA Requirements 
 
1.1.3 Milestone: 
Work to improve baseline performance and data 

1.1.1 Milestone: 
Submit application for at least Level 2 
PCMH recognition by NCQA-2011 
criteria.  
1.1.1 Metric(s): 
(1) (MP-P 6) Documentation related to 
implementation of findings from gap 
analysis 
(2) (MP-I 1) Document meeting at least 
Level 2 NCQA-2011 PCMH accreditation 
criteria for FM and GIM practices. 
(3) (MP-I 2) Document submission of 
NCQA application for at least Level 2 
certification. 
(4) (MP-I 5)All primary care patients 
assigned to FM and GIM practices, 
estimated in SFY 2012 to be 
approximately 35,000 in total, will 
continue to receive care under an NCQA 
Patient Centered Medical Home.   
1.1.1 Data Source: 
Internal hospital records 
NCQA application 
 
1.1.2 Milestone: 
Expand performance improvement 

                                                 
3 “MP-P X” stands for Master Plan – Process Measure #X; similarly, “MP-I X” stands for Master Plan – Improvement Measure #X. 
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Project 1.1: Patient Centered Medical Home (Master Plan Project 1.1) 
SFY 2012 SFY 2013 SFY 2014 
external resources to be allocated to 
each site to prepare for application of 
certification. 
1.1.2 Data Source: 
Internal Hospital records 
 
1.1.3 Milestone: 
Establish baseline data for preventive 
health measures. 
1.1.3 Metric(s)  
(5) (MP-P 17) Establish baseline rate of 
influenza vaccination in participating 
primary care practices. 
1.1.3 Data Source: 
BMC Medical Records 
 

capture of 1 preventive health measure. 
1.1.3 Metric(s): 
(3) (MP-I 10) Influenza vaccination rate for 
population.  
1.1.3 Data Source: 
Internal Hospital Records 
 
1.1.4 Milestone: 
Submit application for NCQA-2011 Certification 
for Level 1 Medical Home for GIM and FM 
practices. 
1.1.4 Metric(s): 
(4) (MP-I 2) Documentation of BMC’s ability to 
meet criteria for Level 1 PCMH (application for 
NCQA recognition).  
(5) (MP-I 4) Achieve at least NCQA 2011 Level 1 
recognition. 
1.1.4 Data Source: 
BMC files 
NCQA documentation 
 
1.1.5 Milestone: 
Address action plan items for seeking at least 
Level 2 NCQA PCMH Certification. 
1.1.5 Metric(s): 
(6) (MP-I 3) Initiate and improve referral tracking 
(7) (MP-I 3) Establish and document patient self 
care and patient education in EMR.  
1.1.5 Data Source: 

program to 1 cancer screening measure. 
Ongoing performance improvement in 
prior year selected measure. 
 
1.1.2 Metric: 
(5) (MP-I 11) Improve by 3% Influenza 
Vaccination in GIM and Family Medicine 
Practices from FY 12 baseline measure.  
(6) (MP-I 11) Measure baseline rate of 
Cervical Cancer Screening in GIM and 
FM  
1.1.2 Data Source:  
Internal Hospital Records Populations.  
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Project 1.1: Patient Centered Medical Home (Master Plan Project 1.1) 
SFY 2012 SFY 2013 SFY 2014 

Internal Hospital records 
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Category 1– Further development of an integrated delivery system 
 
BMC Project 1.2:  Practice Support Center 
 

(Master Plan Project 1.5: Practice Support Center) 
 

Goal: Boston Medical Center will develop and establish a Practice Support Center, encompassing a dedicated call center and outreach 
for improved care management functions , over a three year period to support the General Internal Medicine Primary Care Practice. 
The GIM practice is our largest on campus primary care practice that incorporates over 50 primary care physicians and nurse 
practitioners, and is responsible for the care of over 27,000 patients.  
 
In the current state, the GIM practice has long waits for patients—long waits for our patients to get through to the practice via the 
phone system, and long waits for patients to get appointments with their provider. The GIM practice also has limited access for new 
patients and for existing patients with urgent clinical needs. The practice has a high no show rate and a significant number of 
unsupported patient needs that lead to highly variable patient care sessions and poor patient flow. All this results in poor provider, 
staff, and patient satisfaction in the practice. Additionally we have high rates of utilization of the emergency department even during 
business hours of the practice.  
 
Boston Medical Center seeks to develop a practice support center that operates seven days per week and supports the practice in 
improving the patient experience of care delivery, access and quality. The model will seek to provide first call resolution of patient 
needs and concerns, optimize scheduling protocols to improve efficiency and access, improved pre-visit planning for patients so their 
primary care visit is optimized, care follow through for care gaps and preventive health gaps, and referral and case management to 
optimize care coordination within the Medical Center. This effort is integral to the development of a medical home as it provides 
resources for the primary care practice and a mechanism for implementation and outreach of quality improvement efforts to our 
patient population. We look to utilize trained Patient Care Assistants in messaging to patients and outreach efforts via practice 
developed protocols, thereby creating a more team based approach to care and care delivery.  
  
Core activities will include: 

• Timely phone access with aim toward high level of First Call Resolution of issues and improved patient satisfaction; 
• Follow up with patients after inpatient discharge and access to timely primary care follow up appointments, as appropriate; 
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• Provide patient education about important public health and community initiatives and outbound call reminders for chronic 
care conditions and care gaps. 

 
Rationale:  The benefits of the Practice Support Center will be to provide timely access to our patients for appointment scheduling; to 
direct patients to the most appropriate resource within the practice and medical center for clinical and administrative inquiries; and to 
improve patient care and flow through the practice by better managing administrative and process issues. We also anticipate that as we 
develop a medical home, the recruitment of clinically trained staff with a multiplicity of skill sets will help us in care coordination and 
addressing care gaps without always requiring a visit and promoting efficiency of care delivery.  The use of extended hours including 
weekend and evening hours to manage appointments improves our overall access to the practice by decreasing no-show rates and 
improving slot utilization and improves practice efficiencies.  
 
 
Expected Results: The Practice Support Center will be comprised of a thoroughly trained and skilled team of Patient Care Assistants. 
Performance standards, customer service, and quality monitoring will be incorporated into the training and ongoing evaluation 
process. By providing the appropriate assistance to incoming callers who would otherwise be directed to the clinical practice office, 
the Patient Care Assistants allow the physicians, and the clinical practice, to focus on patient care, and not administrative efforts, at the 
time of the patient’s appointment.    This effort will ultimately provide for greater primary care visit access within the practice. The 
Support Center can also assist in outreach calls to patients within the Medical Home to address care gaps and missing links in care 
coordination and chronic disease management. By the end of Year 3, Boston Medical Center will have implemented fully a Practice 
Support Center that has demonstrated improved practice quality, efficiency and patient experience 
 
 
Relation to other Projects:  The Practice Support Center will be a linchpin in BMC’s efforts to move toward Patient Centered 
Medical Homes in the General Internal Medicine Primary Care Practice. As such, our Practice Support Center will not only improve 
the patient experience, but also give primary care providers more time to focus on the active clinical issues of the patient and less time 
on administrative issues or routine issues that can be ordered or managed as per protocol, primary care, rather than administration.  In 
turn, physicians will be well-positioned to focus their efforts on Patient Centered Medical Home (PCMH) practice requirements and 
certification.   
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Project 1.2:  Practice Support Center (Master Plan Project 1.5) 
SFY 2012 SFY 2013 SFY 2014 
1.2.1 Milestone:  
Develop staffing plan and recruitment of 
appropriate number of Patient Care 
Assistants 
1.2.1 Metric(s):  
(1)  (MP-P 1) Job descriptions 
(2)  (MP-P 1) Staffing schedule based on 
call analysis and demand 
1.2.1 Data Source:  
Department records 
 
1.2.2 Milestone:  
Designate and design space plan for 
Practice Support Center 
1.2.2 Metric:  
(3) (MP-P 2) Space plan that includes IT, 
Telecom, furniture inclusive of 
occupational ergonomic review 
1.2.2 Data Source:  
Hospital and department project plans 
 
 
1.2.3 Milestone:  
Develop training and curriculum program 
for Patient Care Assistant staff 
1.2.3 Metric:   
(4) (MP-P 3)Training plan and curriculum 
document 
1.2.3 Data Source:  

1.2.1 Milestone:   
Implement quality assurance and 
monitoring program 
1.2.1 Metric:  
(1) (MP-I 8) 65% of calls answered within 
30 seconds and less than 10% of calls 
abandoned 
1.2.1 Data Source 
Department records 
 
1.2.2 Milestone:  
Implement outbound call program to 
provide reminder calls  
1.2.2 Metric:   
(2) (MP-I 9) Staff will have contact with 
50% of scheduled new patients to confirm 
appointment and review clinical 
information.  
1.2.2 Data Source:  
Department records and medical records 
 
1.2.3 Milestone:  
Select appropriate Press Ganey Survey 
question to trend and target for patient 
experience improvement 
1.2.3 Metric:   
(3) (MP-I 10) One survey question will be 
selected that have direct relationship with 
the work of the Practice Support Center 

1.2 1 Milestone:  
Improved quality assurance and 
monitoring program 
1.2.1 Metric:  
(1) (MP-I 8) 70% of calls answered within 
30 seconds and less than 5% of calls 
abandoned 
1.2.1 Data Source:  
Department records 
 
1.2.2 Milestone:  
Expand outbound call program to provide 
reminder calls  
1.2.2 Metric:  
(2) (MP-I 9) Staff will have contact with 
60% of scheduled new patients to confirm 
appointment and review clinical 
information 
1.2.2 Data Source: 
Department records and medical records 
 
1.2.3 Milestone: 
Meaningful implementation of outbound 
call effort related to one chronic care 
condition or preventative care gap.  
1.2.3 Metric: 
(3) (MP-I 5) % of patients reached by 
phone with unfulfilled preventative care 
gap 
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Project 1.2:  Practice Support Center (Master Plan Project 1.5) 
SFY 2012 SFY 2013 SFY 2014 
Department training plan and orientation 
 
 
1.2.4 Milestone:  
Complete staffing and recruitment of full 
complement of staff. Open Practice 
Support Center for incoming calls 
1.2.4 Metric:  
(5) (MP-P 4) Practice Support Center open 
to accept inbound scheduling calls 
1.2.4 Data Source:  
Department records  
 
1.2.5 Milestone: 
Develop and collect  baseline level data 
set: 

a. Call volume 
b. Service level 
c. Abandonment rate 
d. Patient satisfaction 
e. Appointment access 

1.2.5 Metric 
(6) (MP-I 2) Develop the baseline data 
report in year one  
1.2.5 Data Source: 
Department records 
 
1.2.6 Milestone: 
Understand baseline measures for reasons 

1.2.3 Data Source: 
Department records 
 
1.2.4 Milestone: 
Complete an action plan to address one 
chronic care condition or preventative care 
gap that would be amenable to an 
outbound reminder call effort. 
1.2.4 Metric: 
(4) (MP-P 6) Document one action plan for 
an outreach effort from the Patient Support 
Center for a care gap 
1.2.4 Data Source: 
Department records 
 
1.2.5 Milestone: 
Develop report tool to identify number of 
patients seen in primary care after inpatient 
discharge 
1.2.5 Metric: 
(5) (MP-I 3) Baseline data for % of 
patients seen in primary care within 3 
weeks of inpatient hospital discharge 
1.2.5 Data Source: 
Department records 
 
1.2.6 Milestone: 
Improve Patient Access 

1.2.6 Metric:  

1.2.3 Data Source 
Department records 
 
 
1.2.4 Milestone: 
Complete action plan for meaningful 
improvement of % of patients seen within 
3 weeks after inpatient hospital discharge 
1.2.4 Metric: 
(4)  (MP-I 4) % of patients seen in primary 
care within 3 weeks of inpatient hospital 
discharge 
1.2.4 Data Source: 
Department Records 
 
1.2.5 Milestone: 
Improve Patient Experience in getting 
through to the practice by phones.  
1.2.5 Metric: 
(5) (MP-I 7) Improve patient satisfaction in 
“ease of getting through to the practice by 
phone” by 2 percent.  
1.2.5 Data Source: 
Departmental Records.  
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Project 1.2:  Practice Support Center (Master Plan Project 1.5) 
SFY 2012 SFY 2013 SFY 2014 
patients are calling. 
1.2.6 Metric: 
(7) (MP-P 7) Develop report on most 
common reasons for call and distribution 
of calls in each grouping.  
1.2.6 Data Source: 
Departmental records 
 
1.2.7 Milestone: 
Understand patient access 
1.2.7 Metric: 
(8) (MP- P8) Develop report on no-show 
rate and patients seen per session (measure 
of practice efficiency) 
1.27 Data Source: 
Departmental records 

(6) (MP-I 6) Decrease no show rate by 2% 
from baseline data  
1.2.6 Data Source: 
Departmental Records 
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Category 2 – Improved Health Outcomes & Quality 
 
BMC Project 2.1: BMC Simulation and Nursing Education Center 
 

(Master Plan Project 2.6: Establish a Multi Disciplinary Education and Simulation Center) 
 

Goal:   BMC is committed to continuous quality improvement. This DSTI project allows for the creation of a state-of-the-art, 
centralized simulation and education center for BMC’s core community, including physicians, residents, students, nurses, pharmacists, 
allied health professions and potentially the community at large for certification courses. It will accommodate the needs of multiple 
departments including surgery, anesthesiology, nursing, pediatrics, medicine, and obstetrics/gynecology.  
 
The BMC Simulation and Education Center is a transformational project as it trains multidisciplinary teams of individuals to provide 
the most efficient and safest care that is associated with the best outcomes, highest quality and lowest possible cost. Programs will 
utilize experiential, simulated scenarios and participatory courses to focus on effective communication, collaboration, crisis 
management and cultural competency.   
 
Compared to standard process improvement and continuing education, simulation focuses on: 1) improving communication and 
technical skills among multi-disciplinary teams in the operating room  and other procedural areas, 2) creating opportunities for 
doctors, nurses, and other staff to practice difficult or rare high risk scenarios, 3) providing certification and re-certification training 
for doctors, nurses, and other clinical staff, 4) offering additional practical experience in specialized areas for new physicians and 
nurses without jeopardizing patient safety, 5) lowering hospital liability risks and 6) serving as a resource to other local health 
providers and training programs, by providing access to training in the simulation center. 
 
Practicing on mannequins provides a life-like training experience without the possibility of harming a live patient.  Unlike standard 
techniques to improve safety and outcomes, simulation allows the provider to rehearse, rewind and practice without a negative patient 
outcome.  Providers can demonstrate competence and be given adequate time to learn prior to entering the patient care arena.  Critical 
to a non-fee for service model is allowing practitioners to develop deliberate practice techniques including intense repetition of skills 
to reassess their performance, gain feedback and demonstrate improved performance in a structured setting to avoid patient harm and 
prolonged hospital stays or delayed return to their normal activities.  What is truly unique and transformational is teams all train 
together and learn the strengths of other practitioners to provide each patient with the right care at the right time.  This initiative 
dovetails nicely for training of staff in the Project Red initiative and the Diabetes Referral Project and in preparing the staff for the 
medical home and ACO’s by bringing all disciplines together in one consolidated location.    
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Rationale:  Simulation training is a necessary training tool for hospitals worldwide. It is used to improve patient safety by providing 
opportunities for clinicians and staff to practice life-like medical scenarios using high technology equipment that simulates real-life 
emergency situations. This is possible through the use of high fidelity equipment, such as the Human Patient Simulator (HPS)—a 
mannequin that can simulate real breathing, drooling, speaking, and ejecting blood and fluids according to programmed emergency 
scenario. Multi-media software is intuitive; built to “react” to the actions and responses occurring in the room during the simulation. 
Residents and other trainees will utilize simulation to practice and develop a baseline competency prior to entering clinical arena. 
 
Boston Medical Center (BMC) has a culturally diverse patient population with more than 70 percent racial and ethnic minorities. The 
staff is also diverse, making cultural competency and clear communication two key factors in delivering the exceptional care that is 
central to BMC’s mission. Simulation experiences are important ways for teams to develop effective communication techniques in a 
multicultural environment while also improving important medical skills or practicing emergency situations that are not common 
enough to remember well without regular practice.  The BMC Simulation Center will differ from the other such resources in that it 
will be hospital supported and centralized for all disciplines.  The curriculum will be aligned with hospital goals and will be required 
for designated staff to develop strategies for new and integrated multidisciplinary patient care. 
 
Expected Results:  BMC will develop and implement an innovative training center for clinical staff that will enhance the patient 
experience of care while improving the communication and procedural skills of multi-disciplinary teams.  In year 1, space will be 
identified to house the training center and an outline of curriculum will be designed.  In year 2, the training curriculum will be fully 
developed, a training schedule will be rolled out and the first 500 clinical staff will be trained.  During year 2 teams training, crew 
resource management, trigger recognition and early rescue patient’s strategies will be rolled out with safety checklists.  
Communication drills will occur in the areas of apology, disclosure, interdisciplinary conflict, and cultural competency.  In reference 
to tracking the effectiveness of simulation training and improvements in care, number of sessions attended will be tracked and 
maintained while tracking core measures, mortality data, leapfrog, NSQIP, UHC and other outcome measures including malpractice 
claims. Simulation will serve as a lever for cultural transformation to create a culture of safety to minimize readmissions and 
avoidable complications.  In year 3, training will continue across multi-disciplinary teams at BMC with 1,000 clinical staff trained.  In 
out years, after the Waiver 5 period, BMC will roll out training to all multi-disciplinary teams and will allow access and provide a 
resource to providers outside of the BMC system.   
 
How the Project Can Refine Innovations, Test and Disseminate Findings:  The BMC Simulation Center project is an innovative 
approach to training that focuses on the role of teams of practitioners who will treat the patient.  Its multi cultural focus also will allow 
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for dissemination and use by safety net delivery systems across the country.  In the traditional system providers are ingrained to 
function as respective individual experts taking responsibility, credit and blame by the individual’s action.  Overall teams training is 
important so practitioners can understand each other and this is not done in traditional training programs.  As described above, the 
BMC Simulation and Education Center is a transformational project that trains multidisciplinary teams of individuals to provide the 
most efficient and safest care that is associated with the best outcomes, highest quality and lowest possible cost. The addition of the 
Programs will utilize experiential, simulated scenarios and participatory courses to focus on effective communication, collaboration, 
crisis management and cultural competency.   
 
Relation to other Projects:  Improved training is central for all of our projects that will transform the delivery of care.  By focusing 
on the training of multi-disciplinary teams, BMC will further our efforts around the integration of the delivery system through Patient 
Centered Medical Homes and Accountable Care Organizations while also improving the quality of care for patients, a core component 
of the triple aim. 
 
 

Project 2.1 – BMC Simulation and Nursing Education Center (Master Plan Project 2.6) 
    SFY 2012 SFY 2013 SFY 2014 
2.1.1 Milestone: 

Identify and design space for creation of Sim Center. 
2.1.1 Metric(s):   

(1)  (MP- P1) Documentation that space has been 
identified 
(2)  (MP-P1) Documentation that the Center has been 
designed. 
2.1.1 Data Source:   

BMC internal records. 
 
2.1.2 Milestone:   

Creation of Sim Center clinical implementation 
workgroup to identify training programs to be offered and 
begin planning for implementation. 
2.1.2 Metric(s):  

2.1.1 Milestone:  
Develop curriculum materials for initial 
Sim Center training program after a 
thorough review of the literature. 
2.1.1 Metric(s):  
(1) (MP-P 3) Copy of curriculum 
materials.  
(2) (MP-P 3) Summary review of the 
literature 
2.1.1 Data Source: 

BMC Sim Center Training Materials 
 
2.1.2 Milestone: 

Provide training to 500 clinical staff 
2.1.2 Metric(s): 

2.1.1 Milestone:  
Develop materials for additional 
training teams. 
2.1.1 Metric: 
(1) (MP- P 4) Copy of additional 
training materials 
2.1.1 Data Source: 

BMC Sim Center Training Materials 
 
2.1.2 Milestone: 

Provide training to 1,000 clinical staff 
2.1.2 Metric: 

(2) (MP-I 1) Documentation of training 
to 1,000 clinical staff including pre and 
post skills assessments, where 
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Project 2.1 – BMC Simulation and Nursing Education Center (Master Plan Project 2.6) 
    SFY 2012 SFY 2013 SFY 2014 

(3)  (MP-P 2) Provide list of Sim Center workgroup 
members and meeting agenda. 
(4)  (MP-P 2) Provide outline of recommended list of Sim 
Center training programs for SFY 2013 and 2014. 
2.1.2 Data Source:   

Sim Center Training Summary. 
 

(3) (MP-I 1) Documentation of 
training to 500 number of clinical 
staff, including pre- and post-skills 
assessments, where applicable. 
2.1.2 Data Source:   

BMC Sim Center Attendance records 
BMC data 

applicable. 
 
2.1.2 Data Source:   
BMC Sim Center Attendance records 
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Category 2 – Improved Health Outcomes & Quality: 
 
BMC Project 2.2: Rapid Diabetes Referral/Follow up Project  
 

(Master Plan Project 2.1: Implement Care Management Interventions for Patients with Chronic Diseases) 
 

Goal:   To coordinate care for patients with diabetes who present to the ED with diabetes-related symptoms or needs that do not require acute 
inpatient intervention. The short-term goal is to assess and connect the patient through a direct referral process to the Endocrinology clinic for 
diabetes management and education, thereby reducing unnecessary admissions and improving care coordination for this patient population. The 
long term goal is to ensure best/safe outcomes for this patient population, and to connect patients with additional medical and psychosocial 
resources that will reduce barriers to care and contribute to optimal overall health.  
 
Rationale:  Patients with diabetes face numerous challenges in managing their care, resulting in inappropriate visits to the ED.  One identified 
factor contributing to unmanaged diabetes is difficulty maintaining regular follow-up with outpatient Endocrinology for diabetes management.  
In the past these patients were managed by admitting them to the hospital even when not medically warranted; however it has been determined 
that the priority needs for this population of patients  are more often related to proper diabetic education and more consistent outpatient follow 
up/management (and not acute medical intervention in an inpatient setting). By engaging a multidisciplinary team, including Emergency 
Department physicians, nurses, and Care Managers as well as the outpatient Endocrinology clinic, we will create a system for identification and 
clinical handoff from the ED to the appropriate outpatient setting, thus improving patients’ overall experience with dealing with chronic illness 
and satisfaction with their care.   
 
Expected Results:  This project will result in efficient and effective care for patients with diabetes who present to the ED with diabetes-related 
symptoms or needs that do not require acute inpatient intervention.  For these patients, care in the appropriate setting will be provided by 
ensuring a direct referral to an appointment (with in 24 hrs) with an endocrinologist following a visit to BMC ED for a non urgent medical 
matter.  Barriers to timely outpatient follow-up will be identified and minimized, and additional unnecessary admissions to the hospital will be 
avoided.  
 
In Year 1, BMC will set in place criteria for identifying patients with barriers to managing diabetes and a process for referring patients who 
seek diabetes related care in the Emergency Department to a more appropriate setting, if applicable.  In Year 2, BMC will design and 
implement referral protocol for patients seeking non-urgent diabetes care in the ED including follow-up clinic appointments within 24 hours of 
the ED visit.  Additionally, BMC will create a tracking system and follow the outcomes of patient referrals.  We will also begin to identify most 
common barriers to patients for outpatient follow-up.  Year 3 will continue the Diabetes Rapid Referral program efforts implemented designed 
in year 1 and implemented in year 2.  We will also establish strategic partnerships with vendors, community agencies and others to expand 
quality of care across the continuum for this population.   
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How the Project Can Refine Innovations, Test and Disseminate Findings:  Safety net delivery systems treat an even higher proportion of 
diabetic patients whose life situations make it more difficult for them to manage their care.  BMC’s DSTI project focuses on those diabetics 
whose lack of compliance often leads them to seek treatment at the Emergency Department with an historical inpatient admission following 
that visit.  BMC believes that this innovative program can readily be adapted for use with high risk, high utilizing patients at hospitals across 
the country. BMC will internally disseminate findings from this project with various clinical and senior management groups and share results 
with appropriate community partners, as well.  If appropriate, BMC may also share findings within its Learning Collaborative. 
 
Relation to other Projects:  Effective management of chronic disease is critical to succeeding under accountable payment models.  Likewise 
effective identification of high-risk individuals with chronic disease is essential to effectively managing their care.  The Rapid Diabetes 
Referral/Follow-up Project will serve as a model for other chronic disease management strategies. This will prepare BMC for the transition 
away from fee-for-service payment, and will build on the PCMH project by beginning to build a network and a series of processes that direct 
care within the BMC system. Clinical knowledge gained from this project will, in turn, be integrated into our Practice Support Center and 
Simulation Training and Education Center. 
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Project 2.2 – Rapid Diabetes Referral/Follow up Project (Master Plan Project 2.1) 
SFY 2012  SFY 2013 SFY 2014 
 2.2.1 Milestone: 
Design and implement system for 
identifying patients with difficulty managing 
their diabetes, resulting in need for 
emergency care. 
2.2.2 1 Metric(s):  
(1) (MP-P 14)Documentation of 
parameters/criteria for identifying patients 
with barriers to managing diabetes 
2.2.1 Data source: 
Input from working group members  
BMC’s internal IBEX (ED) system 
 
2.2.2 Milestone: 
Identify staff involved in all aspects of 
diabetes care, education, and management 
2.2.2 Metric:  
(2) (MP-P 17) Copy of list of staff currently 
involved in care of targeted patients 
2.2.2 Data source: 
Minutes of Rapid Diabetes Referral working 
group meeting 
 
2.2.3 Milestone: 
Develop an internal working group with 
appropriate providers and leadership. 
2.2.3 Metrics:  
(3) (MP-14) Working group membership list 
and meeting schedule 
2.2.3 Data source: 
Minutes of Rapid Diabetes Referral working 

2.2.1 Milestone: 
Design process to facilitate treatment and 
rapid referrals of patients with non-urgent 
diabetes management needs by developing 
and coordinating a referral system with 
BMC outpatient Endocrinology clinic which 
will result in referrals from the ED within 24 
hours. 
2.2.1 Metric: 
(1) (MP-P 18) Documentation of  referral 
process for patients seeking non-urgent 
diabetes care 
2.2.1 Data Source: 
Minutes of Rapid Diabetes Referral working 
group meeting 
BMC internal materials 
IBEX and Logician 
 
2.2.2 Milestone: 
Creation of tracking process measures which 
will include: 
• # of identified preventable inpatient 

admissions for diabetes management,  
• # of  patients participating in program, 
• % of follow-up appointments scheduled 

within 24 business hours,  
• # of no-shows  
2.2.2 Metric(s): 
Copy of reports from Medical record 
logging/tracking system to demonstrate 
patient outcomes in the following areas: 

2.2.1 Milestone: 
Review Year 1 and 2 data to identify 
additional needs of patients with diabetes to 
develop further strategies for care 
management. 
2.2.1 Metric(s): 
(1) (MP-P 16) Documentation of patient 
assessments and needs identified 
2.2.1 Data Source: 
IBEX and Logician 
Tracking/logging tools 
BMC internal communications 
 
2.2.2 Milestone: 
Creation of tracking process measures which 
will include: 
• # of identified preventable inpatient 

admissions for diabetes management,  
• # of  patients participating in program, 
• % of follow-up appointments scheduled 

within 24 business hours,  
• # of no-shows  
2.2.2 Metric(s): 
Copy of reports from Medical record 
logging/tracking system to demonstrate 
patient outcomes in the following areas: 
(2) (MP-P 20) Documentation of medical 
record tracking system to follow outcomes 
of patient referrals  
(3) (MP-P 20) % follow-up appointment 
scheduling within 24 business hours  
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Project 2.2 – Rapid Diabetes Referral/Follow up Project (Master Plan Project 2.1) 
SFY 2012  SFY 2013 SFY 2014 
group meeting 
 
2.2.4 Milestone: 
Identify common complications and develop 
tracking tool of the same that could directly 
relate to increased Emergency Department 
visits or uncontrolled Diabetes 
2.2.4 Metric: 
(4) (MP-P 15) Diabetic tracking tool as 
described above.  
2.2.4 Data Source 
Patient tracking tools 
Logician, EMR’s 
Feedback from working group 
 
2.2.5 Milestone: 
Engage community partners and assess for 
their ability to add additional resources to 
improve patient outcomes 
2.2.5 Metrics:   
(5) (MP-P 16) Documentation of meeting 
minutes with community partner(s) 
2.2.5 Data Source: 
Internal meeting minutes 

(2) (MP-P 20) Documentation of medical 
record tracking system to follow outcomes 
of patient referrals  
(3)(MP-P 20) % follow-up appointment 
scheduling within 24 business hours 
2.2.2 Data Source: 
IBEX and Logician 
Tracking/logging tools 
 
2.2.3 Milestone: 
Use diabetic tracking tool developed in Year 
1 to assess prevalence of diabetes 
complications and/or co-morbidities in 
patients presenting for evaluation at their 
first follow-up appointment. 
2.2.3 Metric: 
(4) (MP-I 13)Analysis of data captured by 
diabetic tracking tool 
2.2.3 Data Source 
Diabetic tracking tool 
IBEX, Logician. 

2.2.2 Data Source: 
IBEX and Logician 
Tracking/logging tools 
 
2.2.3 Milestone 
Establish additional strategic partnerships 
with vendors, community agencies, and 
others to expand quality of care across the 
continuum. 
2.2.3 Metric(s): 
(4) (MP-P 16) Documentation of additional 
partners identified. 
2.2.3 Data Source: 
Minutes of Rapid Diabetes Referral working 
group meeting 
BMC internal communications 
 
2.2.4 Milestone: 
Educate and train ED staff about Diabetes 
Rapid Response and Follow-up protocols 
and medical record systems 
2.2.4 Metric(s): 
(5) (MP-P 12) Copy of training curriculum 
and materials with list of attendees from 
Emergency Department 
2.2.4 Data Source: 
IBEX and Logician 
Feedback from working group and all 
involved providers and patients 
 
2.2.5 Milestone: 
Expanding on identified complications 
and/or co-morbidities in Year 2 and 
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Project 2.2 – Rapid Diabetes Referral/Follow up Project (Master Plan Project 2.1) 
SFY 2012  SFY 2013 SFY 2014 

additional patient needs in Year 3, will 
measure the percentage of follow up care in 
the appropriate care settings, beginning with 
Outpatient Psychiatry, Podiatry and 
nephrology clinics. 
2.2.5 Metric(s):  
(6) (MP-I 14) Documentation of the % of 
follow-up care received in outpatient 
Psychiatry, Podiatry and Nephrology 
Clinics.    
2.2.5 Data Source: 
Diabetic tracking tool 
Logician, EMR 
Feedback from working group and all 
involved providers and patients 
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Category 2 – Improved Health Outcomes & Quality  
 
BMC Project 2.3: Re-engineered Discharge Process (Project RED) to Avoid Readmissions 
 

(Master Plan Project 2.4: Develop or Expand Projects to Re-Engineer Discharge Processes) 
 

Goal:  BMC will implement a new discharge initiative called Project RED. This project is modeled after the successful research study piloted 
by BMC and the BU School of Medicine by Dr. Brian Jack.  While the DSTI project is modeled after the successful research pilot, it is a 
unique and different effort than that pilot.  
 
The DSTI Project RED will be implemented in two phases.  The first will be a collaborative effort between BMC and its BMC HealthNet Plan 
to deliver the revamped “Re-Engineered Discharge (RED)” to adult medical BMCHP members admitted to Boston Medical Center. The second 
phase will expand this revamped Project RED to include adult medical patients hospitalized on BMC’s Family Medicine floor, regardless of 
insurer.   
 
Project RED is a patient-centered program that standardizes and personalizes the complex hospital discharge process and is focused on 
reducing unnecessary re-admissions and Emergency Department visits within 30 days following hospital discharge. The implementation of 
Project Red is a significant effort to translate research developed programs into day to day hospital practice.  While this DSTI Project RED is 
limited to adult patients, it will not have the many exclusions of the research pilot. The pilot randomized trial excluded patients who did not 
have a telephone, who did not speak English, who could not comprehend study details and the consent process.  They did not enroll patients if 
they were admitted from a skilled nursing facility or other hospital, transferred to a different hospital service before enrollment, admitted for a 
planned hospitalization, were on hospital precautions or suicide watch, or were deaf or blind. None of these exclusions apply to our current 
program.  In the research pilot, research assistants supported the nurses in their day to day work.  Eliminating these exclusions and supports has 
significantly increased the challenge of implementing the program and achieving successful results, especially in a disadvantaged population.  
New learning has been and will continue to be required.  Learning how to do this in a population without exclusions is a new challenge and is 
essential to achieving outcomes in a disadvantaged population.   
 
Rationale:  Decreasing readmissions is a national priority from both a cost and quality perspective.  The ability to be successful in a post fee 
for service environment is dependent upon major strategies such as this that provide the best care for the patient and reduce unneeded 
readmissions.  Project RED is addressing both of those arenas.  Specifically, we expect that Project RED will improve (1) assessment of post-
discharge needs; (2) patient/caregiver teaching/learning; (3) communication at discharge; and (4) contact post discharge. These efforts are 
particularly important when serving the predominantly low-income population served at BMC.  Many of our patients do not speak English and 
have limited support services within the home to help them comply with post discharge planning.  In addition, by ensuring that patients receive 
adequate information upon discharge and the required support post-discharge, quality of patient care and the overall patient experience will be 
enhanced. 
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Expected Results:  BMC will implement the retooled Project RED in Year 1 with 500 adult BMC patients, ages 18 – 65, who are admitted for 
medical care (non-surgical and non-maternity) and are MassHealth or Commonwealth Care members of the BMC HealthNet Plan (BMCHP).  
Using the experience of the BMCHP patients in the first Year, BMC will expand Project RED by 60% to serve 800 patients in Year 2 by 
including hospitalized medical adult patients in BMCs Family Medicine medical floor.  In Year 3, Project RED usage will expand again by 
20%, bringing the total number of patients receiving re-engineered discharge to 996, by applying it to additional Family Medicine patients.  
Building upon experiences with the BMCHP and Family Medicine patients, BMC will also develop a hospital-wide plan to reduce avoidable 
readmissions for all of its patients and all payers.  To further evaluate other parameters that potential could be influenced by this project, we 
will track and report on the post-30, 60 and 90 day emergency room (ER) visit for patient discharged through Project RED in years 2 and 3.  
Data related to readmissions for BMCHP adult medical patients will be based on claims data.  Due to the three month lag nature of claims data 
and the required 30 day lag for readmission calculations, the baseline and subsequent reporting data will be for the period of July 1 through 
February 28 in each year.   
 
In order to achieve success, the program relies on cooperation and consistent collaboration between the medical team, floor staff and the 
designated Discharge Nurse Educators (DNE’s).  DNE’s will be onsite at BMC five days a week and in touch with physicians on a daily basis. 
The DNE’s will begin discharge preparation with the patient and the medical team within twenty-four hours of admission and provide daily 
education through discharge. The DNE role include daily medication reconciliation, scheduling follow-up appointments, educating patients on 
their diagnosis and medications, providing community resources, and creating a written, personalized discharge plan. 
 
This written discharge plan, an organized and reliable resource for patients is known as an After Hospital Care Plan, or AHCP.  It is a bound 
calendar and is personalized for each patient. It can be adjusted for the patient’s literacy level using pictures and words.  Patients are 
encouraged to bring this book to each medical appointment after discharge.  This key component of Project RED is presented to patients at 
discharge and provides: 

• Scheduled follow up appointments with input from patients regarding times and dates that work best for them. The appointments are 
already made and confirmed with their PCP/Medical Home Provider.  

• Discussion with the patient about  the reason and importance of keeping all follow-up appointments for physicians, testing and other 
services 

• Confirmation of the medication plan and medication instructions 
• A review of appropriate steps for what to do it a problem exists include key telephone numbers to call: 

o PCP 
o Specialist 
o Emergency contact 
o Care Manager or DNE.  

       



BMC DRAFT AND CONFIDENTIAL 
FOR POLICY DISCUSSION ONLY 6/14/12 

 

 BMC 39 

The AHCP will be faxed to the PCP and patients are asked to take it with them to follow-up appointments with all providers to ensure 
continuity of care. Patients will be called following discharge by a care manager, who will reinforce adherence to the hospital discharge plan.  
Referrals will be made for ongoing care management, behavioral health services or other needed services. 
 
The re-engineered discharge process will also assess the degree of patient’s understanding by asking them to assess the discharge plan in their 
own words.  Through that assessment, BMC will be able to identify which patients require removal of language and literacy barriers by 
utilizing professional interpreters and which patients may require contacting family members to share in the care-giving responsibilities. 
Pharmacy staff is available to discuss complex medication issues.  
 
How the Project Can Refine Innovations, Test and Disseminate Findings:  The implementation of BMC’s Project RED program with a 
focus on the safety net patients within BMC will allow us to assess the impact that this culturally sensitive, patient-focused program can have in 
reducing avoidable readmissions.  This goal is one that will improve patient care as well as allow the health care delivery system to operate 
more effectively and, ultimately, at a lower cost.   This project is ideally suited for dissemination across the large segment of safety net 
providers. 
 
Relation to other Projects:  Project RED is an integral part of BMCs efforts to contain costs and enable it to move to an alternative payment 
system. The Discharge Nurse Educators bridge the gaps between the hospital staff and the Patient Centered Medical Home to make sure the 
patient is returned to the medical home for follow-up and the primary care clinician has the AHCP and discharge note in a timely fashion so 
that continuity of care is assured. Patients who get timely visits with their primary care physician after discharge are less likely to be readmitted 
within 30 days of discharge. When these processes can be better embedded into the workflow of the floor staff, it will be transformational in 
bridging the inpatient and outpatient care of the patient and improving transitional care for every patient at BMC.  It is tied to our strategic plan 
to move toward an at-risk, global payment model under an Accountable Care Organization and also tied to our patient-focused efforts such as 
the movement to Patient Centered Medical Homes.   
 
As indicated earlier in the document, the BMC Project RED DSTI effort does not receiving federal funding from HHS.  As described in detail 
above, this project is a significant effort to translate the research pilot that has received NIH and AHRQ funding in the past, into day to day 
hospital practice.   
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Project 2.3 – Re-engineered Discharge Process (Project RED) to Avoid Readmissions (Master Plan Project 2.4) 
SFY 2012  SFY 2013 SFY 2014 
2.3.1 Milestone: 
Develop and staff Project RED for 
implementation with BMCHP adult 
medical patients hospitalized at BMC. 
2.3.1 Metric(s):  
(1)  (MP-P 1) Project RED staffing plan 
(2)  (MP-P 1) RED program description 
(3)  (MP-P 1) Project RED patient 
criteria 
2.3.1 Data source: 
CMS Readmissions criteria 
BMCHP 
 
2.3.2 Milestone: 
Implement Re-engineered Discharge 
(RED) for 500 adult BMCHP members 
hospitalized at BMC annually. 
2.3.2 Metric(s): 
(4)  (MP-P 2) Copy of BMCHP/BMC 
Implementation Plan 
(5)  (MP-P 2) Copy of Report on # of 
patients participating in RED 
2.3.2 Data Source: 
BMCHP and BMC Records 
 
 

2.3.1 Milestone: 
Design process to streamline and implement 
RED at BMC Family Medicine unit for adult 
medical patients across all payors.  Redesign 
staffing component to reduce number of RED 
dedicated FTEs and to better integrate Red into 
the daily workflow of the inpatient unit. 
2.3.1 Metric: 
(1)  (MP-P 4) Copy of RED redesigned process 
description 
(2)  (MP-P 4) Copy of Family Medicine RED 
staffing plan 
2.3.1 Data Source: 
BMC Family Medicine records 
 
2.3.2 Milestone: 
Increase Project RED implementation by 60% 
(new total 800 patients/year) by implementing 
Project RED for BMCHP/BMC medical patients 
and all BMC’s Family Medicine unit from all 
payors. 
2.3.2 Metric(s): 
(3)  (MP-I 1)Count of BMCHP/BMC patients 
receiving RED. 
(4)  (MP-I 1)Count of Family Medicine Patients 
receiving RED 
2.3.2 Data Source: 

BMC internal records 
BMCHP records 
 

2.3.1 Milestone: 
Increase Project RED implementation by 
additional 20% (new total 960 
patients/year) for BMCHP/BMC patients 
and Family Medicine Unit patients 
2.3.1 Metric(s): 
(1) (MP-I 1) Count of BMCHP/BMC 
patients receiving RED. 
(2)  (MP-I 1) Count of Family Medicine 
Patients receiving RED 
2.3.1 Data Source: 

BMC internal records 
BMCHP records 
 
 
2.3.2 Milestone: 
Using BMCHP claims data, report on 
BMCHP/BMC patient Project RED 
patients’ 30-day, all-cause readmissions 
rate compared to Year 1 and Year 2. 
2.3.2 Metric: 
(3) (MP-I 2) Copy of report comparing 
BMCHP/BMC 30-day, all-cause 
readmissions rate to Years 1 and 2. 
2.3.2 Date Source: 
BMCHP Records 
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Project 2.3 – Re-engineered Discharge Process (Project RED) to Avoid Readmissions (Master Plan Project 2.4) 
SFY 2012  SFY 2013 SFY 2014 
2.3.3 Milestone: 
Through payor claims data, track 
readmission of BMCHP members 
hospitalized at BMC who received RED 
using CMS methodology for counting all 
cause readmissions at year end. 
2.3.3 Metric:   
(6)  (MP-I 2) Copy of Report # of 
patients readmitted 
2.3.3 Data Source: 
CMS Criteria 
BMCHP/BMC data 
BMC data 
 
2.3.4 Milestone: 

Using BMCHP payer claims data, 
establish baseline data for 30-day, all-
cause readmissions rate for 
BMCHP/BMC patients receiving RED. 
2.3.4 Metric:   
(7) (MP-P 3) Copy of baseline report 
Data Source: 
BMCHP/BMC data 
BMC data 
 
 
 
 

2.3.3 Milestone: 
Using BMCHP claims data, report on 
BMCHP/BMC Project RED patient’s 30-day, all-
cause readmissions rate compared to Year 1 
baseline using CMS-defined all cause 
methodology. 
2.3.3 Metric: 
(5)  (MP-I 2) Copy of report comparing 30-day 
all-cause readmissions rate in Year 2 to baseline. 
2.3.3 Data Source: 
BMCHP/BMC data 
 
2.3.4 Milestone: 
Track 30-day, all-cause readmissions rate to 
BMC for Family Medicine patients receiving 
RED 
2.3.4 Metric: 
(6)  (MP-I 3) Copy of BMC 30-day, all-cause 
readmissions rate report for Family Medicine 
patients. 
2.3.4 Data Source: 
BMC internal records 
 
2.3.5 Milestone: 
Track and report on the post-30, 60 and 90 day 
emergency room (ER) visit for patients 
discharged through Project RED. 
2.3.5 Metric: 
(7)  (MP-I 5) Copy of tracking report. 
2.3.5 Data Source: 

BMC Internal Records 

2.3.3 Milestone: 
Track 30-day, all-cause readmissions 
rate to BMC for Family Medicine 
patients receiving RED 
2.3.3 Metric: 
(4) (MP-I 3) Copy of BMC 30-day, all-
cause readmissions rate report for 
Family Medicine patients. 
2.3.3 Data Source: 

Internal BMC Data 
 
2.3.4 Milestone: 
Based on results of Project RED demos, 
recommend hospital-wide strategy to 
reduce avoidable readmissions. 
2.3.4 Metric: 
(5)  (MP-P 6) Copy of Project RED cost 
benefit analysis 
(6)  (MP-P 6) Copy of hospital wide 
readmissions policy report 
2.3.4 Data Source: 
Internal Hospital Information 
 
2.3.5 Milestone: 
Track and report on the post-30, 60 and 
90 day emergency room (ER) visit for 
patients discharged through Project 
RED. 
2.3.5 Metric: 
(7)  (MP-I 5) Copy of tracking report. 
2.3.5 Data Source: 
BMC Internal Records 
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Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-
service payments. 
 
BMC Project 3.1:  Develop expertise in preparation for transition to a risk-bearing Accountable Care Organization 
 

(Master Plan Project 3.3: Develop Governance, Administrative, and Operational Capacities to Accept Global Payments/Alternative 
Payment)  
 

Goal: Building upon our strong integrated network of care, the ultimate goal of the Boston Medical Center (BMC)/Boston HealthNet 
(BHN) integrated delivery system (the System) is to establish an accountable care organization (ACO) to coordinate all care for 
enrolled patients, accept and manage financial risk and increase the quality of care delivered to its patients as part of our five year 
vision.  This DSTI project will allow the BMC system to lay the foundation for this effort through research on ACO requirements and 
readiness, defining the requirements necessary to undertake this transformation and putting the base structure in place toward the 
move to ultimately becoming an NCQA accredited Accountable Care Organization.   

The underlying premise of the System’s ACO model will be ensuring that our delivery system is accountable for putting the patient 
first in the provision of high quality, appropriate care at the right time, in the right setting and in a manner that is transparent to the 
patient, participating providers and payers.  By effectively implementing the strategies of this project, the BMC/BHN system believes 
it can take important steps in our readiness to improve the quality of patient care while reducing the growing cost of care delivery in 
an ACO model. 

The delivery system of the BMC/BHN ACO will initially include Boston Medical Center, 6 of the 15 affiliated community health 
centers of Boston HealthNet (BHN) and 22 BMC physician practice plans.  Together, this System serves an estimated 163,000 
primary care patients across all payers with the vast majority of patients covered by government payers.  BMC HealthNet Plan 
(BMCHP) would be a key component of the ACO development structure with its managed care expertise in financial risk 
management, care management and data collection efforts. 
 
Rationale:  The System wholeheartedly embraces the vision encompassed within the Affordable Care Act (ACA), the Governor’s 
delivery system reform legislation and Massachusetts Health Care Reform to ensure access and quality patient care delivered in the 
most cost-effective manner.  As such, our ACO project will be shaped by the State’s Payment Reform Legislation that is in 
development.  Under this project, our system will set up the structure to further clinical, financial and administrative integration that 
will allow us within the next five years to be positioned to accept global payments for our primary care patients.      
 
Expected Results:  In Year One, BMC will create and convene a steering committee of senior leadership across the hospital, the BHN 
community health centers, and BMCHP to begin the process of moving toward an NCQA accredited ACO.   Designated 
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subcommittees will be created in areas critical to the successful development of an ACO.  In Year 2, we will hire ACO expertise to 
assess our readiness in achieving ACO status and prepare a recommended work plan toward formal development of an ACO including 
options for formal organization and legal structure, risk sharing strategies among the provider partners, and other required elements.  
We will also embark on ACO education and training for Leadership.  In Year 3, BMC will begin to implement appropriate 
components of the work plan, as designed by our consultant, using the 7 components of the NCQA ACO accreditation model as a 
guideline, which will best lead BMC to becoming a high quality, risk-bearing ACO. 
 
The BMC system is using the NCQA ACO accreditation process as the defining model under which to achieve ACO status.  As part 
of our broader, five year strategy, BMC will seek to apply for NCQA accreditation as an accountable care organization.  This will 
involve years of analysis, preparatory work and training to be successful in each of the required NCQA ACO domains.  NCQA 
assesses ACOs against evidence-based criteria using measures to provide clarity to organizations about the key steps and components 
needed for successful transition.  As such they can help to identify ACOs that have the infrastructure needed to achieve the “triple 
aim” of better experience, better health and lower cost.        
 
Relation to other Projects: Taking the necessary operational steps to make an ACO viable is key to transitioning away from fee-for-
service reimbursement and preparing to accept global payment arrangements.  Yet, to succeed under a risk-bearing ACO model, we 
must also have the care processes and support systems in place to deliver quality, cost-efficient care to all of our enrollees.  As such, 
the additional projects outlined in this proposal lay the groundwork for the type of care delivery necessary to succeed under 
accountable care organizational and payment models.  In its ACO accreditation summary, NCQA notes that its program builds on, and 
incorporates, successful elements of Patient Centered Medical Homes recognizing that excellent primary care is the foundation of 
good health care.   
 
BMC’s ACO project is directly linked to each of our additional DSTI efforts.  PCMH’s are the foundation upon which ACOs are built 
while our Practice Support Center, Diabetes Rapid Referral Program, and Simulation and Education Center will ensure high quality 
and efficient care for as we develop ACO capabilities.  Finally, an effective ACO requires that our care management systems are 
designed in such a manner to reduce unnecessary readmissions, the central focus of BMC’s Project RED. 
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Project 3.1:  Develop expertise in preparation for transition to a risk-bearing Accountable Care Organization (Master Plan Project 
3.3) 
SFY 2012 SFY 2013 SFY 2014 
3.1.1 Milestone: 
Create an ACO steering committee of BMC, 
BHN CHC and BMCHP senior leadership to 
share information and begin the process for 
planning a move toward ACO.  Also, create 
subcommittees focused on Finance, Clinical, 
Quality and Information Technology. 
3.1.1 Metric(s): 
(1)  (MP-P 12) List of steering committee 
and subcommittee membership 
(2)  (MP-P 12) Copies of steering committee 
and subcommittee meeting agendas 
(3)  (MP-P 12) Documentation of attendance 
at ACO trainings/conferences 
3.1.1 Data Source:   
BMC Internal Data 
 
3.1.2 Milestone: 
Determine estimated number of primary care 
patients, by payer, at BMC and each 
participating BHN CHC site. 
3.1.2 Metric: 
(4)  (MP-P 13) Copy of primary care patient 
report 
3.1.2 Data Source:   
BMC Internal Data, CHC Data, BMCHP 
Data 
 
3.1.3 Milestone: 

3.1.1 Milestone: 
Hire a consultant to assess ACO 
development needs. 
3.1.1 Metric(s): 
(1)  (MP-P 15) Documentation of consultant 
hired 
(2)  (MP-P 15) Copy of consultant scope of 
work 
3.1.1 Data Source: 
Internal Documents 
 
3.1.2 Milestone: 
Production of an ACO development report 
by consultant and internal timeline for future 
ACO activity 
3.1.2 Metric(s): 
(3) (MP-P 18) Copy of consultant’s report to 
address BMC system’s readiness to achieve 
NCQA ACO Accreditation Standards: 

− ACO Structure and Operations 
− Access to Needed Providers 
− Patient-Centered Primary Care 
− Care Management 
− Care Coordination and Transitions 
− Patient Rights and Responsibilities 
− Performance Reporting & Quality 

Improvement 
(4) (MP-P 18) Copy of implementation 
timeline 

3.1.1 Milestone: 
Steering Committee & Board review and 
approval of appropriate components of ACO 
consultant report. 
3.1.1 Metric(s): 
(1) (MP-P 20) Copy of Steering Committee 
recommendation 
(2) (MP-P 20) Copy of Board vote 
3.1.1 Data Source: 
BMC Internal Documents 
 
3.1.2 Milestone: 
Begin implementation of approved steps to 
move toward NCQA ACO accreditation 
from consultant’s report. 
3.1.2 Metric(s): 
(3) (MP-I 4) Schedule of implementation 
(4) (MP-I 4) Documentation of 
implementation 
3.1.2 Data Source: 
BMC Internal Documents 

 
3.1.3 Milestone: 
Participation in ACO educational sessions 
(e.g. NCQA, Brooking/Dartmouth) 
3.1.3 Metric: 
(5) (MP-P 19) Documentation of attendance 
at ACO educational sessions 
3.1.3 Data Source:   
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Project 3.1:  Develop expertise in preparation for transition to a risk-bearing Accountable Care Organization (Master Plan Project 
3.3) 
SFY 2012 SFY 2013 SFY 2014 
Prepare ACO concept paper 
Metric:  
(5) (MP-P 14) Copy of ACO concept paper 
Data Source: 
BMC internal data, CHC Data 
 
 

3.1.2 Data Source: 
• BMC internal documents 
 
3.1.3 Milestone: 
Leadership participation in ACO education 
sessions and other applicable ACO 
information sessions (e.g. NCQA & 
Brookings/Dartmouth) 
3.1.3 Metric: 
(5)  (MP-P 19) Documentation of attendance 
at ACO education and informational 
sessions 
3.1.3 Data Source: 
BMC and vendor data 
 

BMC and vendor data 
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Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-
service payments. 
 
BMC Project 3.2:  Learning Collaborative 
 

(Master Plan Project 3.9: Participate in a Learning Collaborative) 
 

Goal:  Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to significantly transform the 
care experience for Massachusetts residents served by eligible safety net hospitals.  As important as individual hospital efforts will be, 
there is even greater potential value in leveraging the hospitals’ efforts for delivery system transformation through the sharing of best 
practices.  
 
Rationale:  Participation in a learning collaborative will provide a forum for eligible DSTI safety net providers to learn from other 
providers that share similar goals and to capitalize on potential synergies in their efforts.  Through this project, Boston Medical Center 
will join an existing learning collaborative – such as the Brookings-Dartmouth ACO Learning Network or another ongoing learning 
collaborative that aligns with DSTI goals – or will develop a new learning collaborative designed to support its transformation goals.  
 
Expected Results:   
A. Explore existing and/or potential new opportunities for participation in a learning collaborative whose goals align with the Triple 

Aim and DSTI transformation objectives.  
B. Select a learning collaborative in which to participate, which may consist of either: 

1. Identifying and joining an existing learning collaborative whose goals align with the Triple Aim and DSTI objectives; OR 
2. Developing a new learning collaborative structure designed to support the hospital’s delivery system transformation goals and 

to align with the Triple Aim and DSTI objectives.4 
C. In the case that a hospital elects to develop a new learning collaborative, establish and implement a new learning collaborative 

designed to support the hospital’s delivery system transformation goals under DSTI and to align with the Triple Aim and DSTI 
objectives. 

D. Participate actively in the selected or new learning collaborative. 
Report on lessons learned from participation in a learning collaborative as they relate to the hospital’s delivery system transformation 
goals under DSTI. 

                                                 
4 BMC is assessing the two options for participation in a Learning Collaborative in Year 1.  With the information gained in Year 1, we will make an informed 
decision on whether to join an existing Learning Collaborative or develop a new Learning Collaborative by August 31st of Year 2. 
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Relation to Other Projects: The learning collaborative model supports the development of a shared culture of continuous 
improvement and innovation, which will facilitate and enhance the individual hospitals’ efforts to advance the Triple Aim through 
their DSTI projects. 

 
   

Project 3.2:  Participate in a Learning Collaborative (Master Plan Project 3.9) 
SFY 2012  SFY 2013 SFY 2014 
3.2.1 Milestone:  
Explore existing and/or potential new 
opportunities for participation in 
learning collaborative. 
3.2.1 Metric:  
(1) (MP- P 1) Hospital meeting 
minutes and/or documentation of 
research findings on learning 
collaboratives. 
3.2.1 Data Source 
Internal hospital documentation 
 

3.2.1 Milestone:  
Participate actively in learning collaborative. 
3.2.1 Metric:  
 (1) (MP-P 5) Documentation of attendance at and/or 
participation in learning collaborative activities. 
3.2.1 Data Source(s): 
Internal hospital documentation and/or learning collaborative 
documents 
 
Choice of one of the following options for Project 
Element B (select a learning collaborative in which to 
participate):5 
 
Option 1 of Project Element B: 
3.2.2 Milestone:  
Select and join an existing learning collaborative (if selecting 
option 1 of Project Element B). 
3.2.2 Metric:  
(2) (MP-P 2) Documentation of hospital joining learning 
collaborative. 
3.2.2 Data Source 

3.2.1 Milestone:  
Participate actively in learning 
collaborative. 
3.2.1 Metric: 
(1) (MP-P 5) Documentation of 
attendance at and/or participation 
in learning collaborative activities. 
3.2.1 Data Sources(s): 
Internal hospital documentation 
and/or learning collaborative 
documents 
 
3.2.2 Milestone: Report on 
lessons learned from participation 
in learning collaborative as they 
relate to the hospital’s delivery 
system transformation goals under 
DSTI. 
3.2.2 Metric:  
(2) (MP-P 6) Hospital report on 
lessons learned. 

                                                 
5 BMC is assessing the two options for participation in a Learning Collaborative in Year 1.  With the information gained in Year 1, we will make an informed 
decision on whether to join an existing Learning Collaborative or develop a new Learning Collaborative by August 31st of Year 2. 
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Project 3.2:  Participate in a Learning Collaborative (Master Plan Project 3.9) 
SFY 2012  SFY 2013 SFY 2014 

Internal hospital documentation and/or learning collaborative 
documents 

OR: 
Option 2 of Project Element B: 
3.2.2 Milestone:  
Develop a new learning collaborative structure (if selecting 
option 2 of Project Element B). 
3.2.2 Metric:  
(2) (MP-P 3) Documentation of new learning collaborative 
goals, structure and membership and/or signed agreement 
with facilitator of new learning collaborative (if applicable). 
3.2.2 Data Source(s): 
Learning collaborative documents and/or agreement 

3.2.2 Data Source: 
Hospital report 
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Category 4 – Population Focused Improvements 
Pursuant to Section X of Attachment J to the Massachusetts Section 1115 Demonstration Special Terms and Conditions, the purpose 
of Category 4 is to evaluate the impact of the investments and system changes described in Categories 1, 2 and 3 through population-
focused measures. Category 4 metrics recognize that the population-focused objectives do not guarantee outcomes but result in 
learning, adaptation, and progress. As such, eligible safety net hospitals will measure and report on selected measures but will not 
have milestones associated with the achievement of specific improvements. Hospitals shall commence reporting Category 4 measures 
starting in Demonstration Year 16 (SFY 2013). 

Common Measures  
All participating safety net hospitals will develop plans to report on a core set of Category 4 measures pursuant to Table 1 of Section 
X.D of Attachment J. Hospitals shall report on 11 Common Measures in Demonstration Year 16 (SFY 2013) and report on one 
additional Common Measure in Demonstration Year 17 (SFY 2014), for a total of 12 Common Measures in Demonstration Year 17. 
Because this category involves evaluating the initiatives and system changes described in Categories 1, 2, and 3 through population-
focused objectives, the common measure set is organized around the Triple Aim: 
 
Better Care: Improve the overall quality of the US health system by making health care more patient-centered, reliable, accessible, 
and safe.  These goals, set forward by the Institute of Medicine in “Crossing the Quality Chasm,” are important domains for assessing 
the effectiveness of care improvements. In the context of the DSTI program, there is a focus on both the quality and experience of 
patient care.  
 
One area of increasing national attention has been a focus on improvement of care transitions between providers or settings of care. 
Health care transitions, such as moves in and out of hospitals to post-acute care/nursing home care, home care (with and without home 
care supports), or outpatient care have been shown to be prone to medical errors; poor care coordination, infections and incorrect 
usage of medications—leading to potentially avoidable hospital readmissions, less than optimal patient health outcomes, and added 
health care costs.   This is especially the case for complex care needs, patients with social acuity, and co-occurring health conditions.  
 
Given the importance of examining patient care transitions and their effect on patient outcomes, three Common Measures, utilizing 
patient experience of care measures from the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey 
focus on whether patients’ felt they had a good understanding of their medications and care needs post-discharge. Medication 



BMC DRAFT AND CONFIDENTIAL 
FOR POLICY DISCUSSION ONLY 6/14/12 

 

 BMC 50 

adherence and errors are a leading source of unnecessary emergency and acute care; therefore, it is an area of shared focus.6  Included 
within the HCAHPS measures is the Three-Item Care Transition Measure (CTM-3). This measure set has recently been added as a 
voluntary option to the HCAHPS survey.  
 
Better Care also includes a focus on care in Emergency Departments. Reducing the time patients remain in the emergency department 
(ED) can improve access to treatment and increase quality of care. Reducing this time potentially improves access to care specific to 
the patient condition and increases the capability to provide additional treatment. Overcrowding and heavy emergency resource demand 
have led to a number of problems, including prolonged patient waiting times, increased suffering for those who wait, rushed and unpleasant 
treatment environments, and potentially poor patient outcomes. 
 
Better Care  
Common Measures 

DY 16 
Measurement 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measurement 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.1 Care Transitions Measure Set (CTM-3) 
 
Voluntary HCAHPS questions 
 
Data Source: Hospital vendor or Hospital Compare as available 

Not applicable 
in DY16. 
Requires new 
data capture. 

Not 
applicable in 
DY16. 
Requires new 
data capture. 

07/01/12 – 
06/30/13 

7/31/14 

4.2: Patients who reported that staff "Always" explained about 
medicines before giving it to them. 
 
HCAHPS Composite (Questions 16 & 17) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.3: Patients at each hospital who reported that YES, they were given 
information about what to do during their recovery at home. 
 
HCAHPS Composite (Questions 19 & 20) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

                                                 
6 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge from the Hospital.” Ann Intern Med. (2003) 
138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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Better Care  
Common Measures 

DY 16 
Measurement 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measurement 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.4: ED Wait Time: Door to Diagnostic Evaluation by a Qualified 
Medical Personnel  
 
CMS IQR  measure (OP-20) 
 
Data Source: Hospital Compare 

01/1/2012 - 
06/30/12 

1/31/13 07/1/2012 - 
06/30/13 

1/31/14 

 
 
Better Health: Improve the health of the population by supporting proven interventions and enhancing the quality of care delivered. 
Many of today’s individual health care processes are designed to respond to the acute needs of individual patients, rather than to 
anticipate and shape patterns of care for important subgroups. Population health focuses on segmenting the population, perhaps 
according to health status, level of support from family or others, and socioeconomic status, to facilitate efficient and appropriate care 
delivery. The Category 4 common measures share a focus on examining population dynamics. Two CMS Inpatient Quality 
Reporting/Joint Commission measures report on proven immunization interventions that can improve the health of hospitalized 
populations following discharge—preventing subsequent care interventions.7 Two other ambulatory- sensitive measures examine 
acute admissions for chronic obstructive pulmonary disease (COPD) and congestive heart failure (CHF) patients—two patient 
populations of particular concern given their chronic care needs. A fifth measure looks at maternal and child health—examining the 
incidence of low-birth weight children, a leading determinant of newborn health especially important for Medicaid populations. 
 
 

                                                 
7 See Specifications Manual for National Hospital Inpatient Quality Measures for selected references on clinical effectiveness of immunizations. Available at 
http://www.qualitynet.org 
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Better Health Common Measures 
DY 16 
Measurement 
Period 

DY 16 Reporting 
Date(s) to 
EOHHS 

DY 17 
Measurement 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.5: Pneumonia Immunization 
 
CMS IQR/Joint Commission measure  
IMM-1a 8 
 
Data Source: Hospital Compare 

01/01/12 – 
06/30/12 
 

01/31/13 07/01/12 – 
06/30/13 
 

01/31/14 

4.6: Influenza Immunization (seasonal measure) 
 
CMS IQR/Joint Commission measure  
IMM-2 9 
 
Data Source: Hospital Compare 

01/01/12 - 
03/30/12 
 

01/31/13 10/01/12-03/30/13 
 

01/31/14 

4.7: Percent of discharged patients under age 75 who were 
hospitalized for Chronic Obstructive Pulmonary Disease 
(Ambulatory Sensitive-Condition Admissions Measure) 
Modified AHRQ PQI-5: denominator modified to include only 
discharged hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.8: Percent of discharged patients under age 75 who were 
hospitalized for Congestive Heart Failure (Ambulatory 
Sensitive-Condition Admissions Measure) 
Modified AHRQ PQI-8; denominator modified to include only 
discharged hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.9: Low Birth Weight Rate: number of low birth weight infants 
per 100 births10  
AHRQ PQI-9 
Data Source: Hospital records 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

                                                 
8 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a includes all inpatients.  
9 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 includes all inpatients. 
10 Hospitals without maternity services are exempted from this measure. 
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Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for individuals, families, employers, and the 
government.  Measures that provide insights both into improved opportunities for health care delivery and health care cost-
effectiveness are an area of particular focus in the Triple Aim. Many of the DSTI Category 1-3 projects include a specific focus on 
improving population health outside of the walls of the hospital (e.g. Primary Care Medical Homes, Health Information Exchanges, 
ACO development, etc.); therefore, it will be important to examine measures within the Category 4 Common Measures that look at 
hospital care indicators that are ambulatory-sensitive and that have the potential for better care coordination or care venues.  
Preventable readmissions are an area of nationwide focus, both for their cost and health implications, but also because many 
readmissions are the result of poor care hand-offs and lack of care coordination post discharge. Similarly, many pediatric asthma 
emergency department visits are potentially avoidable with concerted outpatient management and care plans; therefore, an 
ambulatory-care sensitive pediatric asthma measure, relevant to Medicaid populations, has been included.  Lastly, a measure of early 
elective delivery examines a practice of care for which the evidence-base suggests can lead to unnecessary newborn complications and 
health care costs.11 
 

Cost-Effective Care Common Measures 
DY 16 
Measurement 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measurement 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.10: Hospital 30-day, all-cause readmission rate to the index 
hospital following a hospitalization for all patients 18 and 
older (not risk adjusted) 
See CMS IQR Readmissions Measures (AMI, CHF, and 
Pneumonia) for a list of standard exclusions, including: 1) 
index admissions for patients with an in-hospital death, 2) 
patients transferred from the index facility to another acute 
care facility, and 3) patients discharged against medical 
advice.12  
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 09/30/13 01/31/14 

                                                 
11 Clark, S., Miller, D., Belfort, M., Dildy, G., Frye, D., & Meyers, J. (2009). Neonatal and maternal outcomes associated with elective delivery. [Electronic 
Version]. Am J Obstet Gynecol. 200:156.e1-156.e4. 
12 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is counted as a readmission. No admissions 
within 30 days of discharge from an index admission are considered as additional index admissions. The next eligible admission after the 30-day time period 
following an index admission will be considered another index admission. 
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Cost-Effective Care Common Measures 
DY 16 
Measurement 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measurement 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.11: Percent of Emergency Department visits for children age 
18 or less with a primary diagnosis of asthma--Ambulatory 
Sensitive-Condition  
See AHRQ PDI-14 for numerator specification. Denominator 
specification includes children ages 2 to 17 with an ED visit 
Data Source: Hospital ED billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 09/30/13 01/31/14 

4.12: Percent of patients with elective vaginal deliveries or 
elective cesarean sections at greater than or equal to 37 weeks 
and less than 39 weeks of gestation completed13  
MassHealth Maternity Measure-3 
Data Source: MassHealth Quality Exchange(MassQEX) 

07/01/11-
06/30/12 

1/31/13 07/01/12-06/30/13 1/31/14 

 

Hospital-Specific Measures 
In addition to the common measures listed in above, hospitals must select hospital-specific measures on which to report according to 
the projects they have selected in Categories 1-3. Hospitals must select for reporting in Category 4 a minimum of one measure per 
project up to a total of 15 Category 4 hospital-specific measures for projects selected in Categories 1-3. Project 3.9:  Participate in a 
Learning Collaborative will not have associated Category 4 hospital-specific measures.  Hospitals shall choose from the options listed 
in the Master DSTI Plan, which are associated with the project in Categories 1-3 to which they pertain.14  
  
 
Boston Medical Center-specific measures 
 
BMC will report on the following list of hospital specific population focused quality measures linked to each of our DSTI projects.    
 

                                                 
13 Hospitals without maternity services are exempted from this measure. 
14 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a hospital’s denominator population for a given 
measure is not sufficiently large to produce statistically valid data, then hospitals shall not be required to report the data under Category 4 measures.  
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Project 1.1 Patient Centered Medical Home.  The aim of the Patient-Centered Medical Home (PCMH) is to provide comprehensive 
primary care for patients over time.  Even though this seems a simple aim, the act of providing care in terms of treating populations 
that organizes care around patients rather than traditional point of care approach is complex.  In recognition of this complexity, BMC 
is dedicated to taking the path of certification as a PCMH through NCQA.  
 
Among the several underpinnings of both the certification and (more over) the PCMH model is sustaining and building the 
relationship between the patient and the primary care clinician.  Another important aspect is to view the care of the patient over time 
through preventive care.  Direct monitoring of the relationship between the patient and primary care clinician can be implemented 
through the utilization of overall patient satisfaction surveys and litmus for providing care over the life of the patient can be the 
utilization of population based process measures. 
 
Understanding the importance of these two underpinnings, BMC is dedicated to monitoring the relationship between the patient and 
provider by reporting the overall rating score on the Press Ganey Medical Practice Survey for two medical practices.  This patient 
experience is composite metric based on access to care, visit experience, care from the provider, personal issues, and overall 
assessment. 
 
Patient Centered Medical Home is using standardized medical practice patient experience metrics developed by Press Ganey, which 
are not NQF sponsored. 
 
Project 1.2 Practice Support Center.  The Practice Support Center project is designed to support General Internal Medicine primary 
care practice, improve patient experience, and provide support to physicians in such that the administrative burden that is routine to a 
visit is minimized.  Unlike a tradition call center approach, the center goes beyond scheduling; the aim of this center is to provide 
linkage to resources through care coordination and access to practice care assistants to manage pre and post visit requirements.  
Determination of success for this can be divided into three specific metric domains: (1) communication; (2) access; and (3) ensuring 
continuum of care by proactively looking at preventive measures that the patient needs (rather than reactively scheduling an 
appointment requested by the patient).   
 
For these domains, BMC has selected the following metric  For access, the selected metric is the percent of patients answering good or 
very good for ease of scheduling appointments. It is a standardized metric from Press Ganey but not NQF sponsored. 
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Project 2.1 Establish a Multi-Disciplinary Education and Simulation Center.  The establishment of a multi-disciplinary education and 
simulation center provides a safe control environment that trains multidisciplinary teams of individuals to provide the most efficient 
and safest care.  This is an innovative center that provides the space to implement, test, and teach best practices.   
 
Two metrics were selected for this project.  Due to the lack of many metrics that are directly influenced by the curriculum of 
simulation training, a customized metric and a standard metric were selected.  The first metric, the percent of infants delivered 
vaginally with shoulder dystocia, is a customized metric.  It was selected because it is specific to teaching and training of the obstetric 
domain.  The second metric is the failure to rescue rate (AHRQ PSI 39), a standardized metric.  This metric was selected because it 
one of the most expansive patient safety metric that has the potential to be impacted by this project. 
 
Project 2.2 Rapid Diabetes Referral and Follow-Up.  BMC has selected two measures related to this project.  One is a nationally 
accepted, standardized metric tracking the percent of patients 18 – 75 years of age with diabetes who received one or more A1c test(s) 
per year (NQF 0057).  This process measure was selected because it is a proxy for regular follow-up with outpatient Endocrinology 
for diabetes management, which is a standard of care.  The engagement of the previously mentioned multidisciplinary team and the 
Endocrinology clinic, which is encapsulated by this project, will create a system of identification and clinical handoff from ED to the 
appropriate outpatient setting.  This should lead to a shift from reactive interventions to proactive management of diabetes.  Therefore 
as these interventions increase, appropriate management (as captured by the above metric) should increase. 
 
Additionally, BMC has selected a custom outcome metric that relates to implementation of care management interventions for patients 
with chronic diseases.  Repeat ED visit rate is believed to be a proxy for this project.  As care management interventions for patients 
with chronic diseases increase, the percent of repeat ED visit rate is expected to decrease. 
 
Project 2.3 Develop or Expand Projects to re-Engineer Discharge Process (Project RED).  The focus of BMC’s Project RED DSTI 
initiative is to decrease readmission rates.  These patients are adults (18-65 years old), admitted for medical care (non-surgical and 
non-maternity) and are MassHealth or Commonwealth Care members of the BMC HealthNet Plan or a specific family medicine unit.  
To meet this end, BMC has selected one process metric specific to this population. This customized process measure is the percent of 
all BMC patients enrolled in Project RED who received a hospital after care plan at discharge.  The purpose of this measure is to 
capture data on an intervention that influences readmissions.  Appropriate dissemination and understanding of a hospital after care 
plan has the potential to decreasing readmissions by setting the stage for the next appropriate level of care. 
 
Project 3.1 Develop expertise in preparation for transition to a risk-bearing Accountable Care Organization.  Three nationally 
recognized metrics were selected because the impact of these process measures is felt through the continuum of care.  These metrics 
are within three different chronic diseases, asthma, heart failure, and diabetes.  All three are standardized measures.  In asthma, 
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management of asthma through medication impacts both the inpatient and outpatient.  This specific metric is the percentage of patients 
who were identified as having persistent asthma and who were dispensed a prescription for either an inhaled corticosteroid or 
acceptable alternative medication during the measurement year (NQF 0036).  Similarly, the heart failure metric that was selected was 
the percentage of patients aged greater than or equal to 18 years with diagnosed heart failure (HF) who also have left ventricular 
systolic dysfunction (LVSD) who were prescribed angiotensin-converting enzyme (ACE) inhibitor or angiotensin receptor blocker 
(ARB) therapy (NQMC-1976).  In diabetes, a metric related to poor diabetic control was selected.  Specifically, this metric aims to 
capture the percentage of members 18 through 75 years of age with diabetes mellitus (type 1 and type 2) whose most recent hemoglobin A1c 
(HbA1c) level is greater than 9.0% (poorly controlled) (NQMC-6217). 
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# BMC DSTI Projects (Master 
Plan Category) ID Measure 

1 1.1 Patient Centered Medical Home 
(PCMH) 

Press Ganey Medical practice satisfaction: overall rating score on 
Medical Practice Survey for two large medical 
practices 

1 1.2 Practice Support Center (Practice 
Support Center) 

Press Ganey Medical practice satisfaction: percent of patients 
answering good or very good for ease of scheduling 
appointments for GIM primary care practice. 

2 2.1 BMC Simulation & Nursing 
Center (Establish a Multi 
Disciplinary Education and 
Simulation Center) 

Customized 
Measure 

Percent of infants delivered vaginally with shoulder 
dystocia.  

2 2.1 BMC Simulation & Nursing 
Center (Establish a Multi 
Disciplinary Education and 
Simulation Center) 

AHRQ PSI 39 Failure to Rescue Rate: Deaths per 1,000 patients 
having developed specified complications of care 
during hospitalization. 
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2 2.2 Rapid Diabetes Referral and 
Follow-Up (Implement Care 
Management Interventions for 
Patients with Chronic Diseases) 

NQF 0057 Percent of patients 18-75 of age with diabetes who 
received one or more A1c test(s) per year 

2 2.2 Rapid Diabetes Referral and 
Follow-Up (Implement Care 
Management Interventions for 
Patients with Chronic Diseases) 

Customized 
Measure 

Repeat ED visit rate 

2 2.3 Project RED (Develop or Expand 
Projects to re-Engineer 
Discharge Processes) 

Customized 
Measure 

Percent of parents or caregivers of patients enrolled in 
Project RED ages 18 – 65, admitted for medical care 
(non-surgical and non-maternity) to a specific cohort, 
who receive a hospital after care plan at discharge 

3 3.1 ACO Development (Develop 
Governance, Administrative, and 
Operational Capacities to Accept 
Global Payments/Alternative 
Payments)  

NQF 0036 Percentage of patients who were identified as having 
persistent asthma and who were dispensed a 
prescription for either an inhaled corticosteroid or 
acceptable alternative medication during the 
measurement year 

3 3.1 ACO Development (Develop 
Governance, Administrative, and 
Operational Capacities to Accept 
Global Payments/Alternative 
Payments)  

NQMC-1976 Heart failure: percentage of patients aged greater than 
or equal to 18 years with diagnosed heart failure (HF) 
who also have left ventricular systolic dysfunction 
(LVSD) who were prescribed angiotensin-converting 
enzyme (ACE) inhibitor or angiotensin receptor 
blocker (ARB) therapy. 
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3 3.1 ACO Development (Develop 
Governance, Administrative, and 
Operational Capacities to Accept 
Global Payments/Alternative 
Payments)  

NQMC-6217 Comprehensive diabetes care: percentage of members 
18 through 75 years of age with diabetes mellitus 
(type 1 and type 2) whose most recent hemoglobin 
A1c (HbA1c) level is greater than 9.0% (poorly 
controlled). 
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Appendix A   
Metric Funding Allocation Table       
           
Hospital Name: Boston Medical Center   
DSTI Proportional Allotment Factor: 0.49468152866242   
           

DY 15/SFY12    DY 16/SFY13   DY 17/SFY14 
Cat 1:  Integration    Cat 1:  Integration   Cat 1:  Integration  

Annual Metric Base Value  $3,349,333  Annual Metric Base Value  $5,024,000  Annual Metric Base Value  $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor  

$1,656,853 
  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $2,485,280  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $2,485,280 

     

Project/ 
Metric 

Optional 
Adjust-
ment (%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-
ment (%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-
ment (%)  Metric Value 

Project 1.1 Patient Centered Medical Home  Project 1.1 Patient Centered Medical Home  Project 1.1 Patient Centered Medical Home 

Metric Base Value Adjusted for 
# Metrics  1.00000  

Metric Base Value Adjusted for 
# Metrics  

0.71428571428
5714  

Metric Base Value Adjusted for 
# Metrics  

0.8333333333
33333 

Metric   1 $1,656,853  Metric  1 $1,775,200  Metric 1 $2,071,067 
Metric   2 $1,656,853  Metric  2 $1,775,200  Metric 2 $2,071,067 
Metric   3 $1,656,853  Metric  3 $1,775,200  Metric 3 $2,071,067 
Metric   4 $1,656,853  Metric  4 $1,775,200  Metric 4 $2,071,067 
Metric   5 $1,656,853  Metric  5 $1,775,200  Metric 5 $2,071,067 

     Metric  6 $1,775,200  Metric 6 $2,071,067 
    Metric  7 $1,775,200     

Project Subtotal  $8,284,267  Project Subtotal  $12,426,400  Project Subtotal                  $12,426,400 
           

Project 1.2  Practice Support Center  Project 1.2 Practice Support Center  Project 1.2 Practice Support Center 
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Metric Base Value Adjusted for 
# Metrics  .62500  

Metric Base Value Adjusted for 
# Metrics  

0.83333333333
3333  

Metric Base Value Adjusted for 
# Metrics   1.00000 

Metric  1 $1,035,533  Metric  1 $ 2,071,067  Metric 1  $2,485,280 
Metric  2 $1,035,533  Metric  2 $2,071,067  Metric 2 $2,485,280 
Metric  3 $1,035,533  Metric  3 $2,071,067  Metric 3  $2,485,280 
Metric  4 $1,035,533  Metric  4 $2,071,067  Metric 4  $2,485,280 
Metric  5 $1,035,533  Metric  5 $ 2,071,067  Metric 5  $2,485,280 
Metric  6 $1,035,533  Metric  6 $2,071,067      

Metric 7 $1,035,533         

Metric 8 $1,035,533         

Project Subtotal  $8,284,267  Project Subtotal  $12,426,400  Project Subtotal                                $12,426,400 
           

CAT 2: Innovations   CAT 2: Innovations   CAT 2: Innovations  
Annual Metric Base Value 

  
$3,349,333 

 Annual Metric Base Value  $5,024,000  Annual Metric Base Value  $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $1,656,853  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $2,485,280  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $2,485,280 

Project/ 
Metric 

Optional 
Adjust-
ment (%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-
ment (%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-
ment (%)  Metric Value 

Project 2.1 BMC Simulation and Nursing 
Center  Project 2.1 Simulation and Nursing Center  Project 2.1 Simulation and Nursing Center 

Metric Base Value Adjusted for 
# Metrics  1.25000  

Metric Base Value Adjusted for 
# Metrics  

 1.6666666666
6667  

Metric Base Value Adjusted for 
# Metrics  2.50000 

Metric  1 $2,071,067  Metric 1  $4,142,133  Metric  1 $6,213,200 
Metric  2 $2,071,067  Metric 2 $4,142,133  Metric  2 $6,213,200 
Metric  3 $2,071,067  Metric 3 $4,142,133      
Metric  4 $2,071,067           
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Project Subtotal  $8,284,267  Project Subtotal  $12,426,400  Project Subtotal                              $12,426,400 
       
Project 2.2 Rapid Diabetes Referral and 
Follow-up  

Project 2.2 Rapid Diabetes Referral and 
Follow-up  

Project 2.2 Rapid Diabetes Referral and 
Follow-up 

Metric Base Value Adjusted for 
# Metrics  1.00000  

Metric Base Value Adjusted for 
# Metrics   1.25000  

Metric Base Value Adjusted for 
# Metrics  

 0.8333333333
33333 

Metric  1 $1,656,853  Metric  1  $3,106,600  Metric  1  $2,071,067 
Metric  2 $1,656,853  Metric  2  $3,106,600  Metric  2  $2,071,067 
Metric  3 $1,656,853  Metric  3  $3,106,600  Metric  3  $2,071,067 
Metric  4 $1,656,853  Metric  4  $3,106,600  Metric  4  $2,071,067 
Metric  5 $1,656,853        Metric  5  $2,071,067 

           Metric  6  $2,071,067 

Project Subtotal  $8,284,267  Project Subtotal  $12,426,400  Project Subtotal                                $12,426,400 

        

Project 2.3 Project RED  Project 2.3 Project RED   Project 2.3 Project RED  
 Metric Base Value Adjusted 
for # Metrics 

0.714285714
285714  

Metric Base Value Adjusted for 
# Metrics  

 0.7142857142
85714  

Metric Base Value Adjusted for 
# Metrics 

 0.7142857142
85714 

Metric 1 $1,183,467  Metric 1 $1,775,200  Metric 1 $1,775,200 

Metric 2 $1,183,467  Metric 2 $1,775,200  Metric 2 $1,775,200 

Metric 3 $1,183,467  Metric 3 $1,775,200  Metric 3 $1,775,200 

Metric 4 $1,183,467  Metric 4 $1,775,200  Metric 4 $1,775,200 

Metric 5 $1,183,467  Metric 5 $1,775,200  Metric 5 $1,775,200 

Metric 6 $1,183,467  Metric 6 $1,775,200  Metric 6 $1,775,200 

Metric 7 $1,183,467  Metric 7 $1,775,200  Metric 7 $1,775,200 

Project Subtotal                              $8,284,267  Project Subtotal                            $12,426,400  Project Subtotal                               $12,426,400 

     

CAT 3: Payment Reform   CAT 3: Payment Reform   CAT 3: Payment Reform  
Annual Metric Base Value $3,349,333  Annual Metric Base Value $5,024,000  Annual Metric Base Value $5,024,000 
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Metric Base Value Adjusted for 
Proportional Allotment Factor $1,656,853  

Metric Base Value Adjusted for 
Proportional Allotment Factor $2,485,280  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $2,485,280 

      

Project/ 
Metric 

Optional 
Adjust-
ment (%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-
ment (%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-
ment (%)  Metric Value 

Project 3.1: ACO Development  Project 3.1: ACO Development  Project 3.1: ACO Development 

Metric Base Value Adjusted for 
# Metrics  1.00000  

Metric Base Value Adjusted for 
# Metrics  1.00000  

Metric Base Value Adjusted for 
# Metrics  1.00000 

Metric  1 $1,656,853  Metric  1 $2,485,280  Metric  1 $2,485,280 
Metric  2 $1,656,853  Metric  2 $2,485,280  Metric  2 $2,485,280 
Metric  3 $1,656,853  Metric  3 $2,485,280  Metric  3 $2,485,280 
Metric  4 $1,656,853  Metric  4 $2,485,280  Metric  4 $2,485,280 
Metric  5 $1,656,853  Metric  5 $2,485,280  Metric  5 $2,485,280 

               

Project Subtotal  $8,248,267  Project Subtotal  $12,426,400  Project Subtotal                                $12,426,400 
          

Project 3.2: Learning Collaborative  Project 3.2: Learning Collaborative  Project 3.2: Learning Collaborative 

  Learning Collaborative Annual 
Metric Base Value  $837,333  

  Learning Collaborative 
Annual Metric Base Value  $1,256,000  

  Learning Collaborative 
Annual Metric Base Value  $1,256,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $414,213  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $621,320  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $621,320 

Metric Base Value Adjusted for 
# Metrics  5.00000  

Metric Base Value Adjusted for 
# Metrics  2.50000  

Metric Base Value Adjusted for 
# Metrics   2.50000 

 
OptionalAd
j. (%)    

OptionalAd
j. (%)    

OptionalAd
j. (%)   

Metric 1   $2,071,067  Metric  1 $1,553,300  Metric  1 $1,553,300 
     Metric  2 $1,553,300  Metric  2 $1,553,300 
              
              



BMC DRAFT AND CONFIDENTIAL 
FOR POLICY DISCUSSION ONLY 6/14/12 

 

 BMC 64 

              
              

Project Subtotal  $2,071,067  Project Subtotal  $3,106,600  Project Subtotal  $3,106,600 

             

CAT 4: Population Health   CAT 4: Population Health   CAT 4: Population Health  
Annual Metric Base Value  N/A  Annual Metric Base Value  $3,078,431   Annual Metric Base Value  $2,907,407 

Metric Base Value Adjusted for 
Proportional Allotment Factor  N/A  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $1,522,843  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $1,438,241 

Metric Base Value Adjusted for 
# Metrics  N/A  

Metric Base Value Adjusted for 
# Metrics  $1,232,778  

Metric Base Value Adjusted for 
# Metrics  $1,176,742 

# Measures Reported  N/A  # Measures Reported   21.00000  # Measures Reported   22.00000 
                 

Category 4 Subtotal  $0  Category 4 Subtotal  $25,888,333  Category 4 Subtotal  $25,888,333 

                 
Plan Approval (50% total annual allotment)                             
$51,776,667           

Annual Target Total        $103,553,333   Annual Target Total                     $103,553,333   Annual Target Total   $103,553,333 
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I. Introduction 
 

Cambridge Health Alliance (CHA) is pleased to submit this proposal for Delivery System 
Transformation Initiatives under the Massachusetts Section 1115 Medicaid Waiver Renewal.  

This opportunity holds great promise for demonstrating meaningful and measurable progress in 
transforming the safety net delivery system for Medicaid populations in preparation for the next 
phases of Massachusetts and federal health care and payment reform demonstrations.   

CHA looks forward to continued collaboration with the Commonwealth of Massachusetts 
Executive Office of Health and Human Services and the Centers for Medicare and Medicaid 
Services on this important initiative.  

A.  Background 
 

Cambridge Health Alliance is a major safety net health system, the Commonwealth’s only public 
acute hospital, and an essential part of the Massachusetts health care delivery system for 
Medicaid and other low-income vulnerable patients.   
CHA has the highest 
concentration of patient care for 
Medicaid and other low-income 
public payer populations1 among 
Massachusetts hospitals -- 3 
times greater than the statewide 
acute hospital average. CHA also 
has the largest proportion of 
patient care to the residually 
uninsured post-reform, at 13 
percent (9 percent of total 
statewide uninsured care), 4.4 
times greater than the statewide 
acute hospital average.   
CHA has played a pivotal role in the success of health reform’s coverage expansions and is a long-
term leader and partner in Massachusetts’ ongoing health reform efforts.  CHA experienced 
growing Medicaid and low-income public payer volumes under health reform and downward 
pressure on government reimbursements due to the economic environment.   

In response to the economic challenges since 2008, CHA partnered with MassHealth to 
restructure its clinical services in State Fiscal Years 2009 – 2010 to increase efficiency, consolidate 
its clinical services footprint, and preserve core services needed by its communities.  In 
collaboration with the state, CHA transitioned from 3 to 2 inpatient hospital facilities, “right-sized” 
its inpatient and outpatient mental health services, focused more on its primary service area, and 
consolidated primary care sites and clinics, while retaining the critical essential primary, 
behavioral health, and acute continuum of care.  CHA’s reconfiguration was seen not as an 

                                                 
1 Medicaid and Low-Income public payer populations include Medicaid fee-for-service, Medicaid managed care, residually 
uninsured and Commonwealth Care. 

Figure 1: CHA Medicaid, Uninsured, and 
Commonwealth Care Net Patient 
Service Revenue Payer Mix (FY11)
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endpoint but as a platform for new health care delivery and payment models that afford 
sustainability for safety net systems, services, and populations. 

1.  Community Context 
 

CHA’s primary service area of Cambridge, 
Somerville, and Boston’s metro-north 
communities of Malden, Chelsea, Revere, 
Everett, and Winthrop has a population of 
386,462 (2010 census). About 68 percent 
of CHA’s outpatients come from these 
primary service area cities and towns. 
About 32 percent of CHA’s patients come 
from areas outside of CHA’s primary 
service area, including the Greater Boston 
region and other cities.  
 

  

CHA’s primary service area is comprised of densely populated, contiguous, and diverse 
communities located adjacent to and north of Boston with a wide range of socioeconomic, 
linguistic, and cultural identities.  Many of the cities serve as gateway communities for recent 
immigrant groups with double the proportion of foreign-born residents (30.8 percent) 
compared to the rest of the state (14.5 percent) and language spoken at home other than 
English (39.2 percent) compared to the 21 percent statewide.  Overall, these communities also 
face serious economic and social challenges with nearly 15 percent of residents living below 
the federal poverty level compared to the statewide 10.5 percent, while some cities such as 
Chelsea face a 24.2 percent poverty level twice the state average (American Community 
Survey, 2010).  These socioeconomic indicators have a bearing on the health of the 
population.   

These multiple factors all contribute to health status indicators that demonstrate higher rates 
of obesity, cancer, drug abuse including overdoses, mental illness, HIV, and teen pregnancy.  
Hospitalizations for cardiovascular disease and diabetes are high compared to state rates and 
their outcomes are poor, particularly in the minority communities (MA Department of Public 
Health MassCHIP Health Status Indicators Report and the Behavior Risk Factor Survey, 
Institute for Community Health 2009). 

Figure 2: CHA Outpatients by Town 
(2011)
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2.  Population Description 
 

CHA’s patient population is 
highly diverse and 
predominantly low-income.  
CHA provides high-quality, 
culturally competent and 
linguistically appropriate care 
to a patient population of 
about 136,000 unique 
patients. 54 percent are racial 
or ethnic minorities, and 43 
percent speak a primary 
language other than English. 
About 77 percent of CHA 
patients are low-income, 
disabled, elderly, or uninsured. 

  

CHA provided nearly 163,000 interpreter encounters in 35 different languages in calendar year 
2011.  Over 25 percent of all patient care encounters require interpreter services, which is in 
addition to the services supported by CHA’s multi-lingual staff, which includes a primary care 
physician staff that is over 50 percent bilingual.     

CHA’s patient population has a high prevalence of chronic health conditions, including mental 
health and substance use disorders, as well as co-occurring chronic medical conditions (such 
as diabetes, hypertension, and chronic pulmonary disease), and social acuity such as nutrition, 
housing and income insecurity; lack of social supports; homelessness; and lower high school 
education rates resulting in lower health literacy.  These social determinants of health impact 
the burden of disease, the way that health care is accessed and its costs, and must be 
addressed in the design of responsive new delivery models for these low-income public payer 
populations.  

3.   Health System Description 
 

CHA is a major public, safety net health 
system recognized as a top 100 most 
integrated health system.2 With three 
hospital campuses, extensive primary care, 
and a largely employed medical staff, CHA 
provides high-quality integrated care to a 
diverse population and is poised for 
continued innovation and transformation. 
CHA is a key regional provider, especially for 
culturally competent primary and ambulatory 
care and behavioral health services.    

                                                 
2 CHA was in Top 100 most integrated health systems based on annual survey every year starting in 2004 through 2012. 
[Verispan (2004-2008), its successor SDI (2009-2011), and its successor IMS Health Inc. (2012)].  

Figure 3: CHA Patients (2011)
Distribution by Race
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• Three hospital campuses (two acute care facilities with secondary inpatient services and a 

major ambulatory and emergency center). CHA has 244 active inpatient beds (494 licensed), 
three 24/7 emergency rooms and a dedicated psychiatric emergency service at one campus.  
CHA provides secondary-level inpatient care services including medical, surgical, maternity, 
and psychiatric inpatient care for children, adolescents, adults and geriatrics.  CHA is a major 
mental health and substance abuse provider in the state – providing 11 percent of all 
statewide inpatient mental health care for Medicaid and uninsured patients. Behavioral health 
services represent 43 percent of CHA’s total inpatient days. CHA provides greater than 12,750 
annual discharges and 100,000 emergency room visits, the 5th busiest in Massachusetts.  Two-
thousand, eight-hundred and ninety-six full-time equivalent employees staff CHA’s inpatient 
and outpatient operations. 

• 15 hospital-licensed health centers and ambulatory centers (including 3 school-based 
health centers) with nearly 528,000 annual ambulatory care visits, of which over 98,000 
are outpatient mental health visits.  Two primary care sites have achieved the highest 
NCQA Level 3 Patient-Centered Medical Home (PCMH) recognition, three more are part of 
the Massachusetts PCMH Initiative, and another pediatric site is part of Massachusetts 
pediatric medical home collaborative.     

• Employed Physician Model: 313 full-time equivalent employed physicians of which 96 are 
primary care physicians and 67 are psychiatrists, with an integrated physician leadership 
model to accelerate transformation towards integrated, accountable care. 

• Graduate Medical Education with 109 full-time equivalent interns and residents focused 
on community medicine, including primary care, mental health, and dentistry. CHA is a 
teaching affiliate of Harvard Medical School, Harvard School of Public Health, Harvard 

 

This chart illustrates 
CHA’s public integrated 
delivery system 
components:  
 - Hospital Network,    
 - Physician 
Organization,               
 - Institute for 
Community Health, and 
Alliance Foundation 
(the fundraising arm of 
CHA).   
All are aligned toward 
health system 
transformation and 
Accountable Care and 
Patient-Centered 
Medical Home 

l  
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School of Dental Medicine, and Tufts University School of Medicine. CHA is leading 
innovation in medical education with its nationally-recognized Cambridge Integrated 
Clerkship, a new model for third year medical education emphasizing continuity of patient 
care where students follow a panel of patients longitudinally, an important movement 
toward patient-centered care models.   

• Elder Service Plan (PACE program) for dual eligible Medicare and Medicaid frail elders. 
• The Cambridge Public Health Department (CPHD) is an exemplary municipal health 

agency operated by Cambridge Health Alliance on behalf of the City. It has a mission to 
improve the quality of life of residents and workers by reducing sickness and injury; 
encouraging healthy behaviors; and fostering safe and healthy environments.  It adheres to 
the ten essential functions of public health3 with departments that include school and 
public health nursing, emergency preparedness, environmental health, and community 
health. CPHD operates an array of innovative community programs including the Men’s 
Health League which focuses on improving men’s health and reducing chronic disease 
disparities, Healthy Homes for in-home environmental asthma assessment, domestic 
violence prevention, Let’s Move campaign, and health literacy. In addition, CPHD provides 
infectious disease surveillance and an annual report to monitor the health of the 
community. 

• CHA’s Community Affairs Department is responsible for improving community health 
through the development of collaborative relationships externally with the community and 
internally with CHA services.  It provides a broad array of clinical and community health 
programs targeted for populations at risk for health care disparities. These groups include 
those who are low-income, immigrants, cultural or linguistic minorities, and/or otherwise 
at risk because of homelessness or mental illness. Programs include Healthcare for the 
Homeless, Family Planning, HIV, and the nationally recognized Volunteer Health Advisor 
Program. It also leads community health improvement work in CHA’s primary service area 
in collaboration with the local health departments and other community service provider 
agencies, collaboratively producing reports on health status indicators.  

• Institute for Community Health is a community research organization which was founded 
in 2000 by Cambridge Health Alliance, Mount Auburn Hospital, and Massachusetts General 
Hospital as a collaborative effort to improve the health of Cambridge, Somerville, and 
surrounding cities and towns. A catalyst for change, it has worked to evaluate programs 
and provide data for community health surveillance. It has developed successful 
partnerships with community coalitions including: the Kid’s Council, the Men of Color Task 
Force, the Healthy Children Task Force in Cambridge, the Somerville Cares about 
Prevention, Shape up Somerville, and the Immigrant Services Providers Health Group. 
Work focuses on topics such as obesity and overweight prevention, physical activity 
promotion, childhood mental health, youth substance abuse, women’s health, and 
community quality assurance.  

• Health Information Technology (HIT) Initiatives Supporting System Transformation:  CHA 
has leveraged its HIT investments to transform health care delivery, maximize care 
coordination, and improve overall quality, patient safety and patient experience of care.  

                                                 
3 Center for Disease Control and Prevention, “National Public Health Performance Standards Program (NPHPSP).” 
http://www.cdc.gov/nphpsp/essentialServices.html. 



Cambridge Health Alliance Delivery System Transformation Initiatives 3-Year Plan – May 11, 2012 
 

8 

Efforts include full deployment of ambulatory and emergency department electronic 
medical records consistent with meaningful use requirements; electronic prescribing 
across all ambulatory sites; implementation of a patient portal; and deployment of initial 
registries to support population and chronic disease management. 

 
4.  Strategic Vision  

 
 Over the next five years, CHA’s vision is to become a high-performing accountable care 
 organization with a Patient-Centered Medical Home model of care for all our patients 
 including our large safety net population in a way that achieves safety net system 
 sustainability.   
 

CHA’s Board of Trustees in 2009 endorsed this strategic direction for our organization and our 
patients, and it is embraced by the organization’s leadership and clinicians.  Through this 
direction and the delivery system and payment system transformation work ahead, CHA 
aspires to achieve the goals consistent with the Triple Aim:   
• Achieve and sustain top quartile quality performance 
• Significantly improve patient experience of care 
• Significantly improve population health and advance robust population health measures as 

they are further developed 
• Contain health care cost growth. 
Building on CHA’s integrated hospital and health center delivery system, and its employed 
physician model, CHA plans to further develop its continuum of care for medical and 
behavioral health by establishing intentional partnerships and formal referral and care 
coordination relationships for services including post-acute care, home-based care, 
community-based behavioral health care, and tertiary relationships. By building a strong, 
comprehensive network of providers, CHA will strive to coordinate care among a continuum of 
high-value providers while reducing out-migration of care that can be provided more cost-
effectively at the community level.  

To propel its strategic plan, CHA has made concerted efforts to obtain initial experience with 
global payment initiatives as well as the patient-centered medical home model to inform its 
ongoing work to develop organizational capabilities and the infrastructure required.  CHA 
recently dedicated two key personnel toward these efforts with an administrative officer for 
ACO Development and a physician leader of Patient-Centered Medical Home Development.  
CHA has established an ACO/PCMH Executive Workgroup with work occurring in 15 clinical 
and operational domains, such as access and referral redesign, care pathway development, 
utilization management, and workforce transformation as examples. 

 
Statement Regarding Directly Related Initiatives Funded by the U.S. Department of Health and 
Human Services 

 
Cambridge Health Alliance has proposed distinct Delivery System Transformation Initiatives 
projects to advance our work in these areas. 
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As noted in our project narratives, CHA is participating in the Massachusetts Patient-Centered 
Medical Home Initiative (MA PCMHI) and Massachusetts’ Children’s Health Insurance Program 
Reauthorization Act (CHIPRA) medical home collaboratives.  CHA’s DSTI project to expand the 
Patient-Centered Medical Home model goes substantially beyond the expectations of the MA 
PCMHI and CHIPRA collaboratives.  Further details are included in the Project 1.1:  Expand 
Patient-Centered Medical Home Model project narrative.   

In addition, CHA is participating in a Centers for Disease Control and Prevention (CDC) 
community transformation grant to facilitate community health improvement in chronic 
health conditions and to collaborate with our local Mass in Motion collaboratives.  These 
activities are distinct from and complement CHA’s DSTI Population Health project, which is 
focused on population health strategies and a tobacco use intervention.   More information is 
included in Project 3.1:   Develop Capacity to Address the Population Health of the Community 
associated with the Triple Aim and Alternative Payment Models. 

CHA will provide updates on our participation in any new HHS-funded initiatives related to our 
DSTI projects in our biannual DSTI progress reports to be submitted to the Commonwealth. 

 
B.  Executive Summary  

 
CHA, a major Massachusetts safety net health system and public hospital, has a five year vision to 
continue the transformation of our safety net health delivery system toward a high-performing 
Accountable Care Organization with a Patient-Centered Medical Home model of care for all patients 
including our highly concentrated Medicaid and low-income and underserved population.  CHA’s 
Board of Trustees in 2009 endorsed this strategic direction for our organization and our patients.  
 
CHA has a track record of innovation and significant assets on which to build, including a tradition of 
continuous patient care improvement, innovation, above-benchmark quality patient care services, 
and an integrated delivery system with an extensive primary care network and employed physicians.  
CHA has initiated pilots for a range of health care delivery redesign innovations in the recent past; yet, 
the initiatives are not reimbursed by government or commercial payers in today’s fee-for-service 
payment system.  To date, such innovations have been supported by extremely finite internal funding 
or time-limited grant support.  For example, CHA’s successful planned care program for pediatric 
asthma has reduced annual pediatric asthma admissions by 45 percent (2002 – 2009) and related 
emergency visits by 50 percent (2002 - 2011). Required investments yield a $4 return for every $1 
invested, but the care coordination work is unfunded in today’s fee-for-service system, while the cost 
savings are all attributed to payers and present opportunities for payment reform alignment.  In 
addition, same language patient navigation pilots have improved rates of colorectal screening by 50 
percent; yet, they are unfunded in the current fee-for-service system.   
 
The significant financial constraints and the downward pressure on all payer reimbursements in this 
economic environment are the reality that safety net hospital systems like CHA face as we embark 
upon delivery system transformation, preparations for payment reform, and future sustainability of 
our clinical services for our patients and communities.  CHA plans to accelerate the development and 
deployment of considerable capabilities and infrastructure required for success in new payment 
models where greater financial responsibilities and risks are transferred to the provider level.  In 
addition to the challenges of government payers and the complexities and social acuity among the 
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patient population, CHA’s services mix is dominated by services that are essential to wellness, 
including primary care, ambulatory care, behavioral health care, and secondary acute inpatient and 
emergency services, yet are lower-reimbursing services.  A goal for payment reform is recognition of 
greater reimbursement for these services and a rationalization of the payment system toward new 
models that will reward primary care services and wellness activities, such as provider-based care 
management and other services that are not reimbursed today but are essential to good health 
outcomes and cost-effective care.   
 
CHA does not provide tertiary services or highly complex diagnostic or interventional services and, 
therefore, must refer patients in need of those services to external higher cost, tertiary facilities.  As 
such, a significant volume and total medical expenditure for CHA’s primary care patient panels occurs 
outside of the CHA delivery system.  This brings into focus CHA’s need to collaborate with high value 
providers along the continuum of care going forward.  
 
CHA’s program of initiatives for the Delivery System Transformation Initiatives projects detailed in this 
document represent essential building blocks toward achieving our transformation vision and the 
Triple Aim goals of better health, better care, and better containment of health care costs.  This work 
will not be possible without new investments afforded through the Delivery System Transformation 
Initiatives funding that CHA is eligible to earn through transformation metrics we achieve. 
 
CHA’s plans to Expand the Patient-Centered Medical Home Model (Project 1.1) to six of our primary 
care sites during the Waiver demonstration period is a foundation of our efforts to develop the 
capabilities for population health and panel management under evolving alternative payment models.  
Primary care medical homes are a centerpiece of the new patient-centered care delivery and payment 
models that move clinical care management and care coordination to the point of care.   
 
Building on this PCMH platform, CHA will newly deploy a Primary Care-Based System of Complex 
Care Management for High Risk Patients (Project 2.1) as the basis of CHA’s capabilities to assume the 
clinical and financial responsibility for its primary care panels of patients as the transition to 
alternative and new global budget models is phased-in across various payers under Massachusetts 
payment reform.  Experience reveals that a subset of the highest risk patients consumes a large 
proportion of health care resources. Better coordination of care, management of chronic disease, and 
patient support will be essential to improving results for the most complex patients.  
 
Especially for Medicaid and other low-income public payer populations with a high prevalence of co-
occurring mental health and substance use concerns and chronic health conditions, the Integration of 
Primary Care and Behavioral Health (Project 1.2) is a core initiative to improve care and whole health 
for patients.  As a major provider of behavioral health care, CHA will develop and implement an 
integrated, collaborative care model for behavioral health integration at two primary care sites.   
 
CHA is also building on its formative work with the Wagner Planned Care4 5 model to initiate an 
effective multi-disciplinary team approach to Improve the Management of Diabetes (Project 2.2).  

                                                 
4 Wagner EH, Austin BT, and Von Korff M. “Organizing Care for Patients with Chronic Illness.” The Milbank Quarterly (1996) 
74(4):511-44. 
5 Wagner EH, et.al. ”A Survey of Leading Chronic Disease Management Programs: Are they Consistent with the 
Literature?” Managed Care Quarterly (1999 Summer) 7 (3):56-66. 
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CHA will initiate a proactive approach to provide enhanced primary care-based pharmacist-led 
diabetes management services and nursing-led patient education and self-management coaching to 
diabetes patients meeting criteria to improve care and clinical indicators relative to good 
management of diabetes and disease progression.   
 
CHA’s initiative to Develop Risk Stratification Capabilities toward Participation in Alternative 
Payment Models (Project 3.2)  is directly associated with CHA’s initial work to collaborate with payers 
on alternative payment arrangements, to identify the highest risk patients in those payer cohorts, and 
to utilize this information for effective management of care and ultimately the costs of care.  We are 
also working to Develop Capacity to Address the Population Health of the Community associated 
with the Triple Aim and Preparations for Alternative Payment Models (Project 3.1) through a project 
based on the Centers for Disease Control Winnable Battle on tobacco use identification and cessation 
interventions in primary care that will be a framework for CHA to develop ongoing capabilities and 
processes to assess, monitor, and eventually improve population health.  CHA is currently evaluating 
options for participating in a Learning Collaborative (Project 3.3) in alignment with the goals for the 
Delivery System Transformation Initiatives and the Triple Aim. 
 
In addition, CHA has selected  hospital-specific Category 4 Population-Focused 
Improvement measures that align with its Delivery System Transformation Initiatives for Categories 1, 
2, and 3 and overall transformation vision.  The majority of these measures are aligned with National 
Quality Forum measures, including many that have been adopted by the Massachusetts Patient-
Center Medical Home initiative.  The narrative included in the Category 4 section of this document 
provides the rationale for each of these population-focused improvement measures and their direct 
relationship to the transformation initiatives included in CHA’s plan. 
 
CHA will also report on a common set of Category 4 Population-Focused Improvement measures on 
which all participating safety net hospitals will report.  These measures are organized by the Triple 
Aim goals of better care, better health, and cost-effective care and are intended to reflect the 
transformation initiatives and system changes described in Categories 1, 2, and 3 through population-
focused objectives. 
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Executive Summary Table 
 

The table below summarizes the projects that are included in CHA’s DSTI proposal. 
 

Project Title Description Three Year Goals 

Category 1 – Further 
Development of a Fully 
Integrated Delivery System: 

  

1.1  Expand Patient-
Centered Medical Home 
Model (PCMH) 

CHA will significantly expand the 
Patient-Centered Medical Home 
(PCMH) model of care.   

CHA will prepare 6 primary care sites 
for the PCMH model of care in 
accordance with 2011 standards or 
more current standards developed by 
a nationally recognized agency such as 
the National Committee for Quality 
Assurance (NCQA).  A comprehensive 
gap assessment for medical home 
recognition will be accomplished using 
a proprietary tool from Qualis Health 
and involving primary care site 
leadership.   

CHA will develop and implement 
criteria to determine patient 
empanelment to medical home care 
teams.  

By the end of SFY 2014, CHA will have:  
– Undertaken a comprehensive gap assessment 

for 6 primary care sites for PCMH recognition 
by a nationally recognized agency (e.g. NCQA 
2011 Standards). 

– Applied for PCMH recognition by a nationally 
recognized agency (e.g. NCQA 2011 
Standards) for 6 primary care sites.  

– Achieved PCMH recognition by a nationally 
recognized agency (e.g. NCQA 2011 
Standards) for 3 primary care sites applying in 
SFY 2013.  

– A total of 6 CHA primary care sites are 
expected to have applied or achieved PCMH 
recognition by a nationally recognized agency 
(e.g. NCQA). 

– 50,000 patients will be empanelled to care 
teams in primary care. 

– Increased the number to at least 4 CHA 
primary care sites that have engaged patients 
in practice improvement activities. 

1.2  Integrate Primary Care 
and Behavioral Health 

CHA will develop and implement key 
approaches to integrate primary care 
and behavioral health. 
 
The first approach is the development 
and implementation of an integrated, 
collaborative care model to integrate 
primary care and behavioral health 
(BH) at 2 primary care sites with co-
located behavioral health services. 
 
The second element is the 
development of recommendations for 
measures to integrate into all primary 
care sites for the screening for high 
prevalence BH conditions, such as 
depression. 

By the end of SFY 2014, CHA will have: 
– Developed and implemented an integrated, 

collaborative care model that integrates 
primary care and behavioral health (BH) at 2 
primary care sites with co-located behavioral 
health services, in anticipation of future 
dissemination of this model. 

– Increased the number of elements of the 
collaborative care model it implements across 
demonstration period. 

– Trained primary care and BH staff at these 
two primary care sites on the provision of 
effective BH care in a primary care context, 
building on educational strategies learned 
from the IMPACT /DIAMOND framework. 

– Increased by 10 percent over the established 
baseline rate of depression screening for 
diabetic patients at the initial pilot site. 

– CHA will develop recommended measures of 
future integration into all primary care sites to 
screen for high prevalence BH conditions.   
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Category 2 – Improved 
Health Outcomes & 
Quality: 

Description Three Year Goals 

2.1 Implement Primary 
Care-Based System of 
Complex Care 
Management for High 
Risk Patients 

CHA will develop and implement a 
primary care-based system of complex 
care management at primary care sites 
that is highly effective in coordinating 
and managing care for high risk safety net 
patients. 

Over time, the goal of this primary care-
based system of complex care 
management for high risk populations is 
to reflect improved health outcomes and 
increased cost effectiveness for the 
populations managed by CHA primary 
care teams.   

CHA is developing a proactive-team 
based approach and the associated job 
requirements and competencies for 
members of the primary care-based care 
management team. 

By the end of SFY 2014, CHA will have: 
– Developed a framework for a primary 

care-based complex care management 
model and implemented it for high risk 
patients in 4 CHA primary care sites in SFY 
2013 and 2 additional CHA primary care 
sites in SFY 2014.   

– Developed multi-payer reports of high risk 
patients delivered to participating CHA 
primary care sites.  

– Developed and implemented EMR 
capabilities to designate enrolled patients 
in complex care management and 
integrate care plans. 

– Implemented integrated care plans for 
patients enrolled in the complex care 
management program at participating 
CHA primary care sites. 

– Increased the number of patients enrolled 
in complex care across 6 primary care sites 
over established baseline. 

2.2  Improve Management 
of Diabetes 

CHA will implement a multi-disciplinary 
and evidence-based approach to 
improve the management of patients 
with diabetes in primary care.   
CHA’s Diabetes Performance 
Improvement Team recently made 
recommendations for improvements.   
CHA is implementing recommendations 
of evidenced-based diabetes medication 
management by pharmacists and 
nursing-led patient diabetes education 
and self-management coaching in 
primary care settings. 

By the end of SFY 2014, CHA will have: 
– Based on an initial pilot of the pharmacist-

led diabetes medication management 
services and nursing-led patient education 
and self-management coaching at one 
primary care site in SFY 2012, CHA will 
have developed and implement a 
proactive, multi-disciplinary team 
approach to improve the management of 
diabetes in SFY 2013.  

– Piloted diabetes improvement approach 
across one additional (two total) primary 
care sites in SFY 2013 and one additional 
primary care site in SFY 2014 (three total). 

– Trained 100 percent of pharmacists and at 
least 90 percent of registered nurses (RN) 
providing diabetes education participating 
in pilot site initiatives. 

– Measured initial progress of diabetes 
improvement initiative via process 
improvements and clinical indicators. 

– Increased the number of diabetic patients 
with self-management goals in their 
medical record. 
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Category 3 - Ability to respond to 
statewide transformation to 
value-based purchasing and to 
accept alternatives to fee-for-
service payments: 

Description Three Year Goals 

3.1   Develop Capacity to Address 
the Population Health of the 
Community associated with 
the Triple Aim and 
Alternative Payment Models 

To develop the capacity to promote 
the Triple Aim goal of improved 
population health, CHA proposes this 
population health initiative to develop 
the capabilities and processes to 
assess, monitor, and eventually 
improve population health in the 
context of alternative or global 
payment models. 
 
Upon identifying the major 
morbidities of our total primary care 
population and its relationship to the 
population health of the communities 
in the hospital’s service area, CHA is 
embarking upon the development and 
implementation of an evidence-based 
population health intervention. 
Tobacco cessation and prevention is 
currently the targeted intervention. 
 
 
 
 
 

By the end of SFY 2014, CHA will have: 
– Developed safety net hospital capacity to 

address population health of the 
community relative to the Triple Aim.  

– Created a data tool to report on the 
hospital’s Primary Care population leading 
morbidities and social determinants of 
health. 

– Prioritized a tobacco prevention and 
cessation for intervention in collaboration 
with local public health departments and 
community partners.  

– Developed and implemented a plan for 
intervention at 3 primary care sites to 
promote progress on tobacco use 
verification and cessation. 

– Increased by 10 percent over the 
established baseline the rate of tobacco 
use verification for adult patients at the 
initial pilot site. 

– Established tobacco use verification as a 
vital sign across all CHA primary care. 

– Documented lessons learned and 
recommendations for future population 
health work associated with the Triple 
Aim. 
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Category 3 - Ability to respond to 
statewide transformation to value-
based purchasing and to accept 
alternatives to fee-for-service 
payments: 

Description Three Year Goals 

3.2 Develop Risk Stratification 
Capabilities toward 
Participation in Alternative 
Payment Models 

CHA, as a core part of its preparations 
toward accepting alternative payment 
methods and improving quality and 
coordination of patient care, will 
develop the capability to target high-
risk patients by collecting accurate 
patient data and stratifying the patient 
population by health risk indicators and 
utilization indicators to assign the high 
risk patients to care management 
interventions.   
 
The capabilities to utilize the results of 
risk stratification and predictive 
modeling are foundational to 
Accountable Care Organization models 
both in terms of financial management 
and care management.  
 
CHA is implementing this risk 
stratification initiative directly in 
alignment with alternative payment 
arrangements CHA is undertaking with 
specific payers.  CHA will implement 
this risk stratification approach across a 
minimum of 2 payer populations, 
during  SFYs 2012 - 2014. 
 
 
 
 

By the end of SFY 2014, CHA will have: 
– A better understanding of the risk and 

utilization profile of a minimum of 2 
separate payer-specific populations. 

– Developed long-term capacities in 
conjunction with payer collaborations 
to identify the payer-specific criteria for 
determining the top 3 percent highest 
risk patients. 

– Leveraged the results from two payer 
populations to assign the corresponding 
patients to primary care-based care 
management or centralized care 
management as appropriate. 

– Increased to a minimum of 2 payers 
with whom CHA is working toward 
alternative payment models, for which 
we are undertaking associated risk 
stratification and care management 
interventions. 

– Improved by 5 percentage points over 
the established baseline in the total 
proportion of top 3 percent high risk 
patients for one payer that have been 
assigned to primary care-based care 
management or centralized care 
management. 

– Reported on the total cost changes 
(estimated costs avoided) due to 
interventions for patients stratified in 
the top 3 percent. 

3.3  Participate in Learning 
Collaborative 

CHA is evaluating options for 
participating in a Learning Collaborative 
that will reinforce the DSTI goals and 
learning. 

By the end of SFY 2014, CHA will be actively 
participating in the learning collaborative 
identified and report on lessons learned. 
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Category 4 -  
Population 
Focused 
Improvements 

Measure Reporting Period 

4.1 Care Transitions Measure Set (CTM-3) Report Measure in FY14 
4.2 Patients who reported that staff "Always" explained about medicines before 

giving it to them. HCAHPS Composite (Questions 16 & 17) 
Report Measure in FY13 
and FY14 

4.3 Patients at each hospital who reported that YES, they were given information 
about what to do during their recovery at home. HCAHPS Composite 
(Questions 19 & 20) 

Report Measure in FY13 
and FY14 

4.4 ED Wait Time: Door to Diagnostic Evaluation by a Qualified Medical Personnel 
CMS IQR  measure (OP-20) 

Report Measure in FY13 
and FY14 

4.5 Pneumonia Immunization. CMS IQR/Joint Commission measure  
IMM-1a 

Report Measure in FY13 
and FY14 

4.6 Influenza Immunization (seasonal measure). CMS IQR/Joint Commission 
measureIMM-2  

Report Measure in FY13 
and FY14 

4.7 Percent of discharged patients under age 75 who were hospitalized for Chronic 
Obstructive Pulmonary Disease (Ambulatory Sensitive-Condition Admissions 
Measure). Modified AHRQ PQI-5: denominator modified to include only 
discharged hospital inpatients 

Report Measure in FY13 
and FY14 

4.8 Percent of discharged patients under age 75 who were hospitalized for 
Congestive Heart Failure (Ambulatory Sensitive-Condition Admissions 
Measure). Modified AHRQ PQI-8; denominator modified to include only 
discharged hospital inpatients 

Report Measure in FY13 
and FY14 

4.9 Low Birth Weight Rate: number of low birth weight infants per 100 births. 
AHRQ PQI-9 

Report Measure in FY13 
and FY14 

4.10 Hospital 30-day, all-cause readmission rate to the index hospital following a 
hospitalization for all patients 18 and older. See CMS IQR Readmissions 
Measures (AMI, CHF, and Pneumonia) for a list of standard exclusions, 
including: 1) index admissions for patients with an in-hospital death, 2) patients 
transferred from the index facility to another acute care facility, and 3) patients 
discharged against medical advice.  

Report Measure in FY13 
and FY14 

4.11 Percent of Emergency Department visits for children age 18 or less with a 
primary diagnosis of asthma--Ambulatory Sensitive-Condition.  
See AHRQ PDI-14 for numerator specification. Denominator specification 
includes children ages 2 to 17 with an ED visit 

Report Measure in FY13 
and FY14 

4.12 Percent of patients with elective vaginal deliveries or elective cesarean 
sections at greater than or equal to 37 weeks and less than 39 weeks of 
gestation completed. MassHealth Maternity Measure-3 

Report Measure in FY13 
and FY14 

4.13 ID: PCMHI 0033: IHI Improving Primary Care Access Measure.  Report Measure in FY13 
and FY14 

4.14 ID: Customization of Patient Continuity of Care: IHI Primary Care Team 
Member / Patient Continuity measure. 

Report Measure in FY13 
and FY14 

4.15 ID: Customized Measure on Patients Started on an Anti-Depressant Medication 
Improvement in Adults with New Episode of Depression and Started on an 
Anti-Depressant Medication. 

Report Measure in FY13 
and FY14 

4.16 ID: PCMHI 0012: Primary Care Follow-up Post-hospitalization Measure. Report Measure in FY13 
and FY14 

4.17 ID: PCMHI 0013: Primary Care Follow-up Post-Emergency Room Utilization for 
Patients with Chronic Illness. 

Report Measure in FY13 
and FY14 

4.18 ID: NQF 0575: Adult Diabetes Measure: Good Control of Blood Sugar Levels 
(HbA1c).  

Report Measure in FY13 
and FY14 

4.19 ID: NQF 0059: Adult Diabetes Measure: Poor Control of Blood Sugar Levels 
(HbA1c).  

Report Measure in FY13 
and FY14 

4.20 ID: NQF 0061: Adult Diabetes Measure: Hypertension/Blood Pressure Control.  Report Measure in FY13 
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and FY14 
4.21 ID: NQF 0055: Adult Diabetes Measure: Percent of adult patients with diabetes 

(type 1 or type 2) who had eye exam  
Report Measure in FY13 
and FY14 

4.22 ID: NQF 0062: Adult Diabetes Measure: Percent of adult patients with diabetes 
(type 1 or type 2) who had micro-albumin screening. 

Report Measure in FY13 
and FY14 

4.23 ID: NQF 0028a: Adult Tobacco Use Screening Measure. Report Measure in FY13 
and FY14 

4.24 ID: NQF 0028b: Adult Tobacco Use Cessation Intervention Measure. Report Measure in FY13 
and FY14 

4.25 ID: Customized Measure: Measure of costs avoided due to interventions 
triggered by top 3 percent high-risk stratification identification.  

Report Measure in FY13 
and FY14 

 



Cambridge Health Alliance Delivery System Transformation Initiatives 3-Year Plan – May 11, 2012 
 

  18 

II. Category 1 – Further Development of an Integrated Delivery System 

Project 1.1:  Expand Patient-Centered Medical Home Model (PCMH) 
Master Plan Project 1.1 

• Goal:  The PCMH is a foundation for the ability to accept alternative payments under payment reform.  As EOHHS has observed, 
“PCMHs can be seen as the hub of the integrated care system,”6 and “the medical home model supports fundamental changes in 
primary care service delivery and payment reforms, with the goal of improving health care quality.”7  It has also been shown as an 
effective mechanism of achieving the Triple Aim, including improvements in quality and cost-effectiveness.8 9 

In examining the needs of a safety net patient population, where the entire population is at extraordinary risk of poor Triple Aim 
outcomes and shows Medicaid utilization levels as high as 947.2 emergency department visits per 1000 persons10, CHA has made the 
ambitious decision to empanel its entire primary care patient population in its patient-centered medical home model of care over a 
five year period of time.  This is a much more substantive undertaking than simply accomplishing medical home transformation for 
patients with one or two chronic diseases.   

NCQA recognition is considered the gold standard for PCMH recognition.  NCQA Level 3 recognition is a substantial achievement and 
represents the existence of robust practice infrastructure far beyond what currently exists in routine primary care, especially in the 
safety net.  Competencies a practice must demonstrate to achieve Level 3 recognition include: access for same day appointments, 
development of team based care that is effective in panel and population management, care plans for patients with important 
conditions as well as for high risk patients, robust patient engagement in improvement activities, effective care transitions, 
substantial training of staff to support patients in self-management, care management of high risk patients, and development of HIT 
systems that can offer care team members information in an actionable way to improve population health outcomes.   

                                                 
6 Commonwealth of Massachusetts Executive Office of Health and Human Services, Office of Medicaid. “Stage Demonstration to Integrate Care for Dual Eligible 
Individuals.” Proposal to the Center for Medicare and Medicaid Innovation. (Dec 7, 2011) page 7. 
7 Commonwealth of Massachusetts Executive Office of Health and Human Services, Office of Medicaid. “Overview of PCMHI.” Massachusetts Patient Centered 
Medical Home Initiative. 2012. Available at  http://www.mass.gov/eohhs/gov/commissions-and-initiatives/healthcare-reform/pcmhi/ 
8 Cosway R et al. “Analysis of Community Care of North Carolina Cost Savings.”  Milliman, Inc. 2011. 
9 Grumbach K and Grundy P. “Outcomes of Implementing Patient Centered Medical Home Interventions: A Review of the Evidence from Prospective Evaluation 
Studies in the United States.” Patient-Centered Primary Care Collaborative. Nov 16 2010. 
10 Tang, N. et al. “Trends and Characteristics of U.S. Emergency Department Visits, 1997-2007.” JAMA. (2010) 304(6): 664-670. 
 

http://www.mass.gov/eohhs/gov/commissions-and-initiatives/healthcare-reform/pcmhi/
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We will be building on our work in the Massachusetts Patient-Centered Medical Home Initiative (MA PCMHI) and Massachusetts’ 
Children’s Health Insurance Program Reauthorization Act (CHIPRA) medical home collaboratives to substantially expand the number 
of sites that function as Level 3 medical homes in a way that achieves improved patient and population health outcomes.  However, 
our approach goes far above and beyond both expectations from the MA PCMHI initiative (which expects practices to apply for Level 
1 recognition) and CHIPRA (which has no expectations of medical home recognition).  The number of incremental NCQA gaps the 
average CHA primary care site has to close to get to Level 3 recognition is 44 out of a total of 149 NCQA factors. This requires 
substantial transformation that far outpaces the small amount of total funding received by two of our sites from MA PCMHI public 
payers.11  

Many systems, in order to achieve these goals, have chosen to only focus on a small number of patients to empanel in the medical 
home.  However, review of our safety net population suggests that while specific disease-based approaches can be useful as building 
blocks, a whole patient (with often multiple medical and social issues) and a whole population approach is more appropriate in a 
safety net patient population that has as high a prevalence of high risk conditions (such as behavioral health concerns, homelessness) 
and behaviors (substance abuse, high emergency department utilization, difficulty managing one’s own health). 

• Rationale: CHA’s approach involves whole practice redesign in the following areas: 

- development of a model of team based care for population management 
- development of population health/panel management capacity, tools, and workflows 
- effective care management 
- establishment of mechanisms of advanced access, including open access systems, expanded hours, patient portal access 
- supporting continuity of care with a primary care team that is functioning at the top of its license 
- service excellence and inclusion of consumers in the design of care 
- patient activation in managing their own health  
- connection of patients with community based resources 
- Electronic Medical Record (EMR) deployment in ways that support population health and coordination of care 

A central element of transformation is empanelment of patients to care teams capable of improving population health, managing 
chronic disease and supporting patients to improve in their own health.   During the demonstration period, 50,000 patients will be 

                                                 
11 Two CHA primary care sites are participating in the MA PCMHI and receiving modest levels of public payer support through that initiative ($36,180/year for 
FY12-FY14 + $30,000 one-time payment for FY12).  CHA has one pediatric primary care site participating in the CHIPRA initiative, which entails $13,800/year for 
FY12-FY13). 
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empanelled to care teams, and CHA’s goal is to roll out empanelment and team-based care over our entire primary care patient 
population over the next five years. 

A core element of PCMH transformation is the active engagement of consumers in the redesign of care to assure that PCMH 
transformation achieves patient-centered outcomes.  During the demonstration period, we will create a framework for patient 
engagement and actively engage patients as partners into our transformation teams at 4 primary care sites. 

Level of medical home achievement is recognized by the National Committee for Quality Assurance (NCQA), a nationally recognized 
agency, in a rigorous application process.  Two of our primary care sites have achieved NCQA level 3 recognition (the highest level) 
but with the 2008 NCQA standards.  In SFY 2013, CHA will apply for PCMH recognition by a nationally recognized agency (e.g. NCQA) 
for at least 3 additional primary care sites.  In SFY 2014, CHA will apply for PCMH recognition by a nationally recognized agency (e.g. 
NCQA) for at least one additional primary care site and reapply for NCQA recognition for the initial two sites with the new 2011 NCQA 
standards or more current standards in effect.  CHA’s five-year goal is to achieve NCQA Level 3 PCMH recognition throughout its 
primary care system.   

In order to prepare for PCMH recognition by a nationally recognized agency such as NCQA, CHA must perform a comprehensive and 
detailed gap assessment, develop a work plan involving Primary Care Site Leadership Teams, undertake extensive stakeholder 
education on the elements of PCMH, and deploy action plans to address gaps identified through the gap assessment undertaken 
against NCQA medical home recognition criteria.  

The 6 standards for 2011 NCQA PCMH recognition are:  1) Enhance Access and Continuity, 2) Identify and Manage Patient 
Populations, 3) Plan and Manage Care, 4) Provide Self-Care & Community Support, 5) Track and Coordinate Care, and 6) Measure and 
Improve Performance. Each standard is composed of between 2-7 elements and then several factors within each element.  CHA’s 
Patient-Centered Medical Home leadership in tandem with primary care site leadership teams are using a proprietary tool to 
document whether a required standard has been met and the required documentation. In the event that a factor, element, or 
standard has not yet been met, it becomes part of the work plan with assigned next steps noted in the gap assessment tool.  CHA 
plans to incorporate learning from our first 2 NCQA recognized medical home sites and the gap assessment for 3 additional primary 
care sites currently working on medical home readiness to create a system-wide plan for gap closure in key NCQA elements over the 
subsequent 2 years. 

It is our expectation to have a total of 3 primary care sites PCMH recognized by a nationally recognized agency (e.g. NCQA) by the end 
of SFY 2014 (three newly approved based on their application during SFY 2013 based on 2011 NCQA standards), with another 3 sites 
having applied or reapplied based on the 2011 or the current NCQA standards in effect during SFY 2014.  Our five year vision is to 
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transform all of CHA’s 12 primary care practices to a Patient-Centered Medical Home model of care (exclusive of its school-based 
health centers). 

• Expected Results:  At the end of 3 years, CHA will have:  

– Undertaken a comprehensive gap assessment against  PCMH recognition standards by a nationally recognized agency (e.g. NCQA) 
at 6 primary care sites;   

– Applied for PCMH recognition by a nationally recognized agency (e.g. NCQA) for 4 new primary care sites and reapplied based on 
2011 standards or those currently in effect for two CHA primary care sites (that received NCQA Level 3 recognition in 2010 and 
must recertify based on new NCQA standards in 2013);  

– A total of 6 CHA primary care sites are expected to have applied for or achieved PCMH recognition by a nationally recognized 
agency (e.g. NCQA);  

– 50,000 patients will be empanelled to care teams in their Patient-Centered Medical Home; and 
– Patients will be actively engaged as partners in practice redesign at least 4 primary care sites in alignment with the development 

of the PCMH model at primary care sites undergoing medical home transformation. 

• Relation to other Projects: This project functions in relation to 1.2 Integrate Primary Care and Behavioral Health, 2.1 Implement 
Primary Care-Based Complex Care Management, 2.2 Improvement of Patients with Chronic Disease, 3.2 Risk Stratification, and 
Category 4 Population-Focused Improvement Measures 4.13 (Access to Care:  Time to third next available appointment measure), 
and 4.14 (Patient Continuity of Care).The PCMH model of care is central to achieving the Triple Aim goals of better health, better care 
and improved cost-effectiveness and is foundational to efforts to improve the way care is managed and delivered for a primary care 
panel of patients.  Based in primary care, CHA is also building capacity through the related Project 2.1 to implement complex care 
management initiatives for high risk patients, including those identified through Project 3.2 on risk stratification.  Related initiatives in 
Project 1.2 to improve the integration of primary care and behavioral health and in Project 2.2 to improve diabetes care build on the 
evolving PCMH primary care model and multi-disciplinary teams organized to improve patient care and wellness. 
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Project 1.1:  Expand Patient-Centered Medical Home Model (PCMH) (Master Plan Project 1.1) 

SFY 2012  SFY 2013 SFY 2014 
1.1.1 Milestone 
1.  Conduct gap assessment of 3 primary care sites 
against criteria from a nationally recognized 
agency (e.g. NCQA). 

1.1.1 Metrics: 
1.1.1 (1) (MP-P 4 bullet 5) Develop and implement 
a workplan to complete gap assessment against 
NCQA medical home recognition criteria. 
1.1.1 (2) (MP-P 4 bullet 1) Documentation of a 
completed comprehensive and detailed gap 
assessment for medical home recognition based 
on 2011 NCQA criteria for 3 primary care sites. 
1.1.1 (3) (MP-P 4 bullet 3) Based on learning from 
the gap assessments in 1.1.1 above, document the 
identification of system-wide opportunities for 
PCMH readiness steps that can be taken for roll-
out across additional primary care sites.  
1.1.1 Data Sources: 
1.1.1 (1) Documentation of workplan for gap 
assessment. 
1.1.1 (2) Documentation of gap assessment. 
1.1.1 (3) Documentation of report of findings for 
system-wide applicability of gap assessment 
findings and readiness steps that can be taken.  
1.1.2 Milestone: 
Create criteria to determine patient empanelment 
to medical home care teams. 
1.1.2 Metrics: 
1.1.2 (4) (MP-P 7) Establish criteria for medical 
home assignment and empanelment. 

1.1.1 Milestones: 
1.  Identify physician champion to support 
PCMH practice transformation. 

2.  Identify primary care sites to transform into 
PCMHs through the gap assessment activities 
to be undertaken in SFY 2013. 

3.  Establish site-specific working group(s) for 
the primary care sites identified in #2 above for 
PCMH transformation. 

4. Educate stakeholders on the elements of 
PCMH, its rationale and CHA vision. 

1.1.1. Metrics: 
1.1.1 (7) (MP-P1) Identify and deploy physician 
champion to support PCMH practice 
transformation. 

1.1.1. (8) (MP-P9) Identify 3 additional primary 
care sites to enter the PCMH transformation 
process through gap assessment to be 
undertaken in SFY 2013. 

1.1.1 (9) (MP-P3, bullet 1) Document the 
creation of primary-care site specific working 
group(s) for PCMH transformation for the sites 
identified in metric 1.1.1 (8). 

1.1.1 (10) (MP-P2 bullet 1) Documentation of 
attendance at educational program(s) on the 
elements of PCMH. 

1.1.1. (11) (MP-P2 bullet 2) Documentation of 
educational materials developed and 

1.1.1 Milestones: 
1. Identify additional primary care sites to enter 
the PCMH transformation process. 

2. Establish site-specific working group(s) for 
the primary care sites identified in #1 above for 
PCMH transformation. 

3.  Educate stakeholders on the elements of 
PCMH, its rationale, and CHA vision.  

1.1.1 Metrics: 
1.1.1. (18) (MP-P9) Identify at least 2 additional 
primary care sites to enter the PCMH 
transformation process. 

1.1.1 (19) (MP-P3, bullet 1) Document the 
creation of primary-care site specific working 
group(s) for PCMH transformation for the sites 
identified in metric 1.1.1 (18). 

1.1.1 (20) (MP-P2 bullet 1) Documentation of 
attendance at educational program(s) on the 
elements of PCMH. 

1.1.1. (21) (MP-P2 bullet 2) Documentation of 
educational materials developed and 
distributed on PCMH. 

1.1.1. Data Sources: 
1.1.1. (18) Documentation of the selection of 
additional primary care sites to enter the PCMH 
transformation process. 

1.1.1 (19) Internal hospital records/ 
documentation and meeting minutes.   
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Project 1.1:  Expand Patient-Centered Medical Home Model (PCMH) (Master Plan Project 1.1) 

SFY 2012  SFY 2013 SFY 2014 
1.1.2 (5) (MP-P 8) Reports developed for panel size 
per provider/care team. 
1.1.2 Data Sources: 
1.1.2 (4) Document submission of empanelment 
criteria 
1.1.2 (5) Document submission of panel 
productivity report. 
 
1.1.3  Milestone: Patient engagement in care 
redesign 
Develop an approach and toolkit to identify and 
engage patients in practice improvement 
activities. 
 
1.1.3  Metric: 
1.1.3 (6) (MP-P 10) Document submission of 
patient engagement approach and toolkit to assist 
practices to identify and engage patients 
effectively in practice improvement activities. 
 
1.1.3  Data Source: 
1.1.3 (6) Document submission of patient 
engagement framework and toolkit.  

distributed on PCMH. 

1.1.1. Data Sources: 
1.1.1 (7) Internal hospital records. 
1.1.1 (8) Documentation of the selection of 3 
additional primary care sites to enter the PCMH 
transformation process. 
1.1.1 (9)  Internal hospital records/ 
documentation and meeting minutes.   

1.1.1 (10) Internal hospital records/ 
documentation of attendance and educational 
content. 
1.1.1 (11) Internal hospital records/ 
documentation of distribution of education 
materials. 
1.1.2 Milestones: 
1. Prioritize PCMH readiness gaps for the 3 
primary care sites with gap assessment 
completed in SFY 2012 and applying for NCQA 
recognition in SFY 2013. 
2. Apply for medical home recognition by a 
nationally recognized agency (e.g. NCQA) for  3 
CHA primary care sites undertaking the PCMH 
gap assessment in SFY 2012.  
3. Conduct gap assessment based on 2011 
NCQA criteria for  3 additional primary care 
sites identified in 1.1.1 (8) above. 
4. Close two system wide gaps identified in the 
system wide gap assessment completed in 
FY12. 

1.1.1 (20) Internal hospital records/ 
documentation of attendance and educational 
content. 

1.1.1 (21) Internal hospital records/ 
documentation of distribution of educational 
materials. 

1.1.2 Milestones: 
1.  Achieve PCMH recognition for  3 primary 
care sites from a nationally recognized agency 
(e.g. NCQA) based on those sites applying 
during SFY 2013. 
2. Prioritize PCMH readiness gaps for the 3 
primary care sites applying for NCQA 
recognition in SFY 2014. 
3.  Apply/reapply for medical home recognition 
by a nationally recognized agency (e.g. NCQA) 
for the 3 primary care sites identified for gap 
assessment in SFY 2013. 
4. Close two additional system wide gaps 
identified in the system wide gap assessment 
completed in SFY12. 

1.1.2 Metrics 
1.1.2 (22) (MP-I 4) Evidence of medical home 
recognition for 3 primary care sites that applied 
in SFY 2013.  

1.1.2 (23) (MP-P 5) Develop action plan to 
address gaps identified in the gap assessment 
for the 3 primary care sites applying for NCQA 
recognition in SFY 2014. 
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Project 1.1:  Expand Patient-Centered Medical Home Model (PCMH) (Master Plan Project 1.1) 

SFY 2012  SFY 2013 SFY 2014 
1.1.2 Metrics: 
1.1.2 (12) (MP-P 5) Develop action plan to 
address gaps identified in the gap assessment 
for the 3 primary care sites applying for NCQA 
recognition in SFY 2013. 
1.1.2 (13) (MP-I 2) Apply for medical home 
recognition for 3 CHA primary care sites 
completing gap assessment in SFY 2012. 
1.1.2 (14) (MP-P 4 bullet 1) Documentation of a 
completed gap assessment for 3 additional 
primary care sites for application or 
reapplication based on 2011 or current NCQA 
recognition standards. 
1.1.2 (15) (MP-I 9 bullet 1) Documentation that 
2 system-wide PCMH readiness gaps have been 
closed, based on those identified in SFY 2012 
metric 1.1.1 (3). 

1.1.2 Data Sources: 
1.1.2 (12) Documentation of action plan. 
1.1.2 (13) Documentation of application to 
nationally recognized agency (e.g. NCQA). 
1.1.2 (14) Completed gap assessments. 
1.1.2 (15) Documentation demonstrating the 
closure of PCMH system-wide readiness gaps. 
1.1.3 Milestone: 
Develop patient empanelment to care teams 
for 30,000 patients. 
1.1.3 Metric: 
1.1.3 (16) (MP-I 5) Submission of team 
structure and team panel size report for total of 

1.1.2 (24) (MP-I 2) Apply/reapply for medical 
home recognition for 3 additional primary care 
sites completing gap assessment in SFY 2013.  
1.1.2 (25) (MP-I 9 bullet 1) Documentation that 
2 additional system-wide PCMH readiness gaps 
have been closed, based on those identified in 
SFY 2012 metric 1.1.1 (3). 

1.1.2 Data Sources: 
1.1.2 (22) PCMH recognition confirmation 
letter from nationally recognized agency (e.g. 
NCQA) for 3 primary care sites that submitted 
applications in SFY 2013. 

1.1.2 (23) Documentation of action plan. 
1.1.2 (24) Documentation of application to 
nationally recognized agency (e.g. NCQA). 
1.1.2 (25) Documentation demonstrating the 
closure of PCMH system-wide readiness gaps. 

1.1.3 Milestone: 
Expand patient empanelment to medical home 
care teams for 50,000 patients. 
1.1.3 Metric: 
1.1.3 (26) (MP-I 5) Submission of team 
structure and team panel size report for total of 
50,000 patients. 
PCMHI 0035: Panel size for the primary care 
practice at implemented PCMH sites. 
Measure: The sum of each provider’s 
unduplicated number of patients in the 
provider panel. 
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Project 1.1:  Expand Patient-Centered Medical Home Model (PCMH) (Master Plan Project 1.1) 

SFY 2012  SFY 2013 SFY 2014 
30,000 patients. 
PCMHI 0035: Panel size for the primary care 
practice at implemented PCMH sites with 
accompanying document showing the team 
structure to support this panel of patients. 
Measure: The sum of each provider’s 
unduplicated number of patients in the 
provider panel. 
1.1.3 Data Source: 
1.1.3 (16) Document submission of care team 
structure for 30,000 patients. Hospital EMR. 
 
1.1.4 Milestone: 
Engage patients in practice improvement 
activities at least two primary care sites. 
1.1.4  Metrics:   
1.1.4 (17) (MP-I 6) Patients engaged in practice 
improvement activities at 2 primary care sites. 
1.1.4 Data Source: 
1.1.4 (17) Document submission of minutes of 
practice improvement activities including 
patients from two additional primary care sites. 

1.1.3 Data Source: 
1.1.3 (26) Document submission of care team 
structure for 50,000 patients. Hospital EMR. 

1.1.4 Milestone: 
Engage patients in practice improvement 
activities in at least 2 additional primary care 
sites. 
1.1.4 Metrics: 
1.1.4 (27) (MP-I 6) Patients engaged in practice 
improvement activities at 2 additional primary 
care sites. 
1.1.4 Data Source: 
1.1.4 (27) Document submission of minutes of 
practice improvement activities including 
patients from two additional primary care sites. 
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Project 1.2:  Integrate Primary Care and Behavioral Health  
Master Plan Project 1.2 

• Goal:  The goal of this initiative is to integrate effective management of behavioral health into primary care.    

• Rationale:   

Caring effectively for patients with behavioral health (BH) disorders is a strategic priority for Cambridge Health Alliance (CHA).  
Patients with BH issues experience two-fold to four-fold higher risk of mortality and poor health outcomes, largely due to a lack of 
preventative health services and poorly controlled co-morbid medical disease.12  Our extensive experience caring for patients with 
behavioral health conditions (BH = mental health and substance abuse disorders) has shown us that these patients often have 
complex medical and social issues such as multiple chronic health conditions, low income, housing insecurity, social isolation, and 
social dis-coordination that severely impact their health and social functioning.  Because these factors put them at high risk for poor 
health, they frequently engage the health care system, but in ways that are haphazard, episodic, often irrelevant to their underlying 
BH issues and ineffective in managing their chronic conditions.  Many patients with BH disorders do not regularly engage within the 
specialty mental health systems but do often engage in primary care settings for their medical and behavioral issues.   

Primary care teams that engage these patients are usually ill-prepared to skillfully address the underlying BH concerns in their 
treatment plans. According to a recent study released by the Robert Wood Johnson Foundation, only 33 percent of patients with BH 
conditions (24 percent of the adult population) receive adequate treatment.13 The result is that these patients are frequent users of 
high cost services with little benefit to them.  CHA data from our three safety net emergency departments14 reveals that BH 
conditions serve as the primary diagnosis for 19.6 percent of emergency department visits within the CHA system and are a significant 
contributor to over 60 percent of medical emergency room visits and hospitalizations.   Caring for this population requires a 
comprehensive, whole person approach within an integrated system prepared to care for the medical, BH, and social conditions faced 
by safety net patient populations.  Our ability to achieve the Triple Aim for low income, public payer patients depends fundamentally 
on our ability to better recognize, engage, support and coordinate care for persons with mental health and substance abuse disorders 
and to integrate this care with physical health care.   

 
CHA is in the process of developing a collaborative and integrated approach to caring for patients with BH disorders in the primary 
care setting.  Our collaborative care approach will involve a system of “Stepped Care.”  “Stepped Care” involves a methodology of 

                                                 
12 Druss, B. and Reisinger Walker, E. (2011). Mental Disorders and Medical Co-Morbidity.  Robert Wood Johnson Foundation, The Synthesis Project: Issue 21. 
13 Druss, B. and Reisinger Walker, E. (2011). Mental Disorders and Medical Co-Morbidity.  Robert Wood Johnson Foundation, The Synthesis Project: Issue 21. 
14 CHA internal data from July through October 2011. 
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assessing the complexity of the patient’s BH problem and attempting to match the level of complexity with the appropriate 
level/intensity of care.15  Simple (routine) BH issues will be handled by the PCP and the medical team, using community supports 
(Alcoholics Anonymous, family etc). More complex cases will involve consultation with a BH specialist onsite and the most complex 
cases might involve ongoing specialized BH care.  The BH social worker would provide onsite therapeutic support and facilitate 
handoff to higher levels of care where indicated. 

One effective evidence-based strategy that has been shown to improve Triple Aim outcomes in patients with depression, the most 
prevalent BH disorder, is the DIAMOND16/IMPACT17 model of care. Among the key elements of these care models:  screening for high 
prevalence mental health conditions, co-location of BH clinicians into primary care settings, collaborative meetings held by primary 
care and BH team members to discuss cases, training of primary care and BH staff on effective screening and collaborative care, the 
presence of tracking systems and registries to support effective monitoring of patients, the “Stepped Care” approach for appropriate 
level of treatment, care management for the highest risk patients with mental health and substance abuse disorders, and relapse 
prevention among others.18     
 
CHA’s goal is to apply lessons learned from the DIAMOND/IMPACT model and the “Stepped Care” approach to the management of 
subpopulations of patients with highly prevalent mental health or substance use disorders.  This represents adaptation and spread of 
an existing evidence-based innovation to a safety net patient population across multiple conditions. 
 
CHA has studied best practices and lessons from hospital systems that have implemented primary care/behavioral health integration 
such as at University of Washington, Seattle; McMaster University, Hamilton, Ontario; and the Multnomah County Health Department 
for IMPACT; and the DIAMOND Collaborative of Minnesota, among others.  Based on this, CHA will develop an integrated, 
collaborative care model for BH conditions that leverages learning and the framework from the DIAMOND/IMPACT model of 
depression management.  In addition, it will be incorporated into training for behavioral health clinicians, social workers, and primary 

                                                 
15 Institute of Medicine Report:  Committee on Crossing the Quality Chasm:  Adaptation to Mental Health and Addictive Disorders.  Improving the Quality of Health 
Care for Mental and Substance-Use Conditions.  National Academies Press, Washington, DC, 2006.   
16 Katon W, Robinson P, Von Korff M, Lin E and Bush T. “A multifaceted intervention to improve treatment of depression in primary care.” Arch Gen Psychiatry. 1996. 
17 Unützer J, Katon WJ, Williams JW, Callahan CM, Harpole L, Hunkeler EM, Hoffing M, Areán PA, Hegel MT, Schoenbaum M, Oishi SM, Langston CA. Improving 
primary care for depression in late life: the design of a multi-center randomized trial. Medical Care. 2001; 39:785-799. 
18 The Diamond Model is based on the Collaborative Care Model for depression by Wayne Katon, MD and the IMPACT Study by Jurgen Unutzer, MD as well as 
numerous other controlled trials from Institute for Clinical Systems Improvement and Minnesota Family Health Services presentation to the Institute for HealthCare 
Improvement Annual Forum, Dec 2010. 
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care teams about effective management of BH issues in primary care settings. This evidence-based model has been tested in multiple 
healthcare settings and been found to improve BH outcomes and reduce costs.19 20 21   
Using this model, CHA will co-locate mental health and addictions staff skilled in behavioral health into primary care settings, and 
employ a proactive, team approach to care manage high risk patients with a BH concern.22  In a staged process, we will implement 
four foundational elements of CHA’s collaborative care model, which includes best practices from the DIAMOND/IMPACT model, at 
one primary care site in SFY 2013 and add two additional elements in SFY 2014 to build on those foundational elements.  We will, in 
addition, initiate these same four foundational elements of this model at a second primary care site in SFY 2014.23  Potential model 
elements to implement include: training for mental health providers, training for primary care teams, co-location, at least monthly 
meetings to discuss cases together between primary care and mental health providers, care management for patients with acute 
depression, evidence of shared care/development for at least one high prevalence mental health/addictions condition, universal 
screening for depression in the practice population, registry development, more open access scheduling, care management for all 
patients with highest risk BH conditions, and improved care transitions for BH patients.  Effectiveness of the model will be assessed 
through a variety of process and outcome metrics to be determined by the planning team in SFY 2013 . 

• Expected Results: By the end of SFY 2014, CHA will: 

– Develop and implement an integrated, collaborative care model to integrate primary care and behavioral health at two primary 
care sites with co-located behavioral health services, in anticipation of spreading this model to additional sites in the future. 

– Co-locate primary care and behavioral health staff at these two primary care sites will receive training about ways to provide 
effective BH care in a primary care context, building on educational strategies learned from the IMPACT /DIAMOND framework.  
CHA’s initial experience with co-location of behavioral health providers indicates that significant organizational capabilities and 
supports must be developed in order to change and integrate the practice of both behavioral health practitioners and primary 
care staff in order to accomplish a collaborative care model.  CHA has elected a roll-out of this initiative that will allow us to 

                                                 
19 Reiss-Brennan B, Briot PX, Savitz LA, Cannon W, Stahell R. “ Cost and quality impact of Intermountain’s mental health integration program.”  J Health Management 
(2010) Mar-Apr; 55(2):97-113. 
20 Watts BV, Shiner B, Pomerantz A, Stender P, Weeks WB. “Outcomes of a quality improvement project integrating mental health into primary care.” Qual Saf 
Health Care (2007) Oct; 16(5):378-81. 
21 Veer-Tazelaar PV, Smit F, Hout H, Oppen PV, Horst H, Beekman A, Marwijk H. “Cost-effectiveness of a stepped care intervention to prevent depression and anxiety 
in late life:  a randomized trial.”  Brit J Psych (2010) 196, 319-325, doi:10.1192/bjp.bp109.069617. 
22 High risk patients are defined as patients who have a poorly controlled chronic disease (medical or BH), patients who have recent inpatient admissions and/or 
emergency department use, or have been identified by payors or risk stratification criteria as highest risk.  For this Primary Care-Behavioral Health Integration 
Initiative patients will have a BH concern. 
23 As CHA implements the integrated, collaborative care model across new pilot sites, the same four foundational elements will be implemented in the initial phase. 
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further develop the collaborative care model, the training and practice support needed to support true clinical integration, and to 
foster management of patients with multiple medical and behavioral health conditions, and to evaluate progress to inform future 
dissemination within CHA. 

– Increase by 10 percent over the established baseline rate of depression screening for diabetic patients at the initial pilot site. This 
initiative will work to overcome barriers for a multi-cultural safety net population in completing screening tools, which CHA is 
deploying in at least nine languages. 

– Develop recommendations for measures, such as screening for high prevalence behavioral health conditions, to integrate into 
future primary care processes.   

• Relation to other Projects: This project functions in relation to 1.1 Patient-Centered Medical Home deployment, 2.1 Primary Care-
Based Complex Care Management, 2.2 Improved Management of Diabetes, 3.2 Risk Stratification, and Category 4 Population-Focused 
Improvement Measure 4.15 (Depression Improvement in Adult Patients with New Episode of Depression and Anti-Depressant 
Medication).   

This project to integrate primary care and behavioral health is a key priority given CHA’s patient population and goals to promote 
overall health.  It builds on the PCMH model of care under development in primary care in Project 1.1, as this integration effort is 
based in primary care settings with co-located behavioral health services.  This project will deploy resources to screen diabetic 
patients for depression as part of effective care planning, and may inform the work in the separate Project 2.2 to improve the care of 
patients with diabetes.  It is likely that some of the high risk patients identified through Project 2.1 to implement complex care 
management initiatives for high risk patients and those identified through Project 3.2 on risk stratification may have behavioral health 
concerns that could benefit from the integrated collaborative care model envisioned in this project.   
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Project 1.2:  Integrate Primary Care and Behavioral Health (Master Plan Project 1.2) 

SFY 2012  SFY 2013 SFY 2014 
1.2.1 Milestone: 
Conduct an analysis of the 
behavioral health population at 
CHA. 

1.2.1  Metric: 
1.2.1 (1) (MP-P 1) Baseline 
analysis of behavioral health 
patient population including 
patient demographics, utilization 
of emergency room and inpatient 
services, most common sites of 
mental health care, most 
prevalent diagnoses, co-
morbidities. 

1.2.1 Data source: 
1.2.1 (1) Submission of document 
on baseline population level and 
site level analysis of our patient 
population with BH disorders. 

1.2.2  Milestone: 
Develop a model for an 
integrated, collaborative care for 
behavioral health patients at 
primary care sites with co-located 
Behavioral Health services using 
the Stepped Model and 
DIAMOND/IMPACT model as a 
framework. 

1.2.2  Metric: 
1.2.2 (2) (MP-P 2) Submission of 

1.2.1 Milestone: 
Implement at least 4 elements of the 
integrated, collaborative care model 
developed in SFY12 1.2.2 (1) at one (the 
1st) primary care site with co-located 
Behavioral Health services. 

1.2.1  Metrics: 
1.2.1 (4) (MP-I 1 bullet 1) Submission 
of documents demonstrating the # of 
primary care team members and the # 
of behavioral health team members 
trained at the 1st primary care site on 
the model developed in SFY12 1.2.2.  

1.2.1 (5) (MP-I 1 bullet 2) Submission 
of meeting dates documenting 
collaborative meetings to review 
patient cases between primary care 
and mental health staff at the 1st 
primary care site. 

1.2.1 (6) (MP-I 1 bullet 3) Scheduling 
documentation demonstrating co-
location of Behavioral Health staff at 
the 1st primary care site. 

1.2.1 (7) (MP-I 1 bullet 4) Document 
baseline rates for depression screening 
at the 1st pilot site using the following 
measure:  

percent of patients 18 years of age and 
older receiving depression screening 
through the use of PHQ-2 or other 

1.2.1 Milestone: 
Assess outcomes of the integrated, collaborative care model at the first 
primary care site with co-located Behavioral Health services based on 
activities through SFY 2013. 

1.2.1  Metric: 
1.2.1 (10) (MP-I 2) Submission of written report evaluating collaborative 
care model at 1st primary care site, based on activities through FY 2013.  
Report will include # of consultations or visits for BH conditions 
completed by co-located behavioral health clinicians. 

1.2.1  Data Source:  
1.2.1 (10) Internal records/documentation. 

1.2.2.  Milestone: 
Increase the implementation of the number of collaborative care model 
elements by 2 elements (of those developed in SFY12 1.2.2 (2) at the 1st 
pilot site initiated in SFY13 1.2.1.  

1.2.2 Metrics: 
1.2.2 (11) (MP-I 3) Submission of evidence of implementation of the 2 
additional collaborative care model elements at the 1st pilot site. 

1.2.2 Data Source:   
1.2.2 (11) Internal documents. 

1.2.3  Milestone: 
Implement at least 4 elements of the integrated, collaborative care 
model developed in SFY12 1.2.2 (2) at a 2nd primary care site with co-
located behavioral health services. 

1.2.3  Metrics: 
1.2.3 (12) (MP-I 1 bullet 1) Submission of documents demonstrating the 
# of primary care team members trained and the # of behavioral health 
team members trained at the 2nd primary care site on the model 
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Project 1.2:  Integrate Primary Care and Behavioral Health (Master Plan Project 1.2) 

SFY 2012  SFY 2013 SFY 2014 
document describing model for 
collaborative, integrated care for 
behavioral health patients at 
primary care sites with co-located 
Behavioral Health services. 

1.2.2.  Data source:  
1.2.2 (2) Internal documents 
 
1.2.3 Milestone: 
Establish baseline rates of adult 
diabetes depression screening in 
primary care at 1st pilot site.  
Measure is linked to NQF 0575. 
 percent of patients 18–75 years 
of age with diabetes (type 1 or 
type 2) who were screened for 
depression using PHQ-2 or other 
approved screening instruments 
during the measurement period 
at initial primary care pilot site.   
1.2.3 Metric: 
1.2.3 (3) (MP-P 4) Document 
baseline rates of adult diabetes 
depression screening at 1st pilot 
site: 
Numerator: count(s) of patients 
18–75 years of age with diabetes 
(type 1 or type 2) screened for 
depression using PHQ-2 or other 
approved screening instruments 
in the past 12 months.   

approved screening instruments during 
the measurement period. 

Numerator: # of patients 18 years and 
older who were screened for 
depression using PHQ-2 or other 
approved screening instruments in the 
past 12 months.    
Denominator: All patients 18 years and 
older who received an annual physical 
exam in the last 12 months at a CHA 
primary care site.   

1.2.1  Data source:  
1.2.1 (4-7) Internal documents and 
data. 

1.2.2  Milestone: 
1. Develop recommendation for 
additional measure(s) to be deployed in 
SFY 2014 at the initial primary care and 
behavioral health integration pilot site, 
such as screening for high prevalence 
conditions such as substance abuse 
disorder.  

1.2.2  Metric: 
1.2.2 (8) (MP-P 3) Submission of 
recommended measure(s) and 
metric(s) to track behavioral health 
integration in primary care at initial 
pilot site in SFY 2014. 

1.2.2  Data source:  
1.2.2 (8) Internal documents, such as 

developed in SFY12 1.2.2 (1).  

1.2.3 (13) (MP-I 1 bullet 2) Submission of meeting dates documenting 
collaborative meetings to review patient cases between primary care 
and mental health staff at the 2nd Primary care site. 

1.2.3 (14) (MP-I 1 bullet 3) Scheduling documentation demonstrating co-
location of Behavioral Health staff at the 2nd primary care site. 

1.2.3 Data source:  
1.2.3 (12 – 14) Internal documents. 

1.2.4 Milestones: 
Monitor adult depression screening at 1st pilot site and establish baseline 
rates for adult depression screening at 2nd pilot site. Implement 
additional metric for additional high prevalence condition such as 
substance abuse disorders at 1st pilot site. 
1.2.4 Metrics: 
1.2.4 (15) (MP-I 1 bullet 4)  

Report on adult depression screening at the 1st pilot site and document 
baseline rates for adult depression screening at the 2nd pilot site using 
the following measure: 

percent of patients 18 years of age and older receiving depression 
screening through the use of PHQ-2 or other approved screening 
instruments during the measurement period. 

Numerator: # of patients 18 years and older who were screened for 
depression using PHQ-2 or other approved screening instruments in 
the past 12 months.    
Denominator: All patients 18 years and older who received an 
annual physical exam in the last 12 months at the primary care site.   

Report initial metric developed in SFY13 1.2.2 for an additional high 
prevalence condition such as substance abuse disorder at the 1st pilot 
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Project 1.2:  Integrate Primary Care and Behavioral Health (Master Plan Project 1.2) 

SFY 2012  SFY 2013 SFY 2014 
Denominator: count(s) of all 
patients 18–75 years of age with 
diabetes (type 1 or type 2) who 
received an annual exam in the 
last 12 months at the primary 
care site.   
1.2.3  Data source:  
1.2.3 (3) Internal data, EMR. 
 
 
 
 

minutes from Ambulatory Performance 
Improvement meeting, Ambulatory 
Department Quality Goals, and Mental 
Health Department Quality Goals. 

1.2.3 Milestone: 
Improve rates of adult diabetes 
depression screening at 1st primary care 
pilot site.  Measure is linked to NQF 
0575. 
 percent of patients 18–75 years of age 
with diabetes (type 1 or type 2) who 
were screened for depression using 
PHQ-2 or other approved screening 
instruments during the measurement 
period at initial pilot site.   
1.2.3  Metric: 
1.2.3 (9) (MP-I 4) Document 
improvement of 5 percent over SFY 
2012 baseline rates of adult diabetes 
depression screening at 1st pilot site. 
Numerator: count(s) of patients 18–75 
years of age with diabetes (type 1 or 
type 2) screened for depression using 
PHQ-2 or other approved screening 
instruments in the past 12 months.   
Denominator: count(s) of all patients 
18–75 years of age with diabetes (type 
1 or type 2) who received an annual 
exam in the last 12 months at the 
primary care site.   

site.  

1.2.4 (15) Internal data/documentation, EMR.  

1.2.5 Milestones: 
Establish baseline rates of adult diabetes depression screening at 2nd 
primary care pilot site.  Improve rates of adult diabetes depression 
screening at 1st primary care pilot site.  Measure is linked to NQF 0575. 
 percent of patients 18–75 years of age with diabetes (type 1 or type 2) 
who were screened for depression using PHQ-2 or other approved 
screening instruments during the measurement period at the primary 
care pilot site.  

1.2.5 Metrics: 
1.2.5 (16) (MP-P 4) Document baseline rates of adult diabetes 
depression screening at 2nd pilot site: 
Numerator: count(s) of patients 18–75 years of age with diabetes (type 
1 or type 2) screened for depression using PHQ-2 or other approved 
screening instruments in the past 12 months.   
Denominator: count(s) of all patients 18–75 years of age with diabetes 
(type 1 or type 2) who received an annual exam in the last 12 months at 
the primary care site.   
1.2.5 (17) (MP-I 4) Document improvement of 10 percent over SFY 2012 
baseline rates of adult diabetes depression screening at 1st pilot site. 
Numerator: count(s) of patients 18–75 years of age with diabetes (type 
1 or type 2) screened for depression using PHQ-2 or other approved 
screening instruments in the past 12 months.   
Denominator: count(s) of all patients 18–75 years of age with diabetes 
(type 1 or type 2) who received an annual exam in the last 12 months at 
the primary care site.   
1.2.5 Data source:  
1.2.5 (16-17) Internal data, EMR. 
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Project 1.2:  Integrate Primary Care and Behavioral Health (Master Plan Project 1.2) 

SFY 2012  SFY 2013 SFY 2014 
1.2.3  Data source:  
1.2.3 (9) Internal data, EMR. 
 
 
 

1.2.6  Milestone: 
Develop recommendations for measures to be used across all CHA 
primary care sites toward behavioral health integration in primary care, 
such as screening for high prevalence conditions such as depression or 
substance abuse disorder.  

1.2.6  Metric: 
1.2.6 (18) (MP-P 3) Submission of recommended measures and metrics 
to track behavioral health integration in primary care. 

1.2.6  Data source:  
1.2.6 (18) Internal documents, such as minutes from Ambulatory 
Performance Improvement meeting, Ambulatory Department Quality 
Goals, and Mental Health Department Quality Goals. 
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III. Category 2 – Health Outcomes and Quality 

Project 2.1: Implement primary care-based system of complex care management 
Master Plan Project 2.5 

• Goal:  Development of a primary care-based system of care management that is highly effective in coordinating and managing care 
for high risk safety net patients as demonstrated by improved health outcomes and reduced costs of care for the populations 
managed by CHA primary care teams.   

• Rationale:  Development of a primary care-based system of care management is a core strategy for CHA to improve health outcomes 
and reduce unnecessary costs.  A number of studies have demonstrated substantial improvements in quality and cost when care 
management has been implemented as part of medical home implementation.24 

CHA has learned a great deal about how to effectively manage care for a complex safety net patient population through its initial 
effort to introduce complex care management in collaboration with a Medicaid managed care payer and its participation in the 
Massachusetts Department of Public Health’s Care Coordination Program, both of which were time-limited or grant funded and have 
concluded or are in the process of concluding.  There is no overlap between DSTI and this complex care initiative. 

In addition to traditional activities of care management such as medication management for high risk patients, our initial experience 
has demonstrated that effective care management for a safety net population also needs to include helping patients who have 
difficulty engaging or navigating effectively with the health care system; supporting patients with mental health issues especially 
during high risk episodes, and empowering patients to engage in improving their own health.   

These patients are dynamic in their risk, depending on social factors, and difficult to engage at times, based on the status of their 
social determinants and behavioral health issues.  Safety net patients have utilization behaviors that far exceed expected patterns in 
the commercial population.  Tang et al found that in 2007 the emergency department (ED) utilization rate was 947.2 visits/1000 
patients in Medicaid compared with 188.7/1000 in the commercial and 413.3/1000 in the Medicare populations.25   Our own internal 
data reflects this trend and indicates that underlying behavioral health conditions are an important factor in safety net patient 
population utilization patterns and outcomes.  Standard risk adjustment and stratification criteria are unfortunately only partially 
predictive (about 50-67 percent predictive) for this population as they do not account fully for behavioral health issues or for social 
determinants of health.   

                                                 
24 Cosway R et al. “Analysis of Community Care of North Carolina Cost Savings.”  Milliman, Inc. 2011. 
25 Tang, N. et al. “Trends and Characteristics of U.S. Emergency Department Visits, 1997-2007.” JAMA (2010) 304(6): 664-670. 
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Without the new resources afforded through the Delivery System Transformation Initiatives funding that can be achieved through 
metrics, CHA has not had the resources to be able to create a robust system for complex care management for high risk patients, as 
these important activities are not presently funded in today’s fee-for-service system.   

Based on our assessment of risk in our patient population and in preparation for our ACO journey, we are developing a primary care 
team-based proactive approach to complex care management for high-risk members of this patient population. We have defined the 
highest risk patients for primary care-based care management as “patients who are being discharged from the hospital, patients who 
are visiting the emergency room, patients identified by payers as highest risk based on utilization and risk stratification, patients with 
a poorly controlled chronic disease (medical and behavioral).”   

CHA has begun developing proactive rather than reactive mechanisms of identifying the highest risk patients across payers, including 
the development of multi-payer reports and notification systems for emergency and inpatient visits.   As CHA acquires the required 
complex care management personnel and capabilities (which are not presently in place), we plan to phase-in the complex care 
management program which will identify high risk patients stratified based on risk and clinical criteria, and enroll patients based on 
the patient’s willingness to engage with the complex care management team.  This is aligned with the Commonwealth of 
Massachusetts’ framework for the Massachusetts Patient-Centered Medical Home Initiative (MA PCMHI).   

An important part of this work will be to develop infrastructure to rapidly identify patients who are highest risk for their health 
conditions or at a “highest risk” moment in their lives across payers.  This is particularly important because of the high rate of 
insurance churn that exists in our safety net patient population.  The development of multi-payer reports that identify patients who 
might be candidates for care management for rapid use by the care manager is an important part of the solution.  In addition, this 
allows our care managers to see activity beyond the CHA system and to rapidly identify patients who may be utilizing higher cost 
venues of care outside of the CHA system. 

Once enrolled, the complex care manager will work with the patient to identify goals and risks, address barriers including social 
determinants of health, support medication management and connection with healthcare and community resources, education 
about and navigation through the health system, as needed.  Each patient will have an individualized care plan that they have had a 
role in creating which will form the basis of their care management intervention.  Patients will be supported for up to a six month 
period of time to move forward in their goals for health as well as in their treatment goals, before being transitioned back to their 
Planned Care team for routine care management.   

How this Project Refines Innovations 

CHA is innovating in applying the model of complex care in a primary care setting to safety net populations that have recognized 
additional health risk factors associated with eligibility churn and social acuity. Several new innovations we will be trying as part of our 
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complex care management roll-out based on our early results with the integration of community health workers and patient 
navigators are: 

1) the integration of community health workers as care managers for patients with primarily social issues leading to high risk behavior 
(e.g., homelessness leading to frequent ED utilization in the winter); 

2) the integration of licensed clinical social workers on the complex care management team who are primarily responsible for 
behavioral health care management, as this both represents a high risk cohort in our patient population and predicts for substantially 
poorer health and utilization outcomes; 

3)  a proactive team-based approach to care management for CHA’s highest risk safety net population including:  

 a planned care team to provide core panel management led by the team nurse for the majority of patients in this group;  

 community health workers/patient navigators to engage patients and provide basic care coordination and connection with 
community resources (assistance with insurance, food, housing, appointments, patient activation);  

 a licensed care manager or clinician to provide the most complex case management, medication management and supportive 
management of care transitions for the highest risk medical patients; and  

 a social worker/mental health clinician assisting in the management of patients with behavioral health issues.   

It is envisioned over time that the teams will coordinate with inpatient, emergency department (ED), and post-acute care 
management systems to facilitate a seamless care transition experience for medical and behavioral health patients.  CHA has 
presented its design of care management integrating planned care management and complex care management at the Institute for 
Healthcare Improvement 13th Annual International Summit on “Improving Patient Care in the Office Practice and the Community” 
(March 18-20, 2012 in Washington, D.C.) and have historically worked with the MA PCMHI, National Association of Public Hospitals, 
and the Harvard Medical School as well as other organizations to disseminate findings. CHA plans to continue its internal and external 
engagement to disseminate findings. 

• Expected Results:  By the end of SFY 2014, CHA will: 

– Develop a framework for a primary care-based complex care management model and implement it for high risk patients in 4 CHA 
primary care sites in SFY 2013 and 2 additional CHA primary care sites in SFY 2014.   

– Develop job requirements and competencies for members of the primary care-based complex care management team. 
– Train members of the complex care management team. 
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– Develop multi-payer reports of high risk patients delivered to participating CHA primary care medical home sites.  Develop and 
implement EMR capabilities to designate high risk patients enrolled in complex care management as well as integrate care plans 
and patient action plans. 

–  As CHA deploys required complex care management personnel and capabilities, implement integrated care plans for high risk 
patients enrolled in the complex care program at the participating CHA primary care sites. 

– Increase the number of patients enrolled in complex care at 6 primary care sites over established baseline.26 

• Relation to other Projects: This project functions in relation to 1.1 Patient-Centered Medical Home, 1.2 Integrated Primary Care and 
Behavioral Health, 2.2 Improved Management of Patients with Chronic Diseases, 3.2 Risk Stratification, and Category 4 Population-
Focused Improvement Measures 4.16 (Primary Care Follow-up Post-Hospitalization Measure) and 4.17 (Primary Care Follow-up Post-
Emergency Room Utilization for Patients with Chronic Illness Measure). 

The complex care initiative builds on the PCMH model of care under development in Project 1.1.  The complex care initiative for high-
risk patients is based in primary care, with the goal of deploying new teams to manage the care for complex patients on respective 
primary care panels.  Some of the high risk patients will be identified through the risk stratification Project 3.2, while others will be 
identified by primary care teams.  As previously noted, some of the most complex patients will have behavioral health concerns and 
potentially co-occurring chronic health conditions, such as diabetes.  Therefore, we will look for synergies with those separate 
projects, including 1.2 for Integrated Primary care and Behavioral Health and 2.2 Improved Management of Diabetes. 

  

                                                 
26 The target for the number of patients enrolled in the complex care management initiative will be established in SFY13 in Metric 2.1.2 (8) after a baseline is 
established. The complex care initiative is a new initiative and baseline enrollment will be established in SFY 2013, at which time a target for increase in SFY 2014 will 
be set. 
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Project 2.1:  Implement primary care-based complex care management system (Master Plan Project 2.5) 

SFY 2012  SFY 2013 SFY 2014 
2.1.1 Milestone: 
Develop primary care-
based complex care 
management program for 
high risk patients. 

2.1.1 Metric: 
2.1.1 (1) (MP-P 1) Develop 
a multidisciplinary 
framework for a primary 
care-based complex care 
management program for 
high risk patients. 

2.1.1 Data Source: 
2.1.1 (1) Submission of 
care management 
workgroup minutes and 
recommendations. 

2.1.2 Milestone:  Develop 
multi-payer reports of high 
risk patients based on 
Massachusetts Patient-
Centered Medical Home 
Initiative (MA PCMHI) 
payer reports and deliver 
these in a timely way to 
primary care-based care 
management staff.  
2.1.2 Metric: 
2.1.2 (2) (MP-P 2) 
Submission of sample 

2.1.1 Milestone: 
Phased-in implementation of primary care-based complex care management 
program for high risk patients at 4 CHA primary care sites, as CHA deploys 
required complex care management personnel and capabilities which are not 
presently in place. Increase number of primary care sites participating in the 
complex care management program over the course of the year.   

2.1.1 Metrics: 
2.1.1 (4) (MP-I 1 bullet 1) Create a way to designate high risk patients in the 
EMR for CHA primary care sites participating in the complex care 
management initiative. 

2.1.1 (5) (MP-I 2) Increase number of primary care sites participating in the 
complex care management program for high risk patients to the 1st, 2nd, 3rd, 
and 4th CHA primary care sites. 

2.1.1 (6) (MP-I 1 bullet 2)  Enroll high risk patients into the complex care 
management program at 1st, 2nd, 3rd, and 4th CHA primary care sites as 
complex care management personnel and capabilities are deployed. 

2.1.1 (7) (MP-I 1 bullet 4) Create a report to identify the # of patients enrolled 
in the complex care management program across the participating primary 
care sites. 
2.1.1 Data Sources: 
2.1.1 (4) Submission of EMR screen shot illustrating patient identified as 
receiving complex care management. 
2.1.1 (5) Internal records documenting 1st, 2nd, 3rd, and 4th CHA primary care 
sites have developed complex care management capacity with 
documentation of patient assignments to care managers. 
2.1.1 (6-7) EMR reports. 

2.1.2 Milestone:  Establish baselines for the # of patients enrolled in the 
complex care program and the percent of those patients who have a 
documented care plan during the measurement period at the 4 CHA primary 

2.1.1 Milestone: 
Spread primary care-based complex care 
management program for high risk patients 
to 2 additional CHA primary care site as 
required complex care management 
personnel and capabilities are deployed.   

2.1.1 Metrics:   
2.1.1 (9) (MP-I 2) Increase number of primary 
care sites participating in the complex care 
management program for high risk patients 
to the 5th and 6th CHA primary care sites. 

2.1.1 (10) (MP-I 1 bullet 2)  Enroll high risk 
patients into the complex care management 
program at the 5th and 6th CHA primary care 
sites as complex care management personnel 
and capabilities are deployed.  
2.1.1 Data Sources: 

2.1.1 (9) Internal records documenting 5th 
and 6th CHA primary care sites have 
developed complex care management 
capacity with documentation of patient 
assignments to care managers. 
2.1.1 (10) EMR report. 

2.1.2 Milestone: Monitoring of care 
management plans developed for high risk 
patients enrolled in the complex care 
management program across the 6 
participating primary care sites. 
2.1.2 Metric: 
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Project 2.1:  Implement primary care-based complex care management system (Master Plan Project 2.5) 

SFY 2012  SFY 2013 SFY 2014 
multi-payer report 
delivered to participating 
primary care sites. 

2.1.2  Data Source: 
2.1.2 (2) Internal records 
that incorporate payer 
data. 

2.1.3 Milestone:  Develop 
job requirements and/or 
identify competencies for 
members of the primary 
care complex care 
management team 
(community health 
workers, RN clinical care 
managers, social workers). 

2.1.3 Metric: 
2.1.3 (3) (MP-P 3) 
Submission of revised job 
descriptions and/or 
competencies for 
community health worker, 
nurse and social worker 
with integration of care 
management 
competencies.  

2.1.3 Data Source:   
2.1.3 (3) Internal job 
descriptions. 

care sites participating in the complex care program.  
2.1.2 Metric: 
2.1.2 (8) (MP-I 1 bullet 4) Create baseline report for:  
a) the # of patients enrolled in the complex care management program and  
b) the  percent of patients in the complex care management program who 
have a documented care plan during the measurement period at 4 CHA 
primary care sites participating in the complex care program. 

Numerator: Number of patients enrolled in the complex care management 
program with care plans. 

Denominator: Number of patients enrolled in the complex care management 
program. 

And establish a target for a defined percent increase in the number of 
patients enrolled in the complex care management program in SFY 2014 
across the 6 participating primary care sites in SFY 2014. 

2.1.2 Data Source: 
2.1.2 (8) Care management report from EMR. 

 

 

2.1.2 (11) (MP-I 4)  # and percent of patients 
in the complex care management program 
that have a care plan that has been 
developed by the Care Manager with input 
from the care team during the measurement 
period.  

Numerator: Number of patients enrolled in 
the complex care management program with 
care plans. 

Denominator: Number of patients enrolled in 
the complex care management program. 

2.1.2 Data Source:   
2.1.2 (11) Care Management Report from 
EMR. 

2.1.3 Milestone:  Increase the number of 
patients enrolled in the complex care 
management program by X percent over the 
baseline established in SFY 2013 metric 2.1.2 
(8) across the 6 participating primary care 
medical home sites. (X percent increase 
determined in SFY 2013 metric 2.1.2 (8)). 

2.1.3 Metric:  
2.1.3 (12) (MP-I 3) Increase # of patients 
enrolled in the complex care management 
program across the 6 participating primary 
care medical home sites. 

2.1.3 Data Source:   
2.1.3 (12) Care management report from 
EMR. 
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Project 2.2: Improve management of patients with chronic diseases – Diabetes Improvement Initiative 
Master Plan Project 2.1 

• Goal:  Cambridge Health Alliance (CHA) has identified improved management of patients with diabetes as a priority for our safety net 
population which has a high prevalence of multiple chronic conditions.   
– Currently, Cambridge Health Alliance has over 5300 patients in the Diabetes Registry.  CHA has been nationally recognized for its 

work in improving care processes for patients with chronic disease through its adoption of the Wagner Chronic Care model27, 
implementation of registries, and formation of Planned Care teams.28  However, there remains significant opportunity for 
improvement in diabetes outcomes in our safety net patient population.   

– In 2011, CHA Ambulatory Care formed a multi-disciplinary Diabetes Performance Improvement Team (co-chaired by a primary 
care physician, endocrinologist, and quality improvement leader) with the purpose of evaluating the current state of efforts 
around diabetes care at CHA and developing recommendations for improvement, which were adopted in May 2011 by the 
Ambulatory Performance Improvement Team.  In SFY 2012, CHA Ambulatory Care leadership, building on these 
recommendations, is currently in the process of launching initial pilot work on two of these recommendations toward the 
development of a more effective, team-based multi-disciplinary approach in a primary care setting to improve the health of 
patients with diabetes through:  1) evidenced-based diabetes medication management by pharmacists and 2) improved diabetes 
education and patient self-management of their condition by nurses.  This higher level of patient care role development, including 
pharmacists and registered nurses, within the multi-disciplinary team is emblematic of CHA’s Patient-Centered Medical Home 
approach.29 30 31 

– During SFY 2012, CHA is piloting two initiatives  for improved diabetes disease management  in the primary care setting to which 
patients are referred by primary care clinicians: 

1. Pharmacist-led diabetes medication management services, which were developed in accordance with American Diabetes 
Association, Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure (JNC 7), 

                                                 
27 Wagner EH, Austin BT, and Von Korff M. “Organizing Care for Patients with Chronic Illness.” The Milbank Quarterly (1996) 74(4):511-44. and Wagner EH, et.al. ”A 
Survey of Leading Chronic Disease Management Programs: Are they Consistent with the Literature?” Managed Care Quarterly (1999 Summer) 7 (3):56-66. 
28 Bodenheimer, T, MD. “Building Teams in Primary Care:  15 Case Studies” California HealthCare Foundation. July 2007. 
29 Smith M, Bates DW, Bodenheimer T, Cleary P. “Why pharma- cists belong in the medical home.” Health Affairs (2010) 29(5):906–913. 
30 Patient-Centered Primary Care Collaborative Medication Management Task Force. “Integrating Comprehensive 
Medication Management to Optimize Patient Outcomes.” Patient-Centered Primary Care Collaborative. 2010. 
31 Giberson S, et al. “Improving Patient and Health System Outcomes through Advanced Pharmacy Practice. A Report to the 
U.S. Surgeon General.” Office of the Chief Pharmacist. U.S. Public Health Service. Dec 2011. 
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and National Cholesterol Education Program guidelines and enable pharmacists to work in collaborative practice with the 
primary care team to optimize metabolic control, prevent disease progression, prevent and manage complications and 
maximize the patient’s quality of life.  With patient specific goals established by the team and the patient, the pharmacist 
incorporates them into a plan of longitudinal education about the disease, healthy lifestyle and self-management 
techniques.  Maximizing the benefit of medication therapies while reducing unwarranted side effects is one of the 
Diabetes Medication Management Service’s areas of focus while reinforcing their other elements of care. 

2. Protocols developed in accordance with the American Diabetes Association standards for diabetes self-management 
education to allow the ambulatory registered nurse to take an active role in diabetes treatment, care management and 
patient care management, supported by pharmacists.32  Motivational interviewing and behavioral change techniques are 
incorporated into the registered nurse diabetes education training. Facilitating positive self-care behaviors directed at 
successful diabetes self management was formally adopted as a desired outcome of Diabetes Self-Management Education 
and Training in 2002.33 

- CHA will leverage the SFY 2012 pilot of the pharmacist-led diabetes medication management service and the nursing-led patient 
diabetes education and self-management coaching as the basis for assessment and development of a multi-disciplinary proactive 
team approach and plan that CHA will develop in early SFY 2013.  This multi-disciplinary team and population management 
approach will be a significant enhancement. First, it will integrate initial pilot activities being tested separately at a single primary 
care site in SFY 2012 by pharmacists and nurses and create a multi-disciplinary team approach for effective care. Second, the 
initiative will include a population management component where proactive outreach is made to diabetic patients who meet 
certain criteria.34 The pilot occurring in SFY 2012 is largely based on patients who receive a referral for enhanced diabetes services 
from their primary care team. In addition, CHA will implement proactive diabetes disease management functions as part of 
ambulatory nursing activities at the participating primary care sites, thereby expanding its role as part of the fabric of day-to-day 
care giving within primary care. CHA will implement this diabetes improvement approach at two primary care sites in SFY 2013 
and an additional third primary care site in SFY 2014.   

• Rationale:  25.8 million people in the US suffer from diabetes and 79 million more are estimated to have prediabetes.  Diabetes is the 
7th leading cause of death in the United States.  67 percent of patients with diabetes experience substantial medical illness from 
cardiovascular co-morbidities related to diabetes, including high blood pressure, high cholesterol, heart disease, and stroke.  Diabetes 

                                                 
32 Funnell, MM, ADA. “Task Force. National Standards for Diabetes Self Management Education” Diabetes Care (Jan 2011). Vol 35 S.  
33 “AADE Guidelines for the Practice of Diabetes Self-management Education.” American Association of Diabetes Educators, Chicago Illinois. 2009 Revised Nov 2010. 
34 The criteria for the proactive multi-disciplinary outreach to diabetic patients will be defined in SFY 2013 metric 2.2.2 (8).  
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costs the US over $174 billion in direct and indirect costs.35 The total cost of diabetes for people in Massachusetts in 2006 was 
estimated at $4,321,000,000. This estimate includes excess medical costs of $3,028,000,000 attributed to diabetes, and lost 
productivity valued at $1,293,000,000.36   

 Diabetes management is challenging because of the complexity of the condition and its associated co-morbidities. Many patients with 
diabetes have additional risk factors such as high blood pressure, high cholesterol in addition to blood glucose levels which can lead 
to vascular and other complications.  Poor control of risk factors can be relative to a number of root causes including lack of patient 
adherence to prescribed medication and self management of their condition as well as gaps in care coordination and 
pharmacotherapy.37  Diabetes is the leading cause of kidney failure and limb amputations in the United States. The economic 
consequences are significant as well, as the cost of providing health care for those with diabetes is 2.3 times higher than those 
without diabetes.38  

How this Project Refines Innovations 

CHA provides care to a complex, diverse and often high risk patient population.  Recent reports39 suggest that patient populations 
such as ours are at greater risk of medication errors, adverse drug events, and sub-optimal chronic disease management outcomes.  
Building on its successful pharmacotherapy clinics for anticoagulation management, CHA plans to partner clinical pharmacists with 
existing primary care patient care teams to enhance diabetes medication management services.  Two years ago, the American Society 
of Health-System Pharmacists initiated the Pharmacy Practice Model Initiative (PPMI)40 to significantly advance the health and well 
being of patients by developing and disseminating a futuristic practice model that supports the most effective use of pharmacists as 
direct patient care providers. In 2011, MA became the 48th state to issue collaborative practice regulations enabling the pharmacist 
to become a mid-level provider.  The impact of this regulation41 is that pharmacists will now become formal providers of direct 
patient care services. The CHA’s Diabetes Management Service pharmacists will meet with patients directly and collaborate with the 

                                                 
35 Centers for Disease Control and Prevention. “National diabetes fact sheet: national estimates and general information on diabetes and prediabetes in the United 
States, 2011.” Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention. 2011. 
36 “The Estimated Prevalence and Cost of Diabetes in Massachusetts.” American Diabetes Association. 2011. Available at http://www.diabetesarchive.net/advocacy-
and-legalresources/cost-of-diabetes-results.jsp?state=Massachusetts&district=0&DistName=Massachusetts+%28Entire+State%29 
37 O’Donovan DO, Bryne S, Sahm L. “The role of pharmacists in control and management of type 2 Diabetes Mellitus; a review of the literature.” J Diabetology. 
(2011); 1:5:1-16. 
38  National Diabetes Statistics. 2011. Available at: http://diabetes.niddk.nih.gov/DM/PUBS/statistics/ 
39 The Commonwealth Fund. “National Scorecard on Health System Performance, 2011. National Healthcare Quality and Disparities Reports.” Agency for Healthcare 

Quality and Research. 2010. 
40 http://www.ashp.org/PPMI/AboutPPMI.aspx.  Accessed April 11, 2012. 
41 247 CMR 16.00: Collaborative Drug Therapy Management 

http://diabetes.niddk.nih.gov/DM/PUBS/statistics/
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multidisciplinary team to optimize care based on evidence-based medication management protocols. The clinical pharmacy 
department intends to continue its engagement to disseminate findings through organizations such as the Institute for Healthcare 
Improvement and the American College of Clinical Pharmacy. 

Concurrently, beginning in SFY 2012, we are implementing training for the ambulatory nursing staff to better engage and educate 
patients with poorly controlled diabetes including patient education and self management coaching.  Initial results from a primary 
care site are showing improved registered nurse confidence in managing patients with diabetes and increasing patient engagement in 
their care.  Findings from the initial nursing pilot have been or will be shared recently by nursing leadership at the Institute for 
Healthcare Improvement 13th Annual International Summit on “Improving Patient Care in the Office Practice and the Community” 
(March 18-20, 2012 in Washington, D.C.), in the National Scientific Sessions of the American Diabetes Association international 
conference (June 8-12, 2012 in Philadelphia, PA), and the National Medical Home Summit (February 27-29, 2012 in Philadelphia, PA). 
Continued engagement to share learning on the overall initiative both internally and externally is expected. We are also developing 
diabetes medication management protocols designed to allow the ambulatory registered nurse to take an active role in the treatment 
and care management of diabetic patients that are newly starting insulin therapy.42  

• Expected Results:  CHA expects to accomplish the following improvements in the management of patients with chronic diabetes care: 

– Initial pilot of two diabetes care improvement initiatives (pharmacist-led diabetes medication management services and nursing-
led patient education) at one primary care site in SFY 2012.  

– Development of multi-disciplinary team approach to improve the management of diabetes in SFY 2013, leveraging the report of 
CHA’s Diabetes Performance Improvement Team and the initial pilots undertaken in SFY 2012. 

– Pilot diabetes improvement approach across 1 additional (2 total) primary care sites in SFY 2013 and 1 additional primary care site 
in SFY 2014 (3 total). 

– Train 100 percent of pharmacists and at least 90 percent of registered nurses providing diabetes education participating in pilot 
site initiatives. 

– Develop tools to track patient self-management goals in the patient’s record. 
– Establish baselines for the number of patients with diabetes with self-management goals at 2 primary care pilot sites in SFY 2013, 

and increase the number of patients with diabetes with self-management goals at those 2 pilot sites in SFY 2014. 
– Evaluate progress and lessons learned through SFY 2013 to incorporate into diabetes improvement plan. 
– Measure initial progress of diabetes improvement initiative in terms of process improvements and clinical indicators. 
– Increase the number of diabetic patients with self-management goals in their medical record. 

                                                 
42 Henske J.A., Griffith M.L, Fowler M.J. “Initiating and titrating insulin in patients with type 2 diabetes.” Clinical Diabetes (Nov 2009) Vol 27, number 2: 72- 76. 
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• Relation to other Projects: This project functions in relation to 1.1 Expand Patient Centered Medical Home, 1.2 Integrate Primary 
Care and Behavioral Health, 2.1 Implement Primary Care-Based Complex Care Management, 3.1 Develop Intervention to Address the 
Population Health of the Community, 3.2 Risk Stratification, and  Category 4 Population-Focused Improvement Measures 4.18 (Adult 
Diabetes Measure: Good Control of Blood Sugar Levels (HbA1c)), 4.19 (Adult Diabetes Measure: Poor Control of Blood Sugar Levels 
(HbA1c)), 4.20 (Adult Diabetes Measure: Hypertension/Blood Pressure Control), 4.21 (Adult Diabetes Measure: Percent of adult 
patients with diabetes who had eye exam), and 4.22 (Adult Diabetes Measure: Percent of adult patients with diabetes who had micro-
albumin screening). 

This project aims to improve the care of patients with diabetes through a multi-disciplinary approach tapping pharmacists and nursing 
in the primary care setting.  Therefore, this project is related to the separate project on primary care PCMH development in Project 
1.1. and the separate project to integrate primary care and behavioral health in Project 1.2.  There will likely be lessons learned from 
the work in Project 1.2 to improve depression screening in diabetic patients as well as the work in Project 3.1 on tobacco use 
verification and interventions that will be meaningful to the overall care of patients with diabetes.  Some but not all patients with 
diabetes may be identified as high risk through the complex care (Project 2.1) or risk stratification (Project 3.2) initiatives. 
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Project 2.2: Improve management of patients with chronic diseases – Diabetes Improvement Initiative (Master Plan Project 2.1) 

SFY 2012  SFY 2013 SFY 2014 
2.2.1 Milestone:  Pilot the following 
2 recommendations from the 
Diabetes Performance Improvement 
Team toward the improved 
management of patients with 
diabetes at 1st  primary care site 
1.  Initiate nursing-led patient 
education initiative. 
2.  Initiate pharmacist-led diabetes 
medication management services. 
2.2.1 Metrics: 
2.2.1 (1) (MP-P 13, bullet 1) Copy of 
Diabetes Medication Management 
Service Protocol implemented for 
patients referred at 1st pilot primary 
care site.  

2.2.1 (2) (MP-P 13 bullet 2) Schedule 
of pharmacist patient care sessions 
at 1st pilot primary care site and 
documentation from Ambulatory 
Nursing of schedule of patient 
education sessions led by nurses at 
1st primary care site.  

2.2.1 Data Source:  
2.2.1 (1-2) Internal records. 

2.2.2 Milestone:  Develop Diabetes 
Education Training Program for 
Primary Care Nurses and Implement 
Training Program at 1st primary care 
pilot site. 

2.2.1 Milestone: Assess pilot initiatives for nursing-led 
patient education and self-management coaching and 
pharmacist-led diabetes medication management services 
that were piloted based on primary care clinician referral at 
1st primary care site during milestone SFY12 2.2.1.  
2.2.1. Metrics: 
2.2.1 (7) (MP-P 19) Written report(s) with assessment and 
updates to protocols/programs as necessary  

2.2.1 Data Source: 
2.2.1 (7) Internal documentation. 

2.2.2 Milestone: Based on assessment in 2.2.1 above, 
develop integrated, proactive multi-disciplinary team 
diabetes care management approach and plan for the 
improved management of patients with diabetes, which will 
include criteria for patient referral and proactive outreach to 
diabetes nursing education and self-management coaching 
and pharmacist medication management. 
2.2.2 Metric: 
2.2.2 (8) (MP-P 3 bullet 2) Copy of approved plan. 

2.2.2 Data Source: 
2.2.2 (8) Internal documentation. 

2.2.3 Milestone:  Roll-out diabetes improvement approach to 
2nd primary care site in addition to 1st initial pilot primary care 
site initiated in SFY 2012. Report on the # of diabetic patients 
in the pilot sites accessing enhanced services, including 
nursing-led patient education and self-management coaching 
and pharmacist-led medication management services. 
2.2.3 Metrics: 
2.2.3 (9) (MP-I 7 bullet 1) Copy of training program for multi-

2.2.1 Milestone: Incorporate lessons learned 
from SFY 2013 into Diabetes Management Plan 
and revise plan as necessary. 
2.2.1 Metrics: 
2.2.1 (13) (MP-P 19) Progress report and 
assessment of process improvements and 
clinical indicators, and updates to 
protocols/programs as necessary based on 
activities through SFY 2013.  

2.2.1 Data Source: 
2.2.1 (13) Internal records, EMR. 

2.2.2 Milestone: Spread diabetes improvement 
approach to 3rd primary care site. 
2.2.2 Metrics: 
2.2.2 (14) (MP-I 7 bullet 1) Copy of training 
program for multi-disciplinary care team at the 
additional 3rd primary care site.  

2.2.2 (15) (MP-I 9)  At least 90 percent of 
registered nurses providing diabetes education 
at 3rd primary care pilot site will receive 
Advanced Ambulatory RN Diabetes Self-
Management Training and 100 percent of 
pharmacists participating in 3rd primary care 
pilot site initiatives will receive training 

2.2.2 Data Source: 
2.2.2 (14) Internal records /documentation. 
2.2.2 (15) Records documenting training has 
occurred. 

2.2.3 Milestone:  Monitor and report on active 
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Project 2.2: Improve management of patients with chronic diseases – Diabetes Improvement Initiative (Master Plan Project 2.1) 

SFY 2012  SFY 2013 SFY 2014 
2.2.2 Metrics: 
2.2.2 (3) (MP-P 12 bullet 1) Copy of 
educational materials and training 
program. 
2.2.2 (4) (MP-P 12 bullet 2) Records 
of number of staff trained. 
2.2.2 Data Source: 
2.2.2 (3-4) Internal Records. 
2.2.3 Milestone:  Development of 
protocol, policies and procedures to 
support team-based care for 
patients with diabetes. 
2.2.3 Metrics: 
2.2.3 (5) (MP-P 3 bullet 2) Copy of 
policy for standing orders for 
patients with diabetes and 
submission of copy of Nursing 
Insulin Initiation and Titration 
Protocol for Type 2 Diabetes. 
2.2.3. Data Source: 
2.2.3 (5) Internal documents. 

2.2.4 Milestone:  Development of 
tool for documenting the patient 
self-management goals in patient 
record for patients with diabetes. 
2.2.4 Metrics: 
2.2.4 (6) (MP-P 11) Documentation 
of tool. 
2.2.4 Data Source: 
2.2.4 (6) Internal documents, EMR. 

disciplinary care team at 1st and 2nd pilot primary care sites.  

2.2.3 (10) (MP-I 9) At least 90 percent of registered nurses 
providing diabetes education at 1st and 2nd primary care pilot 
sites will receive Advanced Ambulatory RN Diabetes Self-
Management Training and 100 percent of pharmacists 
participating in 1st and 2nd primary care pilot site initiatives 
will receive training. 

2.2.3 (11) (MP-I 10) # of patients meeting referral criteria at 
pilot sites receiving enhanced diabetes management services, 
including nursing-led patient education and self-management 
coaching and pharmacist-led medication management 
services. 

2.2.3.  Data Sources: 
2.2.3 (9) Internal records/documentation.   
2.2.3 (10) Records documenting training has occurred. 
2.2.3 (11) Internal data, EMR. 

2.2.4 Milestone:  Patients with self-management goals in 
patient record for patients with diabetes at two pilot sites. 
2.2.4 Metrics: 
2.2.4 (12) (MP-P 11 bullet 1) Documentation of baseline of 
patients with self-management goals in patient record for 
patients with diabetes at two pilot sites and establish a target 
for X percent increase in the number of patients with self-
management goals in patient record for patients with 
diabetes at two pilot sites for SFY 2014. 
2.2.4 Data Source:  

2.2.4 (12) Internal data, EMR. 

diabetes care team engagement with patients 
meeting referral criteria.  

2.2.3 Metric: 
2.2.3 (16) (MP-I 10) # of patients meeting 
diabetes referral criteria at 1st and 2nd pilot sites 
receiving enhanced diabetes management 
services, including diabetes nursing-led 
education/ self-management coaching and 
pharmacist-led medication management.    

2.2.3. Data Source: 
2.2.3 (16) Internal data, EMR. 
 
2.2.4 Milestone:  Report on increase in number 
of patients with self-management goals in 
patient record for patients with diabetes at two 
pilot sites. 
2.2.4 Metric: 
2.2.4 (17) (MP-I 6) Report on increase in 
number of patients with self-management 
goals in patient record for patients with 
diabetes at two primary care pilot sites over 
SFY 2013 baseline, based on target established 
in SFY 2013 2.2.4 (12). 
2.2.4 Data Source:  
2.2.4 (17) Internal data, EMR. 
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IV. Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-service 
payments. 
Project 3.1:  Develop Capacity to Address the Population Health of the Community associated with the Triple Aim and Alternative 
Payment Models 
Master Plan Project 3.7 

• Goal:  The goal of this project is to develop the capacity to promote the Triple Aim goal of improved population health.  CHA proposes 
a population health initiative to develop the capabilities and processes to assess, monitor, and eventually improve population health. 

– In order to prepare to accept alternative or global payment models, hospitals and health systems need to understand their overall 
patient population in the context of the communities they serve.  State and federal policymakers have expressed interest in 
developing indicators of progress for how new accountable care organizations and integrated care models are charting the course 
for improvements in the Triple Aim in this regard. One area that has been identified is the “measurement of and fixed 
accountability for the health status and health needs of designated populations.”43  It is recognized that “the ‘actual’ causes of 
mortality in the United States lie in the behavior that the individual health care system addresses unreliably or not at all, such 
smoking, violence, physical inactivity, poor nutrition, and unsafe choices.”44 45 Hospitals undertaking this population health 
initiative need to build the functionality to understand their overall population, morbidities, and compare what is learned to the 
public health indicators of the population in our target communities. Thus, a more system-level approach is developed in addition 
to the panel management of patients managed under accountable care arrangements. 

– To best address the needs of our patient population, CHA intends to develop the capacity to assess and monitor the health of the 
general hospital patient population (identified as patients on its primary care panels) and its relationship to the population health 
of communities within the hospital’s service area.  To meet this goal, CHA is first identifying the major morbidities of our total 
primary care population. Secondarily, CHA is comparing these co-morbidities with data available on public and community health 
indicators from our service areas and discuss these findings with community public health leaders and better understand 
concurrent programs that are operating in our communities. Finally, based on our work in SFY 2012, CHA is using the data to 
cross-map priority areas for intervention among our patient population.  Following this process, tobacco use identification and 
cessation  is being selected for this project intervention based on an analysis of data and criteria that includes prevalence of the 
condition in our patient population, community partner’s input and collaboration, available evidence-based practices, and 

                                                 
43 Berwick, D M., Nolan, TW., Whittington, J. ” The Triple Aim: Care, Health, and Cost,” Health Affairs (May/June 2008) 27 3: 759-769.   
44 Berwick, D M., Nolan, TW., Whittington, J. ” The Triple Aim: Care, Health, and Cost,” Health Affairs (May/June 2008) 27 3: 759-769.      
45 McGinnis, J.M. and Foege, W.H., “Actual Causes of Death in the United States,” Journal of the American Medical Association (1993) 270, no. 18: 2207-2212; and 
Mokdad, A.H. et al, “Actual Causes of Death in the United States, 2000,” Journal of the American Medical Association (2004) 291, no. 10: 1238-1245. 
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potential for return on investment and prevention gains based on the literature. Details of this selection process will be available 
in SFY 2013 Metric 3.1.3. This work will help us develop our ongoing capacity for population based risk assessment and monitoring 
and is aimed at making foundational and meaningful progress toward the Triple Aim goal of improving the health of the 
community. During the three year period, we will be able to evaluate the lessons learned to inform our future population health 
agenda. 

– Through our analysis and prioritization process, CHA is working with leaders in local health departments who have recently been 
awarded Mass in Motion initiatives.  Together, we have identified tobacco prevention and cessation as our first target for 
intervention to improve the health of the hospital’s patient population, which would link to the separate Mass in Motion efforts in 
local communities. We will embark on the development and implementation of a population based intervention at three primary 
care sites.  Recognizing the need to address tobacco use, particularly in vulnerable populations such as the mentally ill, we will 
adapt evidence based practices to effectively serve this population. CHA is uniquely poised to make contributions on population 
health due to its longstanding role in public and community health and its history of community collaboration. We intend to 
connect our work within the delivery system to the larger public health agenda to achieve these goals.  

– CHA is dedicated to improving the health of the communities that we serve. In order to achieve this goal, we have historically 
worked with community institutions (health departments, school departments, housing authorities) and community based 
agencies throughout our targeted communities to improve the health of the population. In this population health initiative, we 
are working collaboratively with four local health departments and several anti-poverty agencies to identify our population 
priorities and assess the needs of the population overall. As we implement our project, we will continue these relationships and 
intend to also work closely with local housing authorities as these are major residences of our patient population. These 
relationships are instrumental in achieving our transformation goals.  An example of CHA’s community focused work is its 
participation in a Centers for Disease Control and Prevention community transformation grant ($30,000) to facilitate community 
health improvement in chronic health conditions and to collaborate with local Mass in Motion collaboratives.  These activities are 
distinct from and complement CHA’s DSTI Population Health project, which is focused on population health strategies and a 
tobacco use intervention. 

• Rationale:   

– As we move towards alternative and global payment arrangements, the need to understand the epidemiology of the patient 
population we serve is imperative. Keeping this population healthy will require enhancing our capacity to assess, monitor and 
prioritize lifestyle risk factors that unduly impact our patient’s health outcomes. Interventions focused on lifestyle risk behaviors 
such as tobacco abuse for the hospital’s primary care patient population will be important contributors to improving health at the 
patient and community level. In addition, aligning  the safety net hospital efforts with the public health priorities at the state and 
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federal level such as those identified by the Centers for Disease Control and Prevention’s Winnable Battles, the U.S. Department 
of Health and Human Services and Massachusetts Department of Public Health (tobacco control and obesity prevention), will lead 
to improved overall community health indicators.46  By developing initial capabilities to address these population health issues in 
our patient population, we intend to support health change in the population health of communities within the hospital’s service 
area (particularly where our patient panels largely reside) and work collaboratively with organizations in the communities that 
have launched related, existing efforts.  

– Specifically, related to this population health initiative focused on tobacco use verification and cessation interventions, CHA will 
use this evidence based practice and aim to improve the numbers of people who are assessed for smoking and then improve the 
numbers of smokers that receive a referral to any type of cessation (prescriptions, counseling). While cessation has been a 
covered benefit for MassHealth47 we know that not all our patients have taken advantage of this option. By making smoking 
assessment a vital sign, we will systematically assess each patient at each visit, and we will assist patients in getting the help that 
they require. Safety net hospitals have not always addressed smoking in this type of systematic way and due to the challenges of 
their patient population; patients do not always request support, nor access existing resources. This project will target smoking in 
all patients, and provide referral to community based resources as well as onsite resources to enhance the benefits of cessation 
programs and achieve results for a broad cohort of the population of smokers served. 

– By developing initial capabilities to address these population health issues in its patient population, CHA will develop an ongoing 
capacity for population-based risk assessment and monitoring, aimed at making foundational and meaningful progress toward the 
Triple Aim goal of improving the health of the community. 

• Expected Results:  CHA will accomplish the following during the 3-year period: 

– Develop safety net hospital capacity to address population health of the community as it relates to the Triple Aim and alternative 
payment models.  

– Create a data tool for reporting on the hospital’s Primary Care population morbidities and social determinants of health.  
– Identify the leading morbidities in the primary care population. 
– Prioritize a tobacco prevention and cessation initiative for intervention in collaboration with local public health departments and 

community partners including our Committee on Community and Public Health and our Community Advisory Committee.  
                                                 
46 These “winnable battles” are those leading public health challenges and causes of death and disability that have large-scale impact and known, effective strategies 
to combat them such as tobacco use identification and cessation, obesity and physical activity, nutrition, and global immunization.  Centers for Disease Control and 
Prevention, Winnable Battles, http://www.cdc.gov/winnablebattles/, retrieved on May 11, 2012. 
47 Land T, Rigotti NA, Levy DE, Paskowsky M, Warner D, et al. “A Longitudinal Study of Medicaid Coverage for Tobacco Dependence Treatments in Massachusetts and 
Associated Decreases in Hospitalizations for Cardiovascular Disease.” PLoS Med (2010) 7(12):e1000375. doi:10.137/journal.pmed.1000375 

http://www.cdc.gov/winnablebattles/
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– Develop and implement a plan for intervention at 3 primary care sites to promote progress on tobacco prevention and cessation. 
– Increase by 10 percent over the established baseline the rate of tobacco use verification for adult patients at the initial pilot site. 

Understanding that many of our patients have co-morbid conditions, including co-occurring tobacco use with mental health and 
substance abuse concerns, we expect to make ongoing gains in SFY13 and SFY14. 

– Establish tobacco use identification and cessation as an institutional priority and vital sign within primary care. 
– Document lessons learned, including about community collaboration, and application/recommendations for future population 

health work associated with the Triple Aim and alternative payment models. 

• Relation to other Projects: This project functions in relation to the 1.1 Expand Patient Centered Medical Home, 2.1 Implement 
Primary Care-Based Complex Care Management, 2.2 Improve Management of Patients with Chronic Diseases, but with a focus 
specifically on lifestyle risk behaviors, and the prevention of chronic disease, and Category 4 Population-Focused Improvement 
Measures: 4.23 (Adult Tobacco Use Screening Measure) and 4.24 (Adult Tobacco Use Cessation Intervention Measure).   

Because this population health initiative is based in primary care, it is related to the separate PCMH initiative in Project 1.1 and the 
complex care initiative in Project 2.1.  Given the risk factors for patients with chronic disease such as diabetes, this effort focused on 
tobacco use verification and cessation interventions may have useful linkages both from a prevention and progression of chronic 
disease standpoint. 
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Project 3.1:  Develop Capacity to Address the Population Health of the Community associated with the Triple Aim and Alternative Payment 
Models (Master Plan Project 3.7) 

SFY 2012  SFY 2013 SFY 2014 
3.1.1 Milestone: 
Convene population health workgroup. 

3.1.1 Metric: 
3.1.1 (1) (MP-P 1) Documentation of 
formation and implementation of 
Population Health workgroup as 
evidenced by workgroup charter, 
meeting minutes, and roster or 
participants. 

3.1.1 Data Source: 
3.1.1 (1) Internal records. 

3.1.2 Milestone: 
Design and develop initial data tool for 
reporting on the hospital’s Primary Care 
population morbidities and social 
determinants of health.  

3.1.2 Metric: 
3.1.2 (2) (MP-P 2) Data analytic tool 
developed that can be used to assess 
and report on the morbidities of the 
patient population. This tool will draw 
from the hospital’s data warehouse in 
real time. 

3.1.2 Data Source: 

3.1.1 Milestone: 
Develop intervention to address 
tobacco use.  

3.1.1 Metrics: 
Documentation of intervention plan 
with the following components: 
 
3.1.1 (5) (MP-P 4 bullet 1) The number 
of tobacco users in CHA’s primary care 
population, as measured by the 
percent of primary care patients 18 
years of age and older with tobacco use 
presenting at primary care sites. 

3.1.1 (6) (MP-P 4 bullet 2) Develop 
criteria for remaining identification of 
primary care sites for intervention and 
choose sites based on those criteria.48 

3.1.1 (7) (MP-P 4 bullet 3) Develop 
tobacco verification and counseling 
workflow for primary care so that 
tobacco use is verified at primary care 
visit as a vital sign. 

3.1.1 (8) (MP-P 4 bullet 4) Develop 
tools in the Electronic Medical Record 

3.1.1 Milestone: 
Implement tobacco use intervention at two additional primary 
care sites. 

3.1.1 Metrics: 
3.1.1 (11) (MP-I 1 bullet 1) Documentation that the 2nd and 3rd 
additional primary care site’s appropriate staff and providers 
have been trained on the protocol for identifying and 
documenting the specified at-risk population. 

3.1.1 (12) (MP-I 1 bullet 2) Establish baseline measure of 
tobacco status verification at the 2nd and 3rd additional pilot site 
as measured by:  
Numerator: number of primary care visits for patients 18 and 
older where tobacco use status verified. 

Denominator: total number of primary care visits for patients 
18 and older, seen at primary care site during the previous 
month (This is an adjustment to NQF 0028a to allow for 
monthly snapshots of tobacco status verification for patient 
care operations purposes). 
3.1.1 Data Sources: 
3.1.1 (11) Internal data, email instructions. 

3.1.1 (12) Internal data, EMR report. 

3.1.2  Milestone: 
Increase tobacco status verification screening rate at 1st pilot 
site by additional 5 percent improvement over SFY 2012 

                                                 
48 The 1st pilot site is being selected during SFY 2012 as part of the population health work group and community process in identifying the priority area for 
intervention. The 1st pilot primary care site, located proximate to a large public housing development in which a large CHA patient population resides, creates an 
opportunity for clinical practice and community synergy on this intervention. To expand the program we need to examine other sites against the selection criteria. 
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Project 3.1:  Develop Capacity to Address the Population Health of the Community associated with the Triple Aim and Alternative Payment 
Models (Master Plan Project 3.7) 

SFY 2012  SFY 2013 SFY 2014 
3.1.2 (2) Screen shot of the data tool. 

3.1.3 Milestone: 
Review and Analyze Population Health 
data and health indicators of local 
communities.  Select an intervention for 
implementation.  

3.1.3 Metric: 
3.1.3 (3) (MP-P 3) Criteria for potential 
intervention documented, findings from 
the analysis, identification of tobacco 
prevention and cessation as area for 
intervention.  

3.1.3 Data Source:  
3.1.3 (3) Internal data, minutes from 
meetings, report on data from target 
communities. 
3.1.4 Milestone: 
Establish baseline measure of tobacco 
status verification at 1st pilot site. 

3.1.4 Metrics: 
3.1.4 (4) (MP-P 4 bullet 1) Establish 
baseline measure of tobacco status 
verification at 1st pilot site as measured 
by:  
Numerator: number of primary care 
visits for patients 18 and older where 
tobacco use status verified. 
Denominator: total number of primary 
care visits for patients 18 and older, seen 

(EMR) for support of intervention. 

3.1.1 Data Sources: 
3.1.1 (5-8) Internal data, records and 
EMR report. 

3.1.2 Milestone: 
Implement the population health pilot 
intervention at 1st primary care site. 

3.1.2 Metrics: 
3.1.2 (9) (MP-I 1 bullet 1) 
Documentation that the 1st pilot 
primary care site’s appropriate staff 
and providers have been trained on the 
protocol for identifying and 
documenting the specified at-risk 
population. 

3.1.2 Data Source: 
3.1.2 (9) Internal data; email 
instructions.  
3.1.3 Milestone: 
Increase tobacco status verification 
screening rate at 1st pilot site by 5 
percent improvement over SFY 2012 
baseline established in SFY 2012’s 
metric 3.1.3.(4). 

3.1.3 Metric: 
3.1.3 (10) (MP-I 2) Measure of 5 
percent improvement over SFY 2012 
baseline tobacco status verification at 

baseline established in SFY 2012’s metric 3.1.3.(4).  

3.1.2. Metric: 
3.1.2 (13)  (MP-I 2) Measure of additional 5 percent 
improvement over SFY 2012 baseline of tobacco status 
verification at 1st  pilot site as measured by:  
Numerator: number of primary care visits for patients 18 and 
older where tobacco use status verified. 

Denominator: total number of primary care visits for patients 
18 and older, seen at primary care site during the previous 
month. (This is an adjustment to NQF 0028a to allow for 
monthly snapshots of tobacco status verification for patient 
care operations purposes). 
3.1.2 Data Source: 
3.1.2 (13) Internal data, EMR report. 

3.1.3 Milestone: 
Establish tobacco prevention and cessation as an institutional 
improvement measure. 

3.1.3 Metrics: 
3.1.3 (14) (MP-I 3 bullet 1) Reports on tobacco status 
verification documented for all primary care sites. 
Numerator: number of primary care visits for patients 18 and 
older where tobacco use status verified 
Denominator: total number of primary care visits for patients 
18 years of age and older, seen at primary care site during the 
previous month. (This is an adjustment to NQF 0028a to allow 
for monthly snapshots of tobacco status verification for patient 
care operations purposes). 

3.1.3 (15) (MP-I 3 bullet 2) Establish baseline data on smoking 
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Project 3.1:  Develop Capacity to Address the Population Health of the Community associated with the Triple Aim and Alternative Payment 
Models (Master Plan Project 3.7) 

SFY 2012  SFY 2013 SFY 2014 
at primary care site during the previous 
month. Baseline will be established as of 
February 2012. 
(This is an adjustment to NQF 0028a to 
allow for monthly snapshots of tobacco 
status verification for patient care 
operations purposes). 
3.1.4 Data Source: 
3.1.4 (4) Internal data: EMR report. 
 

1st pilot site as measured by:  
Numerator: number of primary care 
visits for patients 18 and older where 
tobacco use status verified. 

Denominator: total number of primary 
care visits for patients 18 and older, 
seen at primary care site during the 
previous month. (This is an adjustment 
to NQF 0028a to allow for monthly 
snapshots of tobacco status verification 
for patient care operations purposes). 
3.1.3 Data Source: 
3.1.3 (10) Internal data, EMR report. 
 
 
 
 
 

cessation intervention measure across all primary care sites to 
inform future improvement work.  
percent of patients 18 years and older, identified as tobacco 
users, who received cessation intervention in the past 24 
months, using the NQF 0028b and MA PCMHI measure (PCMHI 
0028b).  
Numerator: patients 18 and older who are tobacco users who 
received a tobacco cessation intervention, including counseling, 
diagnosis, referral, and/or medication intervention in past 24 
months. 
Denominator: patients 18 years and older, who have been seen 
either for one visit to a CHA primary care location or at least 
two office visits at CHA and have a CHA PCP, within 24 months. 
3.1.3  Data Source:   
3.1.3 (14-15) Internal data, EMR report. 

3.1.4 Milestone 
Evaluate the population health process and report on lessons 
learned and application/recommendations for future and 
ongoing population health work associated with the Triple Aim.  
Lessons learned about related collaborations with community 
partners will be included. 

3.1.4 Metric 
3.1.4 (16) (MP-P 5) Documentation of recommendations from 
first three years of work on population health. 

3.1.4 Data Source: 
3.1.4 (16) Internal documents and report. 
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Project 3.2:  Develop Risk Stratification Capabilities toward Participation in Alternative Payment Models  
Master Plan Project 3.1 

• Goal:   In direct relationship to CHA’s collaboration with payers to move toward and adopt alternative payment models, CHA plans to 
develop the capability to target high-risk patients in those payer-specific populations by utilizing risk scores supplied by payers or 
collecting accurate patient and claims data and stratifying the patient population by health risk indicators and utilization indicators.   

– The development of risk stratification capabilities has been identified by health care experts and learning collaboratives, such as 
the American Hospital Association and Brookings-Dartmouth Accountable Care Organization (ACO) Learning Network, as integral 
to accepting alternative payment models and impacting the Triple Aim goals.49 50  As a core part of preparations toward accepting 
alternative payment methods and improving quality and coordination of patient care, hospitals need to develop the capabilities 
for risk stratification and/or the development of comprehensive diagnostic patient profiles.  Capabilities to utilize the results of 
risk stratification and predictive modeling are foundational to ACOs both in terms of financial management and care 
management.  In order to accurately develop global budgets in concert with payers, ACOs must incorporate adjustment for the 
risk of the population under management.  Similarly, when managing population health and costs under global and other 
alternative payment arrangements, ACOs must understand the predicted cost and care needs of individual patients on the payer-
specific panel in order to align care management resources with potential improvements in care delivery and cost-effectiveness. 

– CHA is implementing this risk stratification initiative directly in alignment with efforts toward alternative payment arrangements 
with specific payers.   CHA is developing capabilities through this initiative to work both with payers to obtain accurate data 
exchange, risk stratification data and information, and to develop the capability internally to develop risk stratification data, tools, 
processes, and personnel to effectively develop and work with such information for deployment in care management 
interventions.  Both approaches require significant investments of time and resources, and both approaches will be critical to our 
success managing population health and accepting greater financial responsibilities under alternative payment models.   

  
Based on our initial experience with the first payer population on which we are collaborating on risk stratification activities under 
an alternative payment arrangement, there are significant mutual efforts and initiatives to be undertaken.  During SFY 2012, CHA 
is collaborating with the first payer to develop and obtain accurate risk stratification results.  This requires significant data 
exchange and sophistication in working with complex data by both parties.  There are numerous important details to this process 
to ensure meaningful risk stratification outputs, monthly execution of accurate risk scores to enable usage of this information for 

                                                 
49 Accountable Care Organization Learning Network Toolkit.  Engelberg Center for Health Care Reform | The Dartmouth Institute and The Brookings Institution, 
January 2011. 
50 American Hospital Association. (2011) The Work Ahead:  Activities and Costs to Develop An Accountable Care Organization.  
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effective care management interventions.  In addition, there are data integrity requirements associated with any new and ongoing 
data transfer process, which is magnified by the complexity of the type of data being exchanged. 

  
CHA expects to also develop risk stratification results internally over the course of the 3-year demonstration, and this will also 
require a significant collaboration with payers to obtain accurate, complete and timely claims and enrollment data to use in the 
risk stratification system we operate. Acquisition, training and use of this toolset will require a considerable development of our 
internal capacity.  Since there may be advantages and restrictions on whether it will be best to obtain risk stratification results 
directly from a payer or generate the results internally, developing the dual capabilities is important. 

 
– As noted above, in an initial effort to develop risk stratification capabilities, CHA has created a shared data mart with one 

Medicaid and Commonwealth Care health insurer to better understand the health risk indicators, utilization trends, patterns, 
quality and costs of the shared patients and members in the context of a global payment arrangement.  

– CHA is undertaking significant activities to develop the long-term capacities to work with risk stratification information and 
improve the underlying data from which it is based, including data connectivity to ensure real-time access to data including risk 
scores and rankings, development of automated reports for use by CHA and its care managers, and regular updates to risk scores 
and rankings so that data used by care managers is current, and collaboration with the payer to use risk stratification model 
results, such as those based on DxCG and Chronic Illness & Disability Payment System (CDPS) and the payer’s proprietary weights, 
increase the model’s predictive value.   

– During the first year (SFY 2012), CHA plans to leverage this risk stratification information from one payer specific to the payer’s 
Medicaid and Commonwealth Care insured-population for identification of the top 3 percent high risk patients.  During the 
second year (SFY 2013), CHA will report on SFY 2012 initial activities based on the assignment of the top 3 percent high risk 
patients from that initial payer population to primary care site-based care management or centralized care management care 
managers.  This will be measured by the total number or percent of the top 3 percent cohort of patients for that payer that have 
been assigned to primary care site-based care management or centralized care management.  Assignment means that a care 
manager has been notified that a high risk member has been added to his/her caseload. 

– During the second and third years (SFYs 2013 and 2014), CHA will also expand upon its first year initiative by obtaining, or 
developing internally, additional payer-specific population risk analysis data so that in SFY 2014 CHA has a total of a minimum of 2 
payer-specific populations under active risk stratification and related care management activities.  In SFY 2014, CHA will 
implement or continue the assignment of the 2 payer-specific cohorts of the top 3 percent high risk patients to primary care site-
based care management or centralized care management.    
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– In order to achieve these results, CHA will either obtain risk scores from payers or develop risk scores internally after receiving 
necessary data from payers.  High risk is defined by the predictive modeling software used by payer partners and/or CHA. 
Generally, predictive models estimate high risk and expected costs primarily based on diagnoses, demographics, and claims 
information. Through this initiative, CHA will begin to gain important experience and longer-term capabilities to perform risk 
stratification activities and care management interventions. 

• Rationale:  The development of risk stratification capabilities will allow better understanding of population health needs, allow for 
design of interventions to improve health and contain cost, assist with better care coordination, facilitate clinical relationships and, in 
so doing, will position CHA with capabilities to better manage under alternative payment methodologies. Risk stratification, in 
general, is not a new field, but its application by providers to manage a population under an alternative payment arrangement is a 
very new endeavor.   These capabilities are essential to the hospital’s ongoing development of population management functionality 
as part of our transformation toward new delivery system and payment models. 

• Expected Results: CHA will have a better understanding of the risk and utilization profile of 2 separate payer-specific populations with 
distinct risk profiles that will comprise approximately 15 percent-25 percent of CHA’s total primary care patient panel, will develop 
capacity in conjunction with payer collaborations to identify the payer-specific criteria for determining the top 3 percent highest risk 
patients, and then leverage the results from 2 payer populations to assign the corresponding patients to primary care-based care 
management or centralized care management as appropriate.51   

− Determined by the fact that a small proportion of total members account for a high proportion of costs and by the capacity to 
perform care management activities, an initial target for CHA to identify the top 3 percent high risk population within a specific 
payer cohort  and to assign them to care management activities is a healthy approach, taking into account the literature and the 

                                                 
51 The words "insurer" and "payer" are used interchangeably.  Therefore, two different payer populations means two different insurers' covered lives in terms of 
CHA's primary care panels. Given that each insurer/payer sometimes has more than one product line it is likely that there will be more than 2 products covered 
under this initiative.  For example, CHA’s initial insurer/payer collaboration under alternative payment arrangement covers 2 populations:  Medicaid managed care 
and a similar expansion population, Commonwealth Care.  It is estimated that the populations covered under this initiative will encompass approximately 15-25 
percent of CHA’s primary care population of approximately 93,000.  The second population is not yet finalized, but is likely to be either a Dual Eligible senior 
population or a commercial population.  Since the risk stratification initiative relies on having access to the total medical expenditures and complete claims files at 
CHA and external providers, it is only possible to undertake such initiatives when the insurer/payer provides the complete data set for the primary care panel of 
patients for whom we are responsible.  This typically occurs in the context of alternative payment arrangements between the provider and insurer/payer. 
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initial starting place of providers newly undertaking these activities and responsibilities in tandem with alternative payment 
models.52  

− Learning will occur about how to use available data and methodologies effectively to develop risk profiles that can be successfully 
utilized for care management interventions. While the current state-of-the-art in terms of risk stratification does not adequately 
identify social and behavioral health risk factors, other data such as cost data may be shown to enrich the risk stratification 
process.  Once the top 3 percent highest risk patients have been identified, they will be assigned to primary care-based or 
centralized care management based on criteria under development, including whether a primary-care complex care management 
team is in place and how engaged the patient already is in primary care. 

− Increase to a minimum of 2 payers with whom CHA is working toward alternative payment models, for which we are undertaking 
associated risk stratification and care management interventions. 

− Achieve an improvement of 5 percentage points over the established baseline in the total proportion of top high risk patients 
(from the top 3 percent cohort of patients) for one payer that have been assigned to primary care-based care management or 
centralized care management.53 

• Relation to other Projects: This project functions in relation to 1.1 Expand Patient Centered Medical Home, 2.1 Implement Primary 
Care-Based Complex Care Management, and Category 4 Population-Focused Improvement Measure 4.25 (Measure of costs avoided 
due to interventions triggered by top 3 percent high-risk stratification identification). 

This project has linkages to the separate complex care management initiative for high risk patients in primary care (Project 2.1) and 
the PCMH model of care (Project 1.1).  The risk stratification initiative will serve as one source of identification and referral of high 
risk patients to primary care-based complex care efforts.   

                                                 
52 Verisk high cost case identification modelers often attempt to predict the most expensive 0.05 percent to 1 percent of high risk members. A report on the under 65 
insured populations by the IMS Institute for Healthcare Informatics showed 1 percent of the privately insured population accounts for 25 percent of overall health 
costs and 5 percent accounts for 50 percent of overall health costs. Source: Healthcare Spending Among Privately Insured Individuals Under Age 65. The IMS Institute 
for Healthcare Informatics, Feb 2012. 
53 About 400-800 of CHA's highest risk patients are expected to be identified through our risk stratification efforts in this initiative.  This represents a significant 
improvement in our ability to intervene effectively under global payment arrangements.  A high level of assignment of patients identified through risk stratification is 
anticipated to centralized or site-based care management.  Therefore, a 5 percent improvement will likely be off of a high base level of assignment, which 
accordingly provides the rationale for the percentage increase.  Providing effective care management for this population has required us to develop site-based and 
centralized care management resources to manage these complex patients.  An industry average for caseload size for this type of complex patient population ranges 
from 50-100.  We are building significant teams that include nurses, social workers and community health workers to address the complex medical, psychological 
and social needs of the populations we serve. 
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Project 3.2:  Develop Risk Stratification Capabilities toward Participation in Alternative Payment Models (Master Plan Project 3.1) 

SFY 2012  SFY 2013 SFY 2014 
3.2.1 Milestone: 
Obtain risk stratification information 
from 1st payer. 

3.2.1 Metrics: 
3.2.1 (1) (MP-P 1 bullet 1) 
Documentation that risk stratification 
information has been obtained from 
1st payer. 

3.2.1 (2) (MP-P 1 bullet 2) Document 
1st  payer-specific criteria for 
identification of top 3 percent high-
risk patients and obtain top 3 percent 
high risk patients from payer applying 
the risk stratification methodology.54 

3.2.1 Data Sources: 
3.2.1 (1) Hospital data reports that list 
actual risk rankings for high-risk 
members. 
3.2.1 (2) Internal records that describe 
in detail the way risk stratification is 
generated on a payer-specific basis. 

3.2.1 Milestone: 
Obtain risk stratification information 
from a 2nd payer. 

3.2.1 Metrics: 
3.2.1 (3) (MP-P 1 bullet 1) 
Documentation that risk stratification 
information has been obtained from a 
2nd payer. 

3.2.1 (4) (MP-P 1 bullet 2) Document 
2nd payer-specific criteria for 
identification of top 3 percent high-risk 
patients and obtain top 3 percent high 
risk patients from payer or CHA 
applying the risk stratification 
methodology. 

3.2.1 Data Sources: 
3.2.1 (3) Hospital data reports that list 
actual risk scores/rankings for high-risk 
members. 
3.2.1 (4) Internal records that describe 
the way risk stratification is generated 
on a payer-specific basis. 

3.2.2 Milestone: Report on SFY 2012 

3.2.1 Milestone: 
Obtain, develop, and/or update risk stratification information for all 
patients to achieve a minimum of 2 payer-specific populations under 
active risk stratification activities.  

3.2.1 Metrics: 
3.2.1 (6) (MP-P 1 bullet 1) Documentation that risk stratification 
information has been obtained, updated, or developed from data for 2 
payer-specific populations. 

3.2.1 (7) (MP-P 1 bullet 2) Document payer-specific criteria for 2 payer-
specific populations for identification of top 3 percent high-risk patients 
and identify or obtain top 3 percent high risk patients for each payer-
specific population by applying the risk stratification methodology. 

3.2.1 Data Sources: 
3.2.1 (6) Hospital data reports that list actual risk scores/rankings for 
high-risk members. 

3.2.1 (7) Internal records that describe the way risk stratification is 
generated by payer or by CHA. 

3.2.2 Milestone:  Implement plan to assign the top 3 percent highest 
risk patients for 2 payer cohorts to primary care based care 
management or centralized care management. 

3.2.2 Metrics: 
3.2.2 (8) (MP-I 3 bullet 1) Assignment of the top 3 percent highest risk 

                                                 
54 The source for the 3 percent cutoff is best practice from many organizations and the literature.  Other provider organizations are focusing their initial complex care 
management efforts on this top 3 percent population.  Additionally, as referenced in the previous footnote 52, industry leaders have also suggested a focus on an 
even smaller cohort of patients.  The top 3 percent of the first payer population CHA will focus on covers about 21 percent of total medical expenditures for the 
entire payer population, or about $14 million annually.  We estimate the top 3 percent of the first payer population to cover about 400 patients.  This is a significant 
number of the most complex patients for us to assign to care management in order to intervene effectively to improve the quality and cost of their health care. 
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Project 3.2:  Develop Risk Stratification Capabilities toward Participation in Alternative Payment Models (Master Plan Project 3.1) 

SFY 2012  SFY 2013 SFY 2014 
initial activities from 1st payer-specific 
cohort to assign the top 3 percent 
highest risk patients to primary care-
based care management or centralized 
care management. 

3.2.2 Metric: 
3.2.2 (5) (MP-I 3 bullet 1) Total number 
and percent of the top 3 percent cohort 
of patients for 1st payer that were 
assigned to primary care-based care 
management or centralized care 
management. 

Numerator:  number of patients that 
have been assigned to centralized or 
site-based care management 

Denominator:  total number of 
patients that are included in the top 3 
percent high risk patient cohort 

3.2.2 Data Source: 
3.2.2 (5) Internal CHA snapshot report 
that will indicate the number of 
patients in the top 3 percent of risk 
stratification results and the number of 
patients that have been assigned to a 
care manager on that snapshot report.  

 

patients from 2 payer-specific cohorts to primary care site-based care 
management or centralized care management as appropriate.  This will 
be measured by the total number or percent of the top 3 percent 
cohort of patients for that payer that have been assigned to primary 
care based care management or centralized care management for 
payer-specific population. 

Numerator:  number of patients that have been assigned to centralized 
or site-based care management 

Denominator:  total number of patients that are included in the top 3 
percent high risk patient cohort 

3.2.2 Data Source: 
3.2.2 (8) Internal CHA snapshot report that will indicate the number of 
patients that have been in the top 3 percent of risk stratification results 
and the number of patients that have been assigned to a care manager 
on that snapshot report.  
3.2.3 Milestone:  Increase in the number of patients identified through 
risk stratification processes assigned to primary care-based care 
management or centralized care management. 

3.2.3 Metrics: 
3.2.3 (9) (MP-I 3 bullet 2) Improvement of 5 percentage points over the 
established baseline in the total proportion of top high risk patients 
(from the top 3 percent cohort of patients) for one payer that have 
been assigned to primary care-based care management or centralized 
care management. 
Numerator:  number of patients that have been assigned to site-based 
care management or centralized care management in FY14. 
Denominator:  total number of patients that is included in the top 3 
percent high risk patient cohort for a specific-payer in FY14. 
Comparator: The FY14 proportion of top high risk patients (from the top 
3 percent payer-specific cohort of patients) assigned to a care manager 



Cambridge Health Alliance Delivery System Transformation Initiatives 3-Year Plan – May 11, 2012 
 

  60 

Project 3.2:  Develop Risk Stratification Capabilities toward Participation in Alternative Payment Models (Master Plan Project 3.1) 

SFY 2012  SFY 2013 SFY 2014 
must be 5 percentage points higher than the FY13 proportion of top 
high risk patients (from the top 3 percent payer-specific cohort of 
patients) assigned to care manager.  If the FY13 percentage is 95 
percent or above, 100 percent assignment in FY14 will qualify for 
meeting 5 percent improvement target. 
3.2.3 Data Source: 
3.2.3 (9) Internal CHA snapshot report that will indicate the number of 
patients that have been in the top 3 percent of risk stratification results 
and the number of patients that have been assigned to a care manager 
on that snapshot report. 
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Project 3.3:  Participate in a Learning Collaborative  
Master Plan Project 3.9 

• Goal:  Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to significantly transform the 
care experience for Massachusetts residents served by eligible safety net hospitals.  As important as individual hospital efforts will be, 
there is even greater potential value in leveraging the hospitals’ efforts for delivery system transformation through the sharing of best 
practices.  

• Rationale: Participation in learning collaborative will provide a forum for eligible DSTI safety net providers to learn from other 
providers that share similar goals and to capitalize on potential synergies in their efforts.  

• Expected Results: Through this project, CHA will join an existing learning collaborative – such as the Brookings-Dartmouth ACO 
Learning Network or another ongoing learning collaborative that aligns with DSTI goals – or will develop a new learning collaborative 
designed to support its transformation goals. Demonstration Year 15 (SFY 2012) goals will be for eligible DSTI safety net hospitals to 
explore existing and/or potential new opportunities for participation in a learning collaborative relative to measure 1. below.  

• Potential project elements Include (All DSTI hospitals must select from among the following project elements): 

A. Explore existing and/or potential new opportunities for participation in learning collaborative whose goals align with the Triple 
Aim and DSTI transformation objectives.  

B. Select a learning collaborative in which to participate, which may consist of either:55 
1. Identifying and joining an existing learning collaborative whose goals align with the Triple Aim and DSTI objectives; OR 
2. Developing a new learning collaborative structure designed to support the hospital’s delivery system transformation goals and 

to align with the Triple Aim and DSTI objectives. 
C. In the case that a hospital elects to develop a new learning collaborative, establish and implement a new learning collaborative 

designed to support the hospital’s delivery system transformation goals under DSTI and to align with the Triple Aim and DSTI 
objectives. 

D. Participate actively in the selected or new learning collaborative. 
E. Report on lessons learned from participation in learning collaborative as they relate to the hospital’s delivery system 

transformation goals under DSTI. 

                                                 
55 CHA plans to select a learning collaborative option during early SFY 2013. 
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• Relation to Other Projects: The learning collaborative model supports the development of a shared culture of continuous 
improvement and innovation, which will facilitate and enhance the individual hospitals’ efforts to advance the Triple Aim through 
their DSTI projects. 

Project 3.3:  Participate in a Learning Collaborative 
SFY 2012  SFY 2013 SFY 2014 
3.3.1 Milestone:  
Explore existing and/or potential new 
opportunities for participation in learning 
collaborative. 
 
3.3.1 Metric:  
3.3.1 (1) (MP-P 1) Hospital meeting 
minutes and/or documentation of 
research findings on learning 
collaboratives. 
3.3.1 Data Source 
3.3.1 (1) Internal hospital documentation 
 

3.3.1 Milestone:  
Participate actively in learning collaborative. 
 
3.3.1 Metric:  
3.3.1 (2) (MP-P 5) Documentation of attendance at and/or 
participation in learning collaborative activities. 
 
3.3.1 Data Source(s): 
3.3.1 (2)  Internal hospital documentation and/or learning 
collaborative documents 
 
Choice of one of the following options for Project Element B 
(select a learning collaborative in which to participate): 
 
Option 1 of Project Element B: 
3.3.2 Milestone:  
Select and join an existing learning collaborative (if selecting 
option 1 of Project Element B). 
3.3.2 Metric:  
3.3.2 (3) (MP-P 2) Documentation of hospital joining learning 
collaborative. 
3.3.2 Data Source 
3.3.2 (3) Internal hospital documentation and/or learning 
collaborative documents 
OR: 

3.3.1 Milestone:  
Participate actively in learning 
collaborative. 
 
3.3.1 Metric: 
3.3.1 (4) (MP-P 5) Documentation of 
attendance at and/or participation in 
learning collaborative activities. 
 
3.3.1 Data Sources(s): 
3.3.1 (4) Internal hospital 
documentation and/or learning 
collaborative documents 
3.3.2 Milestone: Report on lessons 
learned from participation in learning 
collaborative as they relate to the 
hospital’s delivery system 
transformation goals under DSTI. 
3.3.2 Metric:  
3.3.2 (5) (MP-P 6) Hospital report on 
lessons learned. 
3.3.2 Data Source: 
3.3.2 (5) Hospital report 
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Option 2 of Project Element B: 
3.3.2 Milestone:  
Develop a new learning collaborative structure (if selecting option 
2 of Project Element B). 
3.3.2 Metric:  
3.3.2 (3) (MP-P 3) Documentation of new learning collaborative 
goals, structure and membership and/or signed agreement with 
facilitator of new learning collaborative (if applicable). 
3.3.2 Data Source(s): 
3.3.2 (3) Learning collaborative documents and/or agreement 
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Category 4 – Population Focused Improvements 
Pursuant to Section X of Attachment J to the Massachusetts Section 1115 Demonstration 
Special Terms and Conditions, the purpose of Category 4 is to evaluate the impact of the 
investments and system changes described in Categories 1, 2 and 3 through population-focused 
measures. Category 4 metrics recognize that the population-focused objectives do not 
guarantee outcomes but result in learning, adaptation, and progress. As such, eligible safety net 
hospitals will measure and report on selected measures but will not have milestones associated 
with the achievement of specific improvements. Hospitals shall commence reporting Category 4 
measures starting in Demonstration Year 16 (SFY 2013). 

Common Measures  

All participating safety net hospitals will develop plans to report on a core set of Category 4 
measures pursuant to Table 1 of Section X.D of Attachment J. Hospitals shall report on 11 
Common Measures in Demonstration Year 16 (SFY 2013) and report on one additional Common 
Measure in Demonstration Year 17 (SFY 2014), for a total of 12 Common Measures in 
Demonstration Year 17. Because this category involves evaluating the initiatives and system 
changes described in Categories 1, 2, and 3 through population-focused objectives, the 
common measure set is organized around the Triple Aim: 
 
Better Care: Improve the overall quality of the US health system by making health care more 
patient-centered, reliable, accessible, and safe.  These goals, set forward by the Institute of 
Medicine in Crossing the Quality Chasm, are important domains for assessing the effectiveness 
of care improvements. In the context of the DSTI program, there is a focus on both the quality 
and experience of patient care.  
 
One area of increasing national attention has been a focus on improvement of care transitions 
between providers or settings of care. Health care transitions, such as moves in and out of 
hospitals to post-acute care/nursing home care, home care (with and without home care 
supports), or outpatient care have been shown to be prone to medical errors; poor care 
coordination, infections and incorrect usage of medications—leading to potentially avoidable 
hospital readmissions, less than optimal patient health outcomes, and added health care costs.   
This is especially the case for complex care needs, patients with social acuity, and co-occurring 
health conditions.  
 
Given the importance of examining patient care transitions and their effect on patient 
outcomes, three Common Measures, utilizing patient experience of care measures from the 
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey focus on 
whether patients’ felt they had a good understanding of their medications and care needs post-
discharge. Medication adherence and errors are a leading source of unnecessary emergency 
and acute care; therefore, it is an area of shared focus.56  Included within the HCAHPS measures 
is the Three-Item Care Transition Measure (CTM-3). This measure set has recently been added 
as a voluntary option to the HCAHPS survey.  
                                                 
56 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge from 
the Hospital.” Ann Intern Med. (2003) 138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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Better Care also includes a focus on care in Emergency Departments. Reducing the time 
patients remain in the emergency department (ED) can improve access to treatment and 
increase quality of care. Reducing this time potentially improves access to care specific to the 
patient condition and increases the capability to provide additional treatment. Overcrowding 
and heavy emergency resource demand have led to a number of problems, including prolonged 
patient waiting times, increased suffering for those who wait, rushed and unpleasant treatment 
environments, and potentially poor patient outcomes. 

Better Care  
Common Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.1 Care Transitions Measure Set 
(CTM-3) 
 
Voluntary HCAHPS questions 
 
Data Source: Hospital vendor or 
Hospital Compare as available 

Not 
applicable in 
DY16. 
Requires new 
data capture. 

Not 
applicable in 
DY16. 
Requires new 
data capture. 

07/01/12 – 
06/30/13 

7/31/14 

4.2: Patients who reported that staff 
"Always" explained about medicines 
before giving it to them. 
 
HCAHPS Composite (Questions 16 & 
17) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.3: Patients at each hospital who 
reported that YES, they were given 
information about what to do during 
their recovery at home. 
 
HCAHPS Composite (Questions 19 & 
20) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.4: ED Wait Time: Door to Diagnostic 
Evaluation by a Qualified Medical 
Personnel  
 
CMS IQR  measure (OP-20) 
 
Data Source: Hospital Compare 

01/1/2012 - 
06/30/12 

1/31/13 07/1/2012 - 
06/30/13 

1/31/14 
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Better Health: Improve the health of the population by supporting proven interventions and 
enhancing the quality of care delivered. Many of today’s individual health care processes are 
designed to respond to the acute needs of individual patients, rather than to anticipate and 
shape patterns of care for important subgroups. Population health focuses on segmenting the 
population, perhaps according to health status, level of support from family or others, and 
socioeconomic status, to facilitate efficient and appropriate care delivery. The Category 4 
common measures share a focus on examining population dynamics. Two CMS Inpatient 
Quality Reporting/Joint Commission measures report on proven immunization interventions 
that can improve the health of hospitalized populations following discharge—preventing 
subsequent care interventions.57 Two other ambulatory- sensitive measures examine acute 
admissions for chronic obstructive pulmonary disease (COPD) and congestive heart failure 
(CHF) patients—two patient populations of particular concern given their chronic care needs. A 
fifth measure looks at maternal and child health—examining the incidence of low-birth weight 
children, a leading determinant of newborn health especially important for Medicaid 
populations. 

Better Health Common Measures 
DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.5: Pneumonia Immunization 
 
CMS IQR/Joint Commission measure  
IMM-1a 58 
 
Data Source: Hospital Compare 

01/01/12 – 
06/30/12 
 

01/31/13 07/01/12 – 
06/30/13 
 

01/31/14 

4.6: Influenza Immunization 
(seasonal measure) 
 
CMS IQR/Joint Commission measure  
IMM-2 59 
 
Data Source: Hospital Compare 

01/01/12 - 
03/30/12 
 

01/31/13 10/01/12-
03/30/13 
 

01/31/14 

                                                 
57 See Specifications Manual for National Hospital Inpatient Quality Measures for selected references on clinical 
effectiveness of immunizations. Available at http://www.qualitynet.org 
58 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a 
includes all inpatients.  
59 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 
includes all inpatients. 
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Better Health Common Measures 
DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.7: Percent of discharged patients 
under age 75 who were hospitalized 
for Chronic Obstructive Pulmonary 
Disease (Ambulatory Sensitive-
Condition Admissions Measure) 
Modified AHRQ PQI-5: denominator 
modified to include only discharged 
hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.8: Percent of discharged patients 
under age 75 who were hospitalized 
for Congestive Heart Failure 
(Ambulatory Sensitive-Condition 
Admissions Measure) 
Modified AHRQ PQI-8; denominator 
modified to include only discharged 
hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.9: Low Birth Weight Rate: number 
of low birth weight infants per 100 
births60  
AHRQ PQI-9 
Data Source: Hospital records 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

 
Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for 
individuals, families, employers, and the government.  Measures that provide insights both into 
improved opportunities for health care delivery and health care cost-effectiveness are an area 
of particular focus in the Triple Aim. Many of the DSTI Category 1-3 projects include a specific 
focus on improving population health outside of the walls of the hospital (e.g. Primary Care 
Medical Homes, Health Information Exchanges, ACO development, etc.); therefore, it will be 
important to examine measures within the Category 4 Common Measures that look at hospital 
care indicators that are ambulatory-sensitive and that have the potential for better care 
coordination or care venues.  Preventable readmissions are an area of nationwide focus, both 
for their cost and health implications, but also because many readmissions are the result of 
poor care hand-offs and lack of care coordination post discharge. Similarly, many pediatric 
asthma emergency department visits are potentially avoidable with concerted outpatient 
management and care plans; therefore, an ambulatory-care sensitive pediatric asthma 
measure, relevant to Medicaid populations, has been included.  Lastly, a measure of early 
elective delivery examines a practice of care for which the evidence-base suggests can lead to 
unnecessary newborn complications and health care costs.61 
                                                 
60 Hospitals without maternity services are exempted from this measure. 
61 Clark, S., Miller, D., Belfort, M., Dildy, G., Frye, D., & Meyers, J. (2009). Neonatal and maternal outcomes 
associated with elective delivery. [Electronic Version]. Am J Obstet Gynecol. 200:156.e1-156.e4. 
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Cost-Effective Care Common 
Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.10: Hospital 30-day, all-cause 
readmission rate to the index 
hospital following a hospitalization 
for all patients 18 and older (not risk 
adjusted) 
See CMS IQR Readmissions Measures 
(AMI, CHF, and Pneumonia) for a list 
of standard exclusions, including: 1) 
index admissions for patients with 
an in-hospital death, 2) patients 
transferred from the index facility to 
another acute care facility, and 3) 
patients discharged against medical 
advice.62  
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.11: Percent of Emergency 
Department visits for children age 
18 or less with a primary diagnosis of 
asthma--Ambulatory Sensitive-
Condition  
See AHRQ PDI-14 for numerator 
specification. Denominator 
specification includes children ages 2 
to 17 with an ED visit 
Data Source: Hospital ED billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.12: Percent of patients with 
elective vaginal deliveries or elective 
cesarean sections at greater than or 
equal to 37 weeks and less than 39 
weeks of gestation completed63  
MassHealth Maternity Measure-3 
Data Source: MassHealth Quality 
Exchange(MassQEX) 

07/01/11-
06/30/12 

1/31/13 07/01/12-
06/30/13 

1/31/14 

Hospital-Specific Measures 

In addition to the common measures listed in above, hospitals must select hospital-specific 
measures on which to report according to the projects they have selected in Categories 1-3. 
Hospitals must select for reporting in Category 4 a minimum of one measure per project up to a 
total of 15 Category 4 hospital-specific measures for projects selected in Categories 1-3. Project 
                                                 
62 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only 
one is counted as a readmission. No admissions within 30 days of discharge from an index admission are 
considered as additional index admissions. The next eligible admission after the 30-day time period following an 
index admission will be considered another index admission. 
63 Hospitals without maternity services are exempted from this measure. 
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3.9:  Participate in a Learning Collaborative will not have associated Category 4 hospital-specific 
measures.  Hospitals shall choose from the options listed in the Master DSTI Plan, which are 
associated with the project in Categories 1-3 to which they pertain.64  
 

                                                 
64 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a 
hospital’s denominator population for a given measure is not sufficiently large to produce statistically valid data, 
then hospitals shall not be required to report the data under Category 4 measures.  
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Hospital-specific measures 

For each project a hospital selects in its individual DSTI plan, the hospital shall elect at least one 
measure per project in Categories 1, 2, and 3 up to a maximum total of 15 Category 4 hospital-
specific measures on which the hospital will include a plan to report, selected from the list 
included in Table 2 of Section X.D of Attachment J.  Master DSTI Plan Project 3.9 (CHA’s Project 
3.3):  Participate in a Learning Collaborative will not have associated Category 4 hospital-
specific measures.   

4.13  Related to Project 1.1:  Expand Patient-Centered Medical Home (PCMH) Home:  

CHA will report on a key access to care measure (Master DSTI Plan Project 1.1, ID: PCMHI 0033) 
developed by the Massachusetts Patient-Centered Medical Home Initiative (MA PCMHI), which 
has also been endorsed by the Institute for Healthcare Improvement.  

An essential component of care to patients in a Patient-Centered Medical Home is timely access 
to care. This is geared at ensuring preventive care as well as timely attention to health 
conditions to prevent complications and more costly care settings.  The measure, time to third 
next available appointment, has been adopted by the MA Patient-Centered Medical Home 
Initiative as a key access to care measure.  It measures the average length of time in days 
between the day a patient makes a request for an appointment with a primary care clinician 
and the third available appointment.  
 
The Institute for Healthcare Improvement (IHI), in its Improving Primary Care Access work, 
recommends the third next available appointment measure as a “sensitive reflection of true 
appointment availability” because it eliminates the effect of chance occurrences such as 
cancellations.65  

 4.14  Related to Project 1.1: Customization of Patient Continuity of Care:   
CHA will report (Master DSTI Plan Project 1.1, ID: Customization of Patient Continuity of Care) 
on visit continuity for patients with their primary care physician or the primary care physician 
and the primary care team. This measures the number of times patients visited their CHA 
primary care site and saw their primary care physician or the primary care physician and the 
primary care team as a percentage of total patient visits to a CHA primary care site. Continuity 
of care builds patient trust in the availability of their physician or the primary care physician 
and/or the primary care team.66 

4.15  Related to Project 1.2: Integrate Primary Care and Behavioral Health: 

CHA will report (Master DSTI Plan Project 1.2, ID: Customized Measure on Patients Started on 
an Anti-Depressant Medication) on a customized measure for adult patients with a new episode 
of depression and their outcomes after initiation of an anti-depressant medication in primary 
care.  
                                                 
65 http://www.ihi.org/knowledge/Pages/Measures/ThirdNextAvailableAppointment.aspx 
66 “Continuity of physician care is associated with more positive [patient] assessments of the visit and appears to 
be particularly important for more vulnerable patients” including less educated patients, Medicaid patients, and 
patients with a number of chronic conditions was the conclusion of a study: Nutting PA, Goodwin MA, Flocke SA, 
Zyzanski SJ, Stange KC. “Continuity of primary care: to whom does it matter and when?” Ann Fam Med. 2003 Sep-
Oct; 1(3):149-55. 
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This measure assesses the percentage of adult patients, with a new episode of depression and 
started on an anti-depressant medication in primary care, that have a 50 percent reduction in 
their PHQ-9 score during the 16 week acute phase.  

“Depression is the leading cause of disability in the United States and depressed medical 
patients have increased disability, health-care utilization, and mortality from suicide and other 
causes, as well as reduced productivity and health-related quality of life”.67 Identifying patients 
with depression through consistent clinical screening and devising appropriate treatment plans 
is central to CHA’s primary care and behavioral health integration initiative. 

4.16  Related to Project 2.1: Implement Primary Care-Based System of Complex Care 
Management:  

CHA will report (Master DSTI Plan Project 2.5, ID: PCMHI 0012) on two Category 4 hospital-
specific measures related to its project to implement a complex care management program for 
high risk patients in primary care medical homes sites.  The first measure is on primary care 
follow-up post-hospitalization which has been developed by MA PCMHI.  The measure tracks 
the percentage of hospitalized patients who have clinical, telephonic, or face-to-face follow-up 
interaction with the care team within two days of hospital discharge during the measurement 
period.   

Research has shown that the transition between the inpatient and outpatient setting is a high-
risk period for patients. The presence and role of the primary care provider is critical during this 
transition, and the absence of timely primary care follow-up can result in increased 
readmissions.68 CHA has defined high-risk patients for the complex care management program 
to include patients who are discharged for inpatient care.  This measure is therefore a key 
indicator of the complex care management program as well as to improve care transitions.  

 4.17  Related to Project 2.1: Implement Primary Care-Based System of Complex Care 
Management:  

In addition, CHA will report (Master DSTI Plan Project 2.5, ID: PCMHI 0013) on a second 
Category 4 hospital-specific measure for its primary care-based complex care management 
program.  This measure is for primary care follow-up post-emergency room utilization with a 
documented chronic illness problem.  This measure has been developed by MA PCMHI and 
focuses on clinical, telephonic, or face-to-face follow-up within two days of the emergency 
room visit during the measurement period. 

“A qualitative study by the Center for Studying Health System Change examined emergency and 
primary care physicians’ ability—and willingness—to communicate and coordinate care, finding 
that haphazard communication and poor coordination often exist. This discontinuity 
undermines effective care through duplicative treatment and misapplied treatment. In 
addition, primary care physicians lose opportunities to educate their patients about when it is 
appropriate to use emergency departments. This can be even more critical for patients with 

                                                 
67Agency for Healthcare Research and Quality, National Quality Measures Clearinghouse. Available at 
http://www.qualitymeasur+es.ahrq.gov/content.aspx?id=32471&search=depression+screening accessed on Mar 
26, 2012. 
68 Misky GJ, Wald HL, Coleman EA. “Post-hospitalization transitions: Examining the effects of timing of primary care 
provider follow-up.” Journal of Hospital Medicine. 2010. 

http://www.qualitymeasur+es.ahrq.gov/content.aspx?id=32471&search=depression+screening
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chronic illnesses who may have complex medical histories.”69 Primary Care follow-up post-
emergency room utilization is also part of CHA’s on-going quality program to encourage 
appropriate emergency services use. 

4.18 – 4.22 Related to Project 2.2: Improve Management of Chronic Disease - Diabetes 
Initiative:  

CHA has identified three measures of improved management of diabetes for consideration in 
its Category 4 metrics related to its project to improve adult diabetes management.  These 
measures have all been endorsed by the MA PCMHI collaborative and are direct matches to the 
NQF measures with the exception of adjustments to the measurement period.  Two of the 
measures focus on good control (direct match to NQF 0575) (Master DSTI Plan Project 2.1, ID: 
NQF 0575) and poor control (direct match to NQF 0059) of blood sugar levels (HbA1c) (Master 
DSTI Plan Project 2.1, ID: NQF 0059) respectively.   

The third adult diabetes measure is for hypertension/blood pressure control, which is a direct 
match to NQF 0061 (Master DSTI Plan Project 2.1, ID: NQF 0061), except for a changed 
measurement period.  

Both epidemiological studies and clinical trials strongly underscore that blood sugar levels 
(HbA1c) and blood pressure control are predictors of significant clinical outcomes in diabetes  
and related interventions have the greatest potential to extend life and sustain quality of life for 
adults with diabetes.70  Clinical strategies that simultaneously control blood sugar and blood 
pressure may yield multiplicative benefits. For example, one such diabetes clinical trial showed 
that simultaneous intensification of care across these clinical domains reduced major 
cardiovascular events by 50 percent over an 8-year period.”71  These measures are key clinical 
indicators of improved care management and health for adult patients with diabetes sought 
through CHA’s primary care-based multi-disciplinary diabetes approach including pharmacist-
led diabetes medication management services and nursing-led patient education and self-
management services.  

The fourth and fifth adult diabetes measures are for eye exam and micro-albumin (urine 
protein) screening, a direct match to NQF 0055 (PCMHI 0055) (Master DSTI Plan Project 2.1, ID: 
NQF 0055) and NQF 0062 (Master DSTI Plan Project 2.1, ID: NQF 0062) respectively. These 
ambulatory care-sensitive measures of short-term and long-term complications are essential to 
identifying conditions and disease progression that may result from chronic diabetes and form 
the basis for treatment plans. 

4.23 – 4.24  Related to Project 3.1: Develop Capacity to Address the Population Health of 
the Community Associated with the Triple Aim and Alternative Payment Models:  

CHA will report on two measures related to its population health initiated focused on tobacco 
use screening and cessation intervention, both of which have been endorsed by the MA PCMH 
collaborative and are a direct match to NQF 0028a (Master DSTI Plan Project 3.7, ID: NQF 

                                                 
69 http://www.nihcr.org/ED-Coordination.html 
70 O’Connor P. “Improving Diabetes Care by Combating Clinical Inertia” Health Services Research (Dec 2006) v40 (6 
Pt 1),  
71 Gaede P., et.al. “Multifactorial intervention and cardiovascular disease in patients with type 2 diabetes” New 
England Journal of Medicine. (2003) Jan 30;348(5):383-93. 

http://www.nihcr.org/ED-Coordination.html
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0028a) and b (Master DSTI Plan Project 3.7, ID: NQF 0028b), except for changed measurement 
period. 

”Tobacco use is the most important and frequent cause of death, morbidity, and healthcare 
costs, causing 435,000 deaths in the United States, or 18.1 percent of the total in 2000.’72 
Identifying patients who use tobacco through consistent clinical screening and repeated clinical 
tobacco-cessation interventions has been identified as one of the three most important and 
cost-effective preventive services that can be provided in medical practice.73    The U.S. 
Preventive Services Task Force (USPSTF) recommends that clinicians screen all adults for 
tobacco use and provide tobacco-cessation interventions for those who use tobacco products.  
The USPSTF found “good evidence that brief smoking cessation interventions, including 
screening, brief behavioral counseling (less than 3 minutes), and pharmacotherapy delivered in 
primary care settings, are effective in increasing the proportion of smokers who successfully 
quit smoking and remain abstinent after one year.”74   

Furthermore, the 2000 Public Health Service guideline confirms that identifying smokers and 
providing them with brief advice and cessation assistance in clinical practice are both effective 
and cost effective.75 

CHA plans to incorporate tobacco use screening as a vital sign into primary care practice and to 
make cessation intervention as a priority.  These measures will report on these population-
focused improvements within CHA’s participating primary care practices.  

4.25  Related to Project 3.2: Develop Risk Stratification Capabilities for Patient Populations 
and Alternative Payment Models:  

CHA will report (Master DSTI Plan Project 3.1, ID: Customized Measure) on a customized 
measure of costs avoided due to interventions triggered by top 3 percent high-risk stratification 
identification. CHA’s initiative to develop risk stratification capabilities is related to alternative 
payment arrangements it is undertaking.  CHA will report on estimated costs avoided due to 
interventions triggered by top 3 percent high-risk stratification identification for a payer-specific 
population.   In SFY 2013, CHA will report on these changes related to its first payer-specific 
population, and in SFY 2014, CHA will report on results from two payer-specific population.     

                                                 
72 Arias E. “United States life tables, 2000 “ Natl Vital Stat Rep. (2002); 51:1–38. 
73 Solberg LI, MD, Maciosek MV, PhD, Edwards NM, MS, Khanchandani HS, MPH, Goodman MJ, PhD. “Repeated 
Tobacco-Use Screening and Intervention in Clinical Practice Health Impact and Cost Effectiveness.” Am J Prev Med. 
(2006); 31(1):62–71). 
74 U.S. Preventive Services Task Force.  Counseling to prevent tobacco use and tobacco-caused disease. Nov 2003. 
75 Centers for Disease Control and Prevention. “Smoking attributable mortality, morbidity, and economic costs.” 
(SAMMEC). Available at: http://apps.nccd.cdc.gov/sammec/. Accessed June 13, 2005. 
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Measures in any fiscal year are reported for implemented sites, such as implemented 
PCMH sites, implemented primary care pilot sites, primary care sites with 
implemented complex care management, or other pilot sites directly engaged in an 
initiative. 

   

4.13 Related to Project 1.1: Expand Patient-Centered Medical Home (PCMH) Home – 
Access Measure.  IHI Improving Primary Care Access Measure: (Master DSTI Plan 
Project 1.1, ID: PCMHI 0033) 
Average third next available appointment (wait time) for the practice at implemented 
PCMH sites. 
Numerator: The sum of all primary care providers’ days to the 3rd next available 
appointment. 
Denominator: The number of provider FTEs at that primary care site. 

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 

4.14 Related to Project 1.1: Expand Patient-Centered Medical Home (PCMH) Home – 
Customization of Patient Continuity of Care, IHI Primary Care Team Member / Patient 
Continuity measure: (Master DSTI Plan Project 1.1, ID: Customization of Patient 
Continuity of Care) 
Continuity of Care Measure: measures visit continuity for patients with their primary 
care physician or the primary care physician and the primary care team. 

N/A Measurement Period: 
January 1, 2012 – 
December 31, 2012 
Report Date:  January 
31, 2013 

Measurement Period: 
January 1, 2013 – 
December 31, 2013 
Report Date:  January 
31, 2014 

4.15 Related to Project 1.2: Integrate Primary Care and Behavioral Health – 
Improvement in Adults with New Episode of Depression and Started on an Anti-
Depressant Medication. Customized Measure (Master DSTI Plan Project 1.2, ID: 
Customized Measure on Patients Started on an Anti-Depressant Medication) 
Numerator: # of patients 18 years and older with a new episode of depression alone 
and started on an anti-depressant in primary care, who have had a 50 percent 
reduction in their PHQ9 score during the 16 week acute phase defined at pilot site(s) in 
the past 12 months.    
Denominator: All patients 18 years and older with a new episode of depression alone 
and started on an anti-depressant in primary care at defined at pilot site(s), who 
received an annual physical exam in the last 12 months at a participating CHA primary 
care pilot site.   

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 

4.16 Related to Project 2.1: Implement Primary Care-Based System of Complex Care 
Management – Primary Care Follow-up Post-hospitalization Measure developed by MA 
PCMHI. (Master DSTI Plan Project 2.5, ID: PCMHI 0012) 
PCMHI 0012:  Percent of hospitalized patients who have clinical, telephonic or face-to-

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
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face follow-up interaction with the care team within 2 days of discharge during the 
measurement period at primary care sites with implemented complex care 
management. 
Numerator: the number of medically hospitalized inpatients at CHA with a CHA PCP, 
who the provider has been notified about and who have clinical, telephonic or face-to-
face follow-up interaction with care team within 2 business days of discharge. 
Denominator: the number of medically hospitalized patients with a CHA PCP 
discharged to home from a CHA hospital and that the provider has been notified 
about.   

31, 2013 31, 2014 

4.17 Related to Project 2.1: Implement Primary Care-Based System of Complex Care 
Management – Primary Care Follow-up Post-Emergency Room Utilization for Patients 
with Chronic Illness Measure developed by MA PCMHI. (Master DSTI Plan Project 2.5, 
ID: PCMHI 0013) 
PCMHI 0013:  Percent of patients who have been seen in the Emergency Room with a 
documented chronic illness problem, who have clinical telephonic or face-to-face 
follow-up interaction with the care team within 2 days of ER visit during the 
measurement period at primary care sites with implemented complex care 
management.   
Numerator: the number of CHA primary care panel patients seen in a CHA Emergency 
Room with a documented chronic illness problem (COPD, Diabetes, Asthma, CHF, or 
Depression), who have clinical, telephonic or face to face follow-up interaction with 
the care team within 2 business days of the ER visit.  
Denominator: The number of CHA primary care panel patients seen in a CHA 
Emergency Room with a documented chronic illness problem  (COPD, Diabetes, 
Asthma, CHF, or Depression). CHA primary care patients are those patients at 
participating primary care complex care management sites who have had at least one 
primary care visit at CHA during the past 2 years. 

N/A Measurement Period: 
January 1, 2012 – 
December 31, 2012 
Report Date: January 
31, 2012 

Measurement Period: 
January 1, 2013 – 
December 31, 2013 
Report Date: January 
31, 2014 

4.18 Related to Project 2.2: Improve Management of Chronic Disease - Diabetes 
Initiative – Adult Diabetes Measure: Good Control of Blood Sugar Levels (HbA1c).  
Direct match to NQF 0575, except for changed measurement period. (Master DSTI Plan 
Project 2.1, ID: NQF 0575) 
Percent patients 18-75 years of age with diabetes (type 1 or type 2) who had HbA1c 
<8.0 percent during the measurement period at implemented primary care pilot sites. 
Numerator: count(s) of patients 18–75 years of age with diabetes (type 1 or type 2) 

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 
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who had HbA1c <8.0 percent. 
Denominator: active patients in the diabetes registry between 18–75 years of age with 
diabetes (type 1 or type 2).  Exclusions:  patients with gestational diabetes, steroid-
induced diabetes, and polycystic ovaries. 
4.19 Related to Project 2.2: Improve Management of Chronic Disease – Diabetes 
Initiative – Adult Diabetes Measure: Poor Control of Blood Sugar Levels (HbA1c). Direct 
match to NQF 0059, except for changed measurement period. (Master DSTI Plan 
Project 2.1, ID: NQF 0059) 
Percent patients 18-75 years of age with diabetes (type 1 or type 2) who had HbA1c 
>9.0 percent during the measurement period at implemented primary care pilot sites. 
Numerator: count(s) of patients 18–75 years of age with diabetes (type 1 or type 2) 
who had HbA1c >9.0 percent. 
Denominator: active patients in the diabetes registry between 18–75 years of age with 
diabetes (type 1 or type 2).  Exclusions:  patients with gestational diabetes, steroid-
induced diabetes, and polycystic ovaries.  

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 

4.20 Related to Project 2.2: Improve Management of Chronic Disease - Diabetes 
Initiative – Adult Diabetes Measure: Hypertension/Blood Pressure Control. Direct 
match to NQF 0061, except for changed measurement period. (Master DSTI Plan 
Project 2.1, ID: NQF 0061) 
Percent patients 18-75 years of age with diabetes (type 1 or type 2) who had BP 
<140/90 mmHg during the measurement period at implemented primary care pilot 
sites. 
Numerator: count(s) of patients 18–75 years of age with diabetes (type 1 or type 2) 
who had BP <140/90 mmHg. 
Denominator: active patients in the diabetes registry between 18–75 years of age with 
diabetes (type 1 or type 2).  Exclusions:  patients with gestational diabetes, steroid-
induced diabetes, and polycystic ovaries. 

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 
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4.21 Related to Project 2.2: Improve Management of Chronic Disease - Diabetes 
Initiative – Adult Diabetes Measure: Percent of adult patients with diabetes (type 1 or 
type 2) who had eye exam at least once during the measurement period at 
implemented pilot sites. (Master DSTI Plan Project 2.1, ID: NQF 0055) 
NQF0055: Percentage of adult patients with diabetes aged 18-75 years who received 
an eye screening for diabetic retinal disease during the measurement year  
Numerator: count(s) of patients 18–75 years of age with diabetes (type 1 or type 2) 
who had eye exam. 
Denominator: active patients in the diabetes registry between 18–75 years of age with 
diabetes (type 1 or type 2).  Exclusions:  patients with gestational diabetes, steroid-
induced diabetes, and polycystic ovaries. 

 Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 

4.22 Related to Project 2.2: Improve Management of Chronic Disease - Diabetes 
Initiative – Adult Diabetes Measure: Percent of adult patients with diabetes (type 1 or 
type 2) who had micro-albumin screening at least once during the measurement 
period at implemented pilot sites. (Master DSTI Plan Project 2.1, ID: NQF 0062) 
NQF0062: Percentage of adult diabetes patients aged 18-75 years with at least one test 
for microalbumin during the measurement year or who had evidence of medical 
attention for existing nephropathy (diagnosis of nephropathy or documentation of 
microalbuminuria or albuminuria). 
Numerator: count(s) of patients 18–75 years of age with diabetes (type 1 or type 2) 
who had micro-albumin screening. 
Denominator: active patients in the diabetes registry between 18–75 years of age with 
diabetes (type 1 or type 2).  Exclusions:  patients with gestational diabetes, steroid-
induced diabetes, and polycystic ovaries. 
 

 Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 

4.23 Related to Project 3.1: Develop Capacity to Address the Population Health of the 
Community associated with the Triple Aim and Alternative Payment Models – Adult 
Tobacco Use Screening Measure. Direct match to NQF 0028a, except for changed 
measurement period. (Master DSTI Plan Project 3.7, ID: NQF 0028a) 
Percent of patients 18 years and older who were queried about tobacco use in the past 
24 months at implemented primary care pilot site(s). 
Numerator: # of patients 18 years and older who have been seen for at least two office 
visits at CHA, who were queried about tobacco use one or more times in the past 24 
months. 

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 
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Denominator: patients 18 years and older, who have been seen either for one visit to a 
CHA primary care location or at least two office visits at CHA and have a CHA PCP, 
within 24 months. 
4.24 Related to Project 3.1: Develop Capacity to Address the Population Health of the 
Community associated with the Triple Aim and Alternative Payment Models – Adult 
Tobacco Use Cessation Intervention Measure. Direct match to NQF 0028b, except for 
changed measurement period. (Master DSTI Plan Project 3.7, ID: NQF 0028b) 
Percent of patients 18 years and older, identified as tobacco users, who received 
cessation intervention in the past 24 months at implemented primary care pilot site(s). 
Numerator: # of patients 18 years and older, identified as tobacco users within the 
past 24 months and have been seen for at least two primary care visits at CHA, who 
received cessation intervention. 
Denominator: patients 18 years and older, who have been seen either for one visit to a 
CHA primary care location or at least two office visits at CHA and have a CHA PCP, 
within 24 months. 

N/A Measurement Period: 
January 1, 2012 –
December 31, 2012 
Report Date: January 
31, 2013 

Measurement Period: 
January1, 2013 –
December 31, 2013 
Report Date: January 
31, 2014 

4.25 Related to Project 3.2: Develop Risk Stratification Capabilities – Measure of costs 
avoided due to interventions triggered by top 3 percent high-risk stratification 
identification. CHA customized measure. (Master DSTI Plan Project 3.1, ID: Customized 
Measure) 
Report of estimated costs avoided due to interventions triggered by top 3  high risk 
identification and related care management interventions for payer-specific 
population(s).  
• Estimate expected annualized cost based on members’ experience  prior to care 

management 
• Estimate costs avoided due to care management by the difference in actual claims 

at the end of the enrollment period and expected claims, triggered by top 3 
percent high risk identification through risk stratification. 

N/A Report on Initial 
Results from SFY 2012 
Activities 

Report on Results 
from Two Payer 
Populations 
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Appendix A 

 
 
 

Massachusetts Delivery System Transformation Initiatives (DSTI) SFY12-14
Metric Funding Allocation Table

Hospital Name: Cambridge Health Alliance
DSTI Proportional 0.2143

CATEGORY, PROJECT, 
METRIC

Optional 
Adjustment (%) Metric Value

CATEGORY, PROJECT, 
METRIC

  Optional 
Adjustment 
(%) Metric Value

CATEGORY, PROJECT, 
METRIC

 Optional 
Adjustment 
(%) Metric Value

Cat 1  Integration Cat 1  Integration Cat 1  Integration
Annual Metric Base Value $3,349,333 Annual Metric Base Value $5,024,000 Annual Metric Base Value $5,024,000

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $717,653

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $1,076,480

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $1,076,480

Metric Base Value Adjusted 
for # Metrics $598,044

Metric Base Value Adjusted 
for # Metrics $489,309

Metric Base Value Adjusted 
for # Metrics $538,240

 1.1.1 (1) 1.00                     $598,044  1.1.1 (7) 1.20                  $587,171  1.1.1 (18) 1.20                 $645,888
 1.1.1 (2) 1.00                     $598,044  1.1.1 (8) 1.20                  $587,171  1.1.1 (19) 1.20                 $645,888
 1.1.1 (3) 1.00                     $598,044  1.1.1 (9) 1.20                  $587,171  1.1.1 (20) 1.20                 $645,888
 1.1.2 (4) 1.00                     $598,044  1.1.1 (10) 1.10                  $538,240  1.1.1 (21) 1.20                 $645,888
 1.1.2 (5) 1.00                     $598,044  1.1.1 (11) 1.10                  $538,240  1.1.2 (22) 0.80                 $430,592
 1.1.3 (6) 1.00                     $598,044  1.1.2 (12) 0.80                  $391,447  1.1.2 (23) 0.80                 $430,592

 1.1.2 (13) 0.80                  $391,447  1.1.2 (24) 0.80                 $430,592
 1.1.2 (14) 0.80                  $391,447  1.1.2 (25) 0.80                 $430,592
 1.1.2 (15) 0.80                  $391,447  1.1.3 (26) 1.00                 $538,240
 1.1.3 (16) 1.00                  $489,309  1.1.4 (27) 1.00                 $538,240
 1.1.4 (17) 1.00                  $489,309

Project Subtotal $3,588,267 Project Subtotal $5,382,400 Project Subtotal $5,382,400

Metric Base Value Adjusted 
for # Metrics $1,196,089

Metric Base Value Adjusted 
for # Metrics $897,067

Metric Base Value Adjusted 
for # Metrics $598,044

 1.2.1 (1) 1.00                     $1,196,089  1.2.1 (4) 1.00                  $897,067  1.2.1 (10) 1.00                 $598,044
 1.2.2 (2) 1.00                     $1,196,089  1.2.1 (5) 1.00                  $897,067  1.2.2 (11) 1.00                 $598,044
 1.2.3 (3) 1.00                     $1,196,089  1.2.1 (6) 1.00                  $897,067  1.2.3 (12) 1.00                 $598,044

 1.2.1 (7) 1.20                  $1,076,480  1.2.3 (13) 1.00                 $598,044
 1.2.2 (8) 1.00                  $897,067  1.2.3 (14) 1.00                 $598,044
 1.2.3 (9) 0.80                  $717,653  1.2.4 (15) 0.80                 $478,436

 1.2.5 (16) 1.20                 $717,653
 1.2.5 (17) 0.80                 $478,436
 1.2.6 (18) 1.20                 $717,653

Project Subtotal $3,588,267 Project Subtotal $5,382,400 Project Subtotal $5,382,400

CAT 2: Innovations CAT 2: Innovations CAT 2: Innovations
Annual Metric Base Value $3,349,333 Annual Metric Base Value $5,024,000 Annual Metric Base Value $5,024,000

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $717,653

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $1,076,480

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $1,076,480

Metric Base Value Adjusted 
for # Metrics $1,196,089

Metric Base Value Adjusted 
for # Metrics $1,076,480

Metric Base Value Adjusted 
for # Metrics $1,345,600

2.1.1 (1) 1.00                     $1,196,089 2.1.1 (4) 1.20                  $1,291,776 2.1.1 (9) 1.00                 $1,345,600
2.1.2 (2) 1.00                     $1,196,089 2.1.1 (5) 0.80                  $861,184 2.1.1 (10) 1.00                 $1,345,600
2.1.3 (3) 1.00                     $1,196,089 2.1.1 (6) 0.80                  $861,184 2.1.2 (11) 1.00                 $1,345,600

2.1.1 (7) 1.20                  $1,291,776 2.1.3 (12) 1.00                 $1,345,600
2.1.2 (8) 1.00                  $1,076,480

Project Subtotal $3,588,267 Project Subtotal $5,382,400 Project Subtotal $5,382,400

Metric Base Value Adjusted 
for # Metrics $598,044

Metric Base Value Adjusted 
for # Metrics $897,067

Metric Base Value Adjusted 
for # Metrics $1,076,480

2.2.1 (1) 1.00                     $598,044 2.2.1 (7) 1.20                  $1,076,480  2.2.1 (13) 1.20                 $1,291,776
2.2.1 (2) 1.00                     $598,044 2.2.2 (8) 1.20                  $1,076,480  2.2.2 (14) 1.20                 $1,291,776
2.2.2 (3) 1.00                     $598,044 2.2.3 (9) 1.00                  $897,067  2.2.2 (15) 1.00                 $1,076,480
2.2.2 (4) 1.00                     $598,044 2.2.3 (10) 1.00                  $897,067  2.2.3 (16) 0.80                 $861,184
2.2.3 (5) 1.00                     $598,044 2.2.3 (11) 0.80                  $717,653  2.2.4 (17) 0.80                 $861,184
2.2.4 (6) 1.00                     $598,044 2.2.4 (12) 0.80                  $717,653

Project Subtotal $3,588,267 Project Subtotal $5,382,400 Project Subtotal $5,382,400

Project 2.2: Improve Management of Chronic Disease - Diabetes 
Initiative

DY 15/SFY12  DY 16/SFY13 DY 17/SFY14

Project 1.1: Expand Patient-Centered Medical Home (PCMH)

Project 1.2: Integrate Primary Care and Behavioral HealthProject 1.2: Integrate Primary Care and Behavioral Health

Project 2.1: Implement Primary Care-Based System of Complex 
Care Management

Project 2.2: Improve Management of Chronic Disease - 
Diabetes Initiative

Project 2.1: Implement Primary Care-Based System of Complex 
Care Management

Project 1.1: Expand Patient-Centered Medical Home (PCMH)Project 1.1: Expand Patient-Centered Medical Home (PCMH)

Project 2.2: Improve Management of Chronic Disease - Diabetes 
Initiative

Project 1.2: Integrate Primary Care and Behavioral Health

Project 2.1: Implement Primary Care-Based System of Complex 
Care Management
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Annual Metric Base Value $3,349,333 Annual Metric Base Value $5,024,000 Annual Metric Base Value $5,024,000   j  
for Proportional Allotment 

Factor $717,653

   j  
for Proportional Allotment 

Factor $1,076,480

   j  
for Proportional Allotment 

Factor $1,076,480

Metric Base Value Adjusted 
for # Metrics $897,067

Metric Base Value Adjusted 
for # Metrics $897,067

Metric Base Value Adjusted 
for # Metrics $897,067

 3.1.1 (1) 1.00                     $897,067 3.1.1 (5) 1.00                  $897,067  3.1.1 (11) 0.80                 $717,653
 3.1.2 (2) 1.00                     $897,067 3.1.1 (6) 1.20                  $1,076,480  3.1.1 (12) 1.20                 $1,076,480
 3.1.3 (3) 1.00                     $897,067 3.1.1 (7) 1.00                  $897,067  3.1.2 (13) 0.80                 $717,653
 3.1.4 (4) 1.00                     $897,067 3.1.1 (8) 1.00                  $897,067  3.1.3 (14) 1.00                 $897,067

3.1.2 (9) 1.00                  $897,067  3.1.3 (15) 1.00                 $897,067
3.1.3 (10) 0.80                  $717,653  3.1.4 (16) 1.20                 $1,076,480

Project Subtotal $3,588,267 Project Subtotal $5,382,400 Project Subtotal $5,382,400

Metric Base Value Adjusted 
for # Metrics $1,794,133

Metric Base Value Adjusted 
for # Metrics $1,794,133

Metric Base Value Adjusted 
for # Metrics $1,345,600

 3.2.1 (1) 1.00                     $1,794,133  3.2.1 (3) 1.00                  $1,794,133  3.2.1 (6) 1.20                 $1,614,720
 3.2.1 (2) 1.00                     $1,794,133  3.2.1 (4) 1.00                  $1,794,133  3.2.1 (7) 1.20                 $1,614,720

 3.2.2 (5) 1.00                  $1,794,133  3.2.2 (8) 0.80                 $1,076,480
 3.2.3 (9) 0.80                 $1,076,480

Project Subtotal $3,588,267 Project Subtotal $5,382,400 Project Subtotal $5,382,400

  Learning Collaborative 
Annual Metric Base Value $837,333

  Learning Collaborative 
Annual Metric Base Value $1,256,000

  Learning Collaborative 
Annual Metric Base Value $1,256,000

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $179,413

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $269,120

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $269,120
Metric Base Value Adjusted 

for # Metrics $897,067
Metric Base Value Adjusted 

for # Metrics $672,800
Metric Base Value Adjusted 

for # Metrics $672,800
3.3.1.(1) 1.00                     $897,067 3.3.1.(2) 1.00                  $672,800 3.3.1 (4) 1.00                 $672,800

3.3.2.(3) 1.00                  $672,800 3.3.2 (5) 1.00                 $672,800
Project Subtotal $897,067 Project Subtotal $1,345,600 Project Subtotal $1,345,600

Annual Metric Base Value N/A Annual Metric Base Value $3,078,431 Annual Metric Base Value $2,907,407

Metric Base Value Adjusted 
for Proportional Allotment 

Factor N/A

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $659,608

Metric Base Value Adjusted 
for Proportional Allotment 

Factor $622,963
Metric Base Value Adjusted 

for # Metrics N/A
Metric Base Value Adjusted 

for # Metrics $467,222
Metric Base Value Adjusted 

for # Metrics $448,533
# Measures Reported N/A # Measures Reported 24 # Measures Reported 25

Category 4 Subtotal $0 Category 4 Subtotal $11,213,333 Category 4 Subtotal $11,213,333

Annual Target Total $22,426,667 Annual Target Total $44,853,333 Annual Target Total $44,853,333
Payment for Plan Approval $22,426,667 $0 $0
Total SFY Claiming $44,853,333 $44,853,333 $44,853,333

Project 3.1: Develop Capacity to Address the Population Health 
of the Community associated with the Triple Aim

CAT 3: Payment Reform

CAT 4: Population Health

Project 3.3: Learning Collaborative

Project 3.1: Develop Capacity to Address the Population Health 
of the Community associated with the Triple Aim

Project 3.2: Develop Risk Stratification Capabilities toward 
Participation in Alternative Payment Models

Project 3.3: Learning Collaborative

CAT 3: Payment Reform

Project 3.1: Develop Capacity to Address the Population Health of 
the Community associated with the Triple Aim

CAT 3: Payment Reform

Project 3.2: Develop Risk Stratification Capabilities toward 
Participation in Alternative Payment Models

Project 3.2: Develop Risk Stratification Capabilities toward 
Participation in Alternative Payment Models

Project 3.3: Learning Collaborative

CAT 4: Population Health CAT 4: Population Health
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Rationale for Any Optional Adjustment to Metric Values Incorporated Above
Rationale Key:
1. Differences in quality infrastructure.
2. Differences in external supports for improvements.
3. Differences in patient populations.
4. Differential levels of metric goals (e.g. larger scope vs. smaller scope).
5. Differences versus process metrics and improvement metrics.

DY15/SFY 2012
Metric: Adjustment Key Reason Brief Narrative Explaining Rationale for Adjustment.

N/A

DY16/SFY 2013
Metric: Adjustment Key Reason Brief Narrative Explaining Rationale for Adjustment.
 1.1.1 (7) 1.20                     5.
 1.1.1 (8) 1.20                     5.
 1.1.1 (9) 1.20                     5.
 1.1.1 (10) 1.10                     5.
 1.1.1 (11) 1.10                     5.
 1.1.2 (12) 0.80                     5.
 1.1.2 (13) 0.80                     4.
 1.1.2 (14) 0.80                     4.
 1.1.2 (15) 0.80                     5.
 1.2.1 (7) 1.20                     1.

 1.2.3 (9) 0.80                     5.
 2.1.1 (4) 1.20                     5.
 2.1.1 (5) 0.80                     4.
 2.1.1 (6) 0.80                     4.
 2.1.1 (7) 1.20                     1.

2.2.1 (7) 1.20                     1.

2.2.2 (8) 1.20                     1.
2.2.3 (11) 0.80                     4.
2.2.4 (12) 0.80                     4.

 3.1.1 (6) 1.20                     1.
 3.1.3 (10) 0.80                     5.
DY17/SFY 2014
Metric: Adjustment Key Reason Brief Narrative Explaining Rationale for Adjustment.
 1.1.1 (18) 1.20                     5.
 1.1.1 (19) 1.20                     5.
 1.1.1 (20) 1.20                     5.
 1.1.1 (21) 1.20                     5.
 1.1.2 (22) 0.80                     4.
 1.1.2 (23) 0.80                     5.
 1.1.2 (24) 0.80                     4.
 1.1.2 (25) 0.80                     5.
 1.2.4 (15) 0.80                     4.
 1.2.5 (16) 1.20                     1.

 1.2.5 (17) 0.80                     5.

 1.2.6 (18) 1.20                     1.

 2.2.1 (13) 1.20                     1.
 2.2.2 (14) 1.20                     5.
 2.2.3 (16) 0.80                     4.
 2.2.4 (17) 0.80                     5.
 3.1.1 (11) 0.80                     4.
 3.1.1 (12) 1.20                     1.
 3.1.2 (13) 0.80                     5.

 3.1.4 (16) 1.20                     1.

 3.2.1 (6) 1.20                     2.

 3.2.1 (7) 1.20                     2.
 3.2.2 (8) 0.80                     4.
 3.2.3 (9) 0.80                     5. This improvement target is a new initiative for CHA.

This metric requires collaboration with external payers engaged in risk stratification activities related to alternative payment models 
between the payer and CHA.

This improvement target is a new initiative for CHA.
This metric relates to scaling the initiative across multiple sites.

This metric establishes baseline tobacco status verification data, reliant on ambulatory quality improvement.

This metric expands the scale of the risk stratification initiative and its care management activities.

The improvement target for tobacco status verification at a primary care site is a new initiative for CHA.

This metric relates to substantial PCMH transformation steps across multiple primary care sites.

This metric requires collaboration with external payers engaged in risk stratification activities related to alternative payment models 
between the payer and CHA.

This metric builds on prior year activities.

This metric requires an assessment of process improvements, clinical indicators, and lessons learned for future application. This will 
require differences in quality infrastructure.

This metric is essential to transforming care delivery toward the PCMH model.

This metric establishes baseline complex care enrollment data, reliant on ambulatory quality improvement.
This metric relates to scaling the complex care initiative across multiple sites.

This metric is a key step toward building organizational capacity for PCMH leadership and practice transformation.

This improvement metric relates to substantial system-wide PCMH transformation progress.
This metric significantly expands the scale of PCMH transformation at CHA.

This metric is a process step to identify primary care practices and leadership teams to enter the PCMH process. 

This metric is essential to transforming care delivery toward the PCMH model.
This metric is essential to transforming care delivery toward the PCMH model.
This metric is a key process step necessary to engage primary care practices actively in PCMH transformation.
This metric is a process step to identify primary care practices and leadership teams to enter the PCMH process. 

This metric is a key process step necessary to engage primary care practices actively in PCMH transformation.

This metric relates to scaling the complex care initiative across multiple sites.

This improvement metric relates to substantial system-wide PCMH transformation progress.
This metric significantly expands the scale of PCMH transformation at CHA.
This metric significantly expands the scale of PCMH transformation at CHA.

This adult depression screening metric in primary care has an existing reporting capability, reliant on ambulatory quality improvement.
This improvement target for depression screening in diabetic patients at a primary care and behavioral health integration pilot site is a 
new initiative for CHA.

This metric requires an evaluation of the population health process and reporting on lessons learned and application for future 
population health work associated with the Triple Aim. This will require differences in our quality infrastructure to accomplish this 
metric in order to advance overall population health goals in a global manner.

This improvement target for depression screening in diabetic patients at a primary care and behavioral health integration pilot site is a 
new initiative for CHA.

This metric expands the scale of the population health initiative.

This metric relates to substantial PCMH transformation steps across multiple primary care sites.
This metric significantly expands the scale of PCMH transformation at CHA.

This metric is essential to transforming care delivery toward the PCMH model.

This metric is a key process step to capture high risk patients in the EMR.

This metric establishes recommended measures to track behavioral health integration in primary care, reliant on quality infrastructure.

This metric establishes baseline adult diabetes depression screening, reliant on quality infrastructure.

This metric requires an assessment of pilot diabetes initiatives to inform development of an integrated, multi-disciplinary diabetes 
care model.
This metric will incorporate findings from pilot diabetes initiatives and best practices into a new care model which relies on quality 
infrastructure capabilities.
This metric is reflective of expanded scale of the diabetes improvement initiative.
This metric is reflective of expanded scale of the diabetes improvement initiative.

This metric is reflective of expanded scale of behavioral health screening in primary care.

This metric to establish criteria for identification of primary care sites for the tobacco intervention will be based on data available 
within the CHA primary care system, population health data, and population morbidity information, reliant on quality infrastructure.

This improvement target for tobacco status verification at a primary care site is a new initiative for CHA.
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Executive Summary    
Holyoke Medical Center (HMC) is pleased to submit the Medical Center’s three-year Delivery System 
Transformation Initiative (DSTI) plan pursuant to the DSTI program authorized under the 
Commonwealth of Massachusetts’ MassHealth 1115 Demonstration waiver as approved by CMS on 
December 20, 2011. HMC is the foundation for the local health system serving the City of Holyoke 
and several surrounding cities and towns and is the largest provider of inpatient and outpatient 
healthcare services to one of the poorest communities in Massachusetts.  As such, HMC plans to 
leverage the DSTI program to begin building the foundational elements necessary for creating an 
integrated safety-net healthcare system that is effectively equipped to provide the highest possible 
level of clinical quality and improve the health of the communities it serves.  
 
HMC is committed to a delivery system transformation and looks forward to working collaboratively 
with its affiliated healthcare organizations under the parent of Valley Health Systems, as well as the 
Commonwealth, to create a transformed delivery model that encourages citizens to take 
responsibility for wellness behaviors while ensuring the highest possible level of clinical quality for 
the Holyoke community.  

Five-Year Vision of Delivery System Transformation & Key Challenges 
It is the vision of HMC and the affiliated healthcare organizations under the parent Valley Health 
Systems, Inc., in conjunction with its community providers, to develop a roadmap for a healthcare 
system where all members of that system have integrated clinical programs, disease management 
abilities, and access to methodologies which help patients improve their health outcomes. HMC 
envisions an integrated health system that forges linkages between its affiliated sister organizations, 
Western Mass Physician Associates, Visiting Nurses Association and Hospice, River Valley Counseling 
Center and Holyoke’s federally-funded Holyoke Health Center and a variety of local long term care 
and rehabilitation facilities.  Ultimately the goal in establishing these strategic connections along the 
continuum of care is to leverage the skills of the teams of healthcare professionals, specially trained 
in a new model of collaborative health care that will help patients to identify specific wellness 
activities and/or implement treatments that will optimize their personal health status.   
 
HMC believes that this vision will position primary care providers as the best leverage point to guide 
patients through their complete health care plans. The primary care provider can build a personal 
(and knowledgeable) relationship with his/her patients. With a robust and pro-active primary care 
function and the required infrastructure in place, HMC may see a decline in the number of chronic 
disease admissions, and a decline in the number of preventable readmissions for chronic disease.  
Under this transformed model of care, these chronic conditions will be effectively managed either 
at home or in the primary care setting, which will lead to meeting elements of the Triple Aim of 
providing better care for individuals, better health for populations, and lower per capita costs.  
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HMC DSTI Plan 
 
HMC’s DSTI Plan prioritizes six critical projects it believes will help it meet the organization’s five-
year vision. The projects fall under four categories as outlined in the Commonwealth’s Master DSTI 
Plan, as approved by CMS.  
 
Holyoke Medical Center, working in collaboration with its affiliated sister organization Western 
Mass Physician Associates (WMPA), under the parent organization Valley Health Systems, plans to 
develop a structure for certification of Patient Centered Medical Home (Project 1.1) at the WMPA 
affiliated primary care and pediatric sites, mirroring the collaborative work HMC has been engaged 
in at the Holyoke Health Center in partnership with the STAAR program. The primary care and 
pediatric WMPA practices consists of three locations. During the waiver demonstration period HMC 
will work with the physicians, administration and staff at those sites to evaluate and measure the 
practices’ capability to move forth with Patient Center Medical Home and new patient centered 
care delivery and potential payment models. Via gap analysis HMC will identify weaknesses or 
roadblocks to certification and will assist the practices in closing those gaps for readiness of 
certification to accomplish a minimum of Level 1 certification within the five year strategic plan 
period. 
 
Building on the Patient Centered Medical Home work, HMC will develop and implement a Health 
Information Exchange (Project 1.2) between the hospital and its WMPA affiliated providers.  This 
bidirectional information exchange will allow the physician practices to access longitudinal records 
of their patients.  Within the five year plan HMC will expand that exchange to include non-Valley 
Health System affiliated practices such as Holyoke Health Center, other primary care physician 
practices, and local long term care and rehabilitation facilities. This will enhance the overall patient 
experience, reduce costs and improve the quality of care of HMC’s very challenged patient 
population. 
 
The HMC patient population is one of the lowest income populations in the Commonwealth. The 
population has a high prevalence of chronic disease which includes Heart Failure, Chronic 
Obstructive Pulmonary Disease, Diabetes, Hypertension, mental health and substance abuse, as 
well as challenges of access to healthcare.  Tying in with the work of the Patient Centered Medical 
Home and the Health Information Exchange HMC, again with the assistance of the WMPA practices, 
will establish a Chronic Disease Registry (Project 2.1). This Chronic Disease Registry will begin 
tracking patients with multiple chronic disease, but most prevalently Heart Failure and Chronic 
Obstructive Pulmonary Disease which are the leading 30 day readmission chronic diseases at HMC, 
as well as nationally.  Other chronic diseases including depression, Diabetes, hypertension, etc. will 
also be entered into the Chronic Disease Registry throughout the five year vision.  The Registry will 
allow for early identification of high risk or complex patients by identifying risk factors such as 
polypharmacy, little support systems, mental health issues, and /or more than one chronic illness 
for providers in the Patient Centered Medical Home practices who will respond to those identified 
risk factors with appropriate continuity of care treatment plans. 
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To utilize the information that will be used in both HMC and WMPA Patient Centered Medical Home 
model practices obtained through the Health Information Exchange and the Chronic Disease 
Registry, HMC will implement methodology for the Improvement of Management of Patients with 
Chronic Disease (Project 2.2A and 2.2B) as identified as inpatients at HMC .  The chronic diseases of 
Heart Failure and Chronic Obstructive Pulmonary Disease will be concentrated on during our DSTI 
waiver project and expanded within the five year vision to include researched best practices for 
depression, diabetes, hypertension, etc. Utilizing the work of the STAAR program and the Institute 
of Healthcare Improvement, as well as other nationally recognized experts in chronic disease 
management, these programs will be initiated during the first few years of DSTI waiver program.   
 
Utilizing the information obtained again to the care and treatment of chronic disease patients both 
at HMC and at the WMPA practices, and with information that flows through the Health 
Information Exchange into the Chronic Disease Registry, HMC will develop and implement a Data 
Warehouse (Project 3.1) with appropriate tools and software to extract data for analysis and 
stratification of disease status for use at both HMC and with its affiliated providers. Clinical 
outcomes, costs, and efficiency will be studied from data extracted through the Data Warehouse. 
 
Through the five year vision, increased information about HMC’s patient population health will be 
utilized by partnering with other community providers, both affiliated with Valley Health Systems, 
i.e, Visiting Nurse Associates and Hospital, River Valley Counseling Center, and those not affiliated 
with Valley Health Systems such as Holyoke Health Center, various long term care and rehabilitation 
facilities, pharmacies and private providers. HMC will work with and engage the medical staff, 
Physician Hospital Organization (PHO) and unaffiliated providers on developing a community-wide 
strategy to expand the use of integrated health information and the impact it may have on the 
provision of healthcare in the community. Educational sessions will be held to educate providers on 
such things as the PCMH model and the benefits of the HIE, data sharing, privacy and security 
concerns and regulations.  
 
HIE Policies and Standards will be developed to address protected health information as defined by 
the Health Insurance Portability and Accountability Act (HIPAA) Standards for Privacy of individually 
identifiable Health Information, 45 C.F.R. Part 160 and Part 164, Subpart E, and the HIPAA Security 
Standards, 45 C.F.R. Part 160 and 164, Subpart C and will be part of a Participation Agreement with 
HMC. 
 
It is through these five integrated projects that Holyoke Medical Center will help lead a transparent, 
integrated delivery system in the City of Holyoke and its surrounding communities that utilize our 
services thus producing delivery system transformation that meets the elements of the triple aim. 
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Project Title Description Three Year Goals 

Category 1: Further Development of a Fully Integrated Delivery System: 
1.1  Develop a Patient Centered 

Medical Home for HMC 
Affiliated Primary Care 
Practices 

Develop a transparent, integrated 
healthcare system that keeps the 
patient the center of the system 

HMC is seeking to increase patient 
and physician satisfaction, develop 
financial and organizational models to 
support practices adopting the Patient 
Centered Medical Home (PCMH) 
model throughout the system.  HMC 
will educate its leadership staff and 
physicians on the PCMH concepts. 
Perform a Gap analysis to determine 
affiliated practices readiness for 
PCMH. Develop Action plans to close 
the Gaps discovered, concentrating on 
the must pass measures of the NCQA 
PCMH model. HMC will seek to 
increase access, continuity of care and 
satisfaction for all patients within the 
system and achieve sustainable 
changes in care delivery.  

1.2  Establish a Health 
Information Exchange (HIE) 
Between HMC and Its  
Affiliated Providers  

Identify and implement a bi-
directional health information 
exchange to allow physician 
practices access to a longitudinal 
record of their patients’ care 
through a web based portal or 
through a direct interface into 
their practice EMR. 

Adopt an open standards 
interoperability technology solution 
that will be built on sound principles 
and processes to address HIE 
workflows providing participating 
Providers in the Holyoke Medical 
Center system with shared patient 
information from different systems in 
a real time  fashion thus enhancing 
the patient experience, reducing  cost, 
and improving the quality of care of  
the patient population. 
 

Category 2: Improved Health Outcomes & Quality: 
2.1 Establish a Chronic Disease 

Registry 
A chronic disease registry will be 
developed and implemented to 
follow and provide the strongest 
level of care for HMC’s chronic 
disease patients 

The chronic disease registry will begin 
tracking patients with diagnosis of 
Heart Failure (HF) and expand to 
Chronic Obstructive Pulmonary 
Disease (COPD) in subsequent years; 
demonstrate a reduction in 
readmission rate each year (2013 
through 2014) for the chronic diseases  
monitored by the registry 
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Project Title Description Three Year Goals 

2.2A  Improve Management of 
Patients with Heart 
Failure/Expand Chronic 
Disease Care Management 
Models 

Best practices will be established 
and chronic disease management 
processes will be in place to 
better care and serve those 
patients in our system 

To decrease the 30-day readmission of 
Heart Failure patients to HMC, while 
increasing the coordination of care 
across the continuum to identify 
patients at risk and provide specific 
education which will empower the 
patient to self-manage. Families and 
caregivers will be included. 

2.2B Improve Management of 
Patients with Chronic 
Obstructive Pulmonary 
Disease/Expand Chronic 
Disease Care Management 
Models  

Best practices will be established 
and chronic disease management 
processes will be in place to 
better care and serve those 
patients in our system 

To decrease the 30-day readmission of 
Chronic Obstructive Pulmonary 
Disease patients to HMC, while 
increasing the coordination of care 
across the continuum to identify 
patients at risk and provide specific 
education which will empower the 
patient to self-manage. Families and 
caregivers will be included. 
 

Category 3: Ability to respond to statewide transformation to value-based purchasing and to accept 
alternatives to fee-for-service payments: 
3.1   Establish an Enterprise-

wide Strategy for Data 
Management and Analysis 

Development of a data 
warehouse and implementation 
of appropriate tools/software to 
extract data for analysis and 
stratification to allow HMC and its 
affiliated providers to follow their 
patients, manage clinical 
outcomes, improve efficiency, 
and manage risk. 

The implementation of data 
warehousing system to allow for 
concurrent and more robust real time 
data reporting and analysis on both 
patient and operational outcomes. 

3.2  Participate in  a Learning 
Collaborative 

Participation in learning 
collaborative will provide a forum 
for eligible DSTI safety net 
providers to learn from other 
providers that share similar goals 
and to capitalize on potential 
synergies in their efforts.  

 
 
 
 
 
 
 
 
 

Through this project, HMC will join an 
existing learning collaborative – such 
as the Brookings-Dartmouth ACO 
Learning Network or another ongoing 
learning collaborative that aligns with 
DSTI goals – or will develop a new 
learning collaborative designed to 
support its transformation goals. To 
be developed in 2013 
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Project Title Description Three Year Goals 

Category 4:  Common Measures: 
4.1: Care Transitions Measure 
Set (CTM-3) 

Improve the overall quality of the US health system by making health care 
more patient -centered, reliable, accessible, and safe. These goals, set 
forward by the Institute of Medicine, are important domains for assessing 
the effectiveness of care improvements. In the context of the DSTI 
program, there is a focus on both the quality and experience of patient 
care. One area of increasing national attention has been a focus on 
improvement of care transitions between providers or settings of care. 
Given the importance of examining patient care transitions and their effect 
on patient outcomes, three Common Measures, utilizing patient 
experience of care measures from the Hospital Consumer Assessment of 
Healthcare Providers and Systems (HCAHPS) survey focus on whether 
patients’ felt they had a good understanding of their medications and care 
needs post-discharge. Medication adherence and errors are a leading 
source of unnecessary emergency and acute care; therefore, it is an area of 
shared focus 

4.2: Patients who reported that 
staff "Always" explained about 
medicines before giving it to 
them. 
4.3: Patients at each hospital 
who reported that YES, they 
were given information about 
what to do during their 
recovery at home. 

4.4: ED Wait Time: Door to 
Diagnostic Evaluation by a 
Qualified Medical Personnel 

Reducing the time patients remain in the emergency department (ED) can 
improve access to treatment and increase quality of care. Reducing this 
time potentially improves access to care specific to the patient condition 
and increases the capability to provide additional treatment. Overcrowding 
and heavy emergency resource demand have led to a number of problems, 
including prolonged patient waiting times, increased suffering for those 
who wait, rushed and unpleasant treatment environments, and potentially 
poor patient outcomes. 

4.5 Pneumonia Immunization Improve the health of the population by supporting proven interventions 
and enhancing the quality of care delivered. Two CMS Inpatient Quality 
Reporting/Joint Commission measures report on proven immunization 
interventions that can improve the health of hospitalized populations 
following discharge—preventing subsequent care interventions. Two other 
ambulatory-sensitive measures examine acute admissions for chronic 
obstructive pulmonary disease (COPD) and congestive health failure (CHF) 
patients—two patient populations of particular concern given their chronic 
care needs. Measure that looks at maternal and child health—examining 
the incident of low-birth weight children, a leading determinant of 
newborn health especially important for Medicaid populations. 

4.6 Influenza Immunization 
4.7: Percent of discharged 
patients under age 75 who 
were hospitalized for Chronic 
Obstructive Pulmonary Disease 
(Ambulatory Sensitive-
Condition Admissions Measure) 
4.8: Percent of discharged 
patients under age 75 who 
were hospitalized for 
Congestive Heart Failure 
(Ambulatory Sensitive-
Condition Admissions Measure 
4.9 Low Birth Weight Rate: 
number of low birth weight 
infants per 100 births 
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Project Title Description Three Year Goals 

4.10 Hospital 30-day, all-cause 
readmission rate to the index 
hospital following a 
hospitalization for all patients 
18 and older (not risk adjusted) 

Preventable readmissions are an area of nationwide focus, both for their 
cost and health implications, but also because many readmissions are the 
result of poor care hand-offs and lack of care coordination post discharge. 
Similarly, many pediatric asthma emergency department visits are 
potentially avoidable with concerted outpatient management and care 
plans; therefore, an ambulatory-care sensitive pediatric asthma measure, 
relevant to Medicaid populations, has been included. A measure of early 
elective delivery examines a practice of care for which the evidence-base 
suggests can lead to unnecessary newborn complications and health care 
costs. 

4.11: Percent of Emergency 
Department visits for children 
age 18 or less with a primary 
diagnosis of asthma--
Ambulatory Sensitive-Condition 
4.12: Percent of patients with 
elective vaginal deliveries or 
elective cesarean sections at 
greater than or equal to 37 
weeks and less than 39 weeks 
of gestation completed 
 
Category 4 – Population-Focused Improvements: Hospital  Specific 
4.1 Identify the percent of 
patients with a minimum of 
one chronic disease in each 
WMPA adult and pediatric 
practice 
 

Western Mass Physician 
Associates, the primary care, 
pediatric, and ob/gyn physician 
practices affiliated with Valley 
Health Systems and sister 
organization, Holyoke Medical 
Center, see nearly 20,000 
patients in its practices. Many of 
those patients have a minimum 
of one chronic disease, if not 
more. This project will identify 
those patients with a minimum of 
one chronic disease and, through 
our electronic health record, 
electronic data exchange and 
data warehouse, enter those 
patients into the chronic disease 
registry to eventually develop a 
specific plan of care to deal with 
those chronic diseases. Heart 
Failure and Chronic Obstructive 
Pulmonary Disease will be the 
two diseases concentrated on in 
this waiver period 

Identify number of patients with a 
minimum of one chronic disease in 
the Western Mass Physician 
Associates practices to be entered into 
the chronic disease registry and 
develop best practice treatment plans 
for those patients. 
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Project Title Description Three Year Goals 

4.2 Identify percent of patients 
given referral for specialist 
treatment of a chronic disease 
and turnaround time of referral 
report 

Many of the patients within the 
Western Mass Physician 
Associates and Holyoke Medical 
Center treatment areas are 
referred for specialist treatment 
of their chronic disease, i.e., 
pulmonary specialist, cardiologist, 
etc. It is felt that some of those 
patients to not keep those 
referrals and/or are loss within 
the system. The reporting time 
for those referrals range 
dramatically depending on the 
location of the specialist referred 
to. This project will identify 
patients who are referred and 
determine what percent keep 
their appointments and the 
turnaround time for reports being 
sent back to the primary care 
physician. 

Identify: 
1. The panel of patients who are sent 
for referral 
2. Identify those specialists referred to 
3. Develop an expected turnaround 
time and any gaps in that turnaround 
time for referral and/or report return 

4.3 Establish baseline average 
wait time for third next 
available appointment for 
the WMPA primary care 
and pediatric practices  

Average third next available 
appointment wait time for the 
practice is calculated on a weekly 
basis by looking at providers’ 
schedule and counting the days 
until their next third available 
appointment.  An average across 
providers is calculated each week.  
The practices average is reported 
every six months to determine if 
there is an improvement in access 
to primary care services, primarily 
for our highest risk patients.   

A primary goal for success in a patient-
centered medical home model and for 
maintaining and improving population 
health is to ensure adequate and 
timely access to primary care services.  
This measure will allow each office to 
monitor the success of the 
implementation of other initiatives 
related to improving access to care. 

4.4 Measure the percent of 30 
day readmits to hospital of 
heart failure patients  

Heart Failure is one of the leading 
causes of 30 day readmissions at 
HMC, therefore a project to 
improve the management of HF 
patients will help focus on those 
diagnoses providing real time 
support and best practices while 
patients are at HMC, and improve 
handoffs outside the institution 
to their primary care offices, 
Visiting Nurses Association, or a 
skilled nursing facility. 

Identify and reduce the number of 
patients with heart failure readmitted 
to the hospital using the electronic 
health exchange, chronic disease 
registry and data warehouse. 
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Project Title Description Three Year Goals 

4.5 Measure the percent of 30 
day readmits to hospital of 
chronic obstructive pulmonary 
disease patients 

Chronic Obstructive Pulmonary 
Disease is one of the leading 
causes of 30 day readmissions at 
HMC, therefore a project to 
improve the management of 
COPD patients will help focus on 
those diagnoses providing real 
time support and best practices 
while patients are at HMC, and 
improve handoffs outside the 
institution to their primary care 
offices, Visiting Nurses 
Association, or a skilled nursing 
facility. 

Identify and reduce the number of 
patients with chronic obstructive 
pulmonary disease readmitted to the 
hospital using the electronic health 
exchange, chronic disease registry and 
data warehouse. 

4.6 Identify patient with a 
diagnosis of HF or COPD who  
are referred to attend smoking 
cessation counseling from a 
certified smoking cessation 
counselor. 

COPD is usually caused by 
smoking and unless treated in a 
proactive way the disease 
progressively worsens and limits 
the ability of the person who has 
the disease to perform normal 
activities. According to the 
Massachusetts Dept of Public 
Health, Quitworks Program: 
Tobacco Intervention Tips, 
counseling, along with 
pharmacotherapy, have additive 
effects to the patient trying to 
quit smoking. 
 

Increase percentage of baseline 
patients with HF or COPD who are 
referred to attend smoking cessation 
counseling from a certified smoking 
cessation counselor. 
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Project Title Description Three Year Goals 

4.7 Measure percent of 
identified “high risk” for 
readmission patients who  are 
scheduled a follow up visit  
prior to discharge using STAAR 
Initiative Program  tool for 
identifying high risk patients for 
readmissions 

Certain factors impact the 
assignment of high risk including 
certain diagnosis such as COPD 
and CHF, socioeconomic status, 
level of support in the community 
and at home, mental health 
diagnosis, and poly pharmacy. 
Preventive interventions can 
improve the outcomes of this 
population and decrease the 
need for further care 
interventions. Early post 
discharge follow up for 
chronically ill patients had been 
tested and found to be beneficial 
according to the Institute for 
Healthcare Improvement, How-
To-Guide: Improving Transitions 
from the Hospital to Post Acute 
Care Settings to Reduce Avoidable 
Rehospitalizations, May 2011. 
 

Improve the health of the population 
by supporting proven interventions 
and enhancing the quality of the care 
given. Identifying level of risk  is one 
way to improve discharge planning  
for the especially high risk for 
readmission patient , and establishing 
that level of risk on admission is 
important . 

4.8 Measure the percent of 
COPD patients who go home 
with their inhaler if it is 
“continued” on their 
medication discharge 
instructions. 

Studies have shown that when 
the COPD patient participates in 
the self management of their 
disease, it may reduce the burden 
of their disease including 
compliance with inhaled 
medications and technique. One 
of the contributing factors 
specific to the COPD patient at 
HMC is the poverty and low 
health literacy of our patients. 
Access to medications and 
transportation are often factors 
for what can be defined as non 
compliance with a treatment plan 
.  
 

Insuring that the COPD patient is 
receiving hands on education from a 
trained professional while an 
inpatient, using the “teach back 
method” on the administration of 
their prescribed inhaler and allowing 
them to take the inhaler home ( if 
prescribed) to start treatment 
promptly and effectively will 
undoubtedly decrease the 
exacerbation of this population. 



 Delivery System Transformation Initiatives – Holyoke Medical Center 3-Year Plan 

15 
CONFIDENTIAL – FOR POLICY DEVELOPMENT PURPOSES ONLY 

 

Project Title Description Three Year Goals 

4.9 
Measure timely handover 
communication percentage of 
times critical information is 
transmitted at the time of 
discharge to the next site of 
care i.e., home health, LTC, 
rehab and/or PCP office) 

According to IHI How-To-Guide: 
Improving Transitions from the 
Hospital to Post Acute Care 
Settings to Reduce Avoidable 
Rehospitalizations,(2011) and Eric 
Coleman, M.D., originator of the 
Care Transitions Coleman Model, 
assigning a level of risk should 
occur on admission, and an 
enhanced, customized, discharge 
plan based on the level of risk for 
readmission should be 
implemented. One aspect of this 
plan for high risk patients 
includes a follow up appointment 
to be made prior to discharge. 
Communicate with agencies early 
if referral for home care, skilled 
facility or a transition coach is 
indicated.  

Meet the patient's identified needs 
such as ability to obtain medications, 
transportation, level of support are all 
part of an enhanced individualized 
discharge plan 
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Background 

Community Context 
HMC is the largest provider of inpatient and outpatient healthcare services to the poorest 
community in Massachusetts.   
 
In addition, Hampden County, where HMC is located, was rated the least healthy county in the state 
by the Robert Wood Johnson Foundation, whose research concluded that poor health is closely 
related to poverty.  Approximately 73% of HMC’s patients participate in Medicaid, Medicare, are 
covered by other government payers, or are uninsured or result in bad debts.  Due to its payor mix, 
HMC does not receive sufficient payments to cover actual operating costs or make significant 
infrastructure improvements. Despite these challenges, HMC is ranked among the lowest cost and 
most efficient hospitals in Western Massachusetts as reported in the Massachusetts Division of 
Health Care Finance and Policy’s “Massachusetts Health Care Cost Trends 2010 Final Report, April 
2010.”       
 
HMC is the foundation for the local health system, serving the City of Holyoke and several 
surrounding cities and towns.  HMC provides medical and surgical, obstetrical, oncology, and 
psychiatric inpatient services in addition to a full array of outpatient diagnostic and therapeutic 
services.  Statistics in 2011 show approximately 240,000 outpatient visits; 30,531 inpatient days; 
6,435 inpatient discharges and 45,816 Emergency Room visits.  HMC is the only provider with a 24/7 
Emergency Department within the City of Holyoke, and the only acute care hospital in Holyoke with 
a 20-bed inpatient psychiatric unit. The psychiatric unit is supported by HMC’s Behavioral Health 
Department including an Intensive Outpatient Program and Partial Hospitalization Program. HMC’s 
Emergency Department has a 4-bed Behavioral Health Pod which gives behavioral health patients 
an area which allows for a quieter environment and less stimulation. To support the acute 
Psychiatric Unit in the Emergency Department, HMC has also contracted with Behavioral Health 
Network to provide 24/7, 365 day on-site behavioral health assessments. 
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A shortage of physicians in the Holyoke area has created significant financial stress for HMC.  In 
recent years, due to HMC’s payor mix, HMC has been forced to begin moving towards an employed 
physician model to ensure that local citizens have reasonable access to medically appropriate care 
within the hospital, as well as reasonable access to medical professionals in an outpatient office 
setting through its related organizations Western Mass Physician Associates, Holyoke Visiting 
Nurses Association, and River Valley Counseling Center.  Examples of this include our employed 
Anesthesiologists, General Surgeons, Orthopedic Surgeons, Hospitalists, and Pathologists.  If HMC 
did not employ these specialists, access to acute care services such as emergency, surgery and 
inpatient medical care would be extremely limited or nonexistent.  It should be noted that HMC’s 
employed Hospitalist program provides medical coverage for 100% of inpatients that are referred to 
HMC from the Holyoke Health Center (an unaffiliated Federally Qualified Health Center located in 
downtown Holyoke).   

 
HMC and its affiliates continue to be one of the very few health resources that are available to 
citizens in Holyoke, which has a high poverty rate.  The local shortage of physicians has created 
stresses within HMC, and it has generated significant challenges within its affiliate, Western Mass 
Physician Associates, a multi-physician practice.  HMC and its corporate affiliates are the largest 
non-government employer in Holyoke, with nearly 1,800 employees and an annual operating 
budget of $122 million with over $90 million in payroll.  A former Mayor of Holyoke attributed 20% 
of the city’s economic engine to HMC and its affiliates. 

HMC Mission 
HMC’s mission is to serve the health needs of the community in a compassionate, high quality, and 
efficient manner. To this end, HMC shall: 
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• Provide compassionate care to all whom it serves and commitment to cultural diversity in our 
programs and workforce, and the development of cultural competencies in our workforce so 
that we may better serve our patients; 

• Identify and serve those needs which are prevalent and substantial in the community as a whole 
or within major population groups, and which can be adequately met by the provision of basic 
primary and secondary health care services; 

• Provide information, education, and expertise to our community in order to promote the 
general health of its citizens;  

• Provide an environment of excellence and growth in which health care professionals can use 
their skills and abilities to the fullest extent possible; 

• Provide competitive wages and benefits, as well as safe and dignified working conditions, for all 
employees;  

• Ensure financial responsibility in the operation of the Medical Center in order to guarantee the 
future viability of our mission;  

• Provide a formal, public, and ongoing program of community benefits, in cooperation with 
community individuals and organizations, to improve the health status of the public including 
especially the medically and economically vulnerable. 

Population Description 
HMC is a High Public Payer Disproportionate Share acute care urban community hospital.  HMC is a 
critical component of the local public health system—serving several surrounding cities and towns, 
and is the provider of last resort for its constituency who are older, poorer and sicker than other 
populations state-wide.  The City of Holyoke presents alarming demographic and health statistics.  
The rates for several serious diseases/conditions and economic issues in the greater Holyoke area 
are significantly higher than in the rest of the state: 

 
• Per capita income is 61% below the state average 
• Adults over 65 are 109% above the state average 
• AFDC Medicaid recipients are 383% above the state average 
• Hispanic persons represent 591% above the state average 
• Births to adolescent mothers are 356% above the state average 
• Gonorrhea is 278% above the state average 
• AIDS/HIV related deaths are 773% above the state average 
• Cardiovascular disease deaths are 120% above the state average 
• Alcohol and drug related hospital discharge rate is 246% above the state average 

 
Source: MA Department of Public Health MassCHIP Health Status Indicators Report 

Some of the essential community services provided to this disadvantaged  population include 
behavioral health and substance abuse treatment; prenatal and maternity services; Women’s 
services; HIV/AIDS programs; and community outreach and health education programs.  Patients 
utilizing these essential services would not be able to seek healthcare outside of the community 
primarily due to the lack of available and reliable public transportation.  In addition to working with 
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its affiliates, HMC works collaboratively with many community agencies such as Holyoke Health 
Center, Holyoke Geriatric Authority, Behavioral Health Network and other similar organizations. 

In order to meet the needs of the Hispanic/Latino population, HMC established a Community 
Outreach Department which comprises a dynamic bilingual/bicultural group that educates the 
organization about cultural competence.  HMC has a team of formally trained medical interpreters 
and certified nationally-recognized language telephonic and video conferencing services to provide 
competent linguistic services to its Limited English Proficiency patients.  In addition, the Community 
Outreach Department Manager is actively involved in numerous internal and external committees, 
task forces, coalitions and health commissions to keep informed about needs surfacing in the 
community.   This Department Manager and staff’s expertise are frequently sought for the 
promotion of cultural proficiency and competence not only within the organization, but also by 
outside organizations, both local and statewide.  HMC’s Interpretive Services Department also 
provides free transportation to many local residents with healthcare needs who have no other 
access to public or private transportation. 

Health System Description  
HMC is a member of Valley Health Systems, Inc. which includes Western Mass Physician Associates, 
River Valley Counseling Center and Holyoke Visiting Nurse Association.  

 
• HMC is an acute care urban community hospital located in the City of Holyoke in Hampden 

County, Massachusetts, with 203 beds and 10 bassinets.  HMC was established in 1893 with 
funding from committed business leaders to take care of sick and poor citizens.  Since that time, 
HMC has provided continuous healthcare leadership and quality care to the local and 
surrounding communities.  Citizens of Holyoke, Chicopee, Easthampton, Granby, South Hadley, 
Southampton, and West Springfield make up its primary service area.  HMC has received 
national recognition for high quality services, ranging from certification as a Breast Cancer 
Center to awards for consistently superior care and treatment of stroke patients. HMC recently 
expanded the model of employed physicians to improve its community’s access to under-
represented medical specialists.  The addition of physicians who specialize in gastroenterology, 
general surgery, orthopedic surgery, and rheumatology has increased access for local citizens; it 
has also created additional expense for HMC.   

 
• Western Mass Physician Associates is the corporate affiliate that houses much-needed primary 

care physicians and mid-level providers, in outpatient office settings.  Within this affiliate, the 
organization is able to offer needed services in adult medicine, obstetrics & gynecology, 
midwifery care and pediatrics; this affiliate receives financial support from HMC annually for 
routine operating expenses.  Absent the services offered through Western Mass Physician 
Associates, patients in the local community would have little to no access to these important 
primary care and wellness services. 

 
• River Valley Counseling Center is the corporate affiliate that focuses on outpatient behavioral 

health services for the most highly vulnerable members of our society.  River Valley Counseling 
Center is deeply embedded within the inner-city community, with locations in Holyoke, 
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Chicopee, and Springfield.  Patients with dual-diagnoses (typically addiction disorders combined 
with mental illness), find help and hope via the various treatment programs offered at River 
Valley Counseling Center’s sites. 

 
• Holyoke Visiting Nurse Association is the corporate affiliate that specializes in in-home care 

services and Hospice care.   The VNA works closely with discharge planners at HMC (and other 
inpatient facilities in western Massachusetts) to ensure that safe and effective health care is 
delivered after a patient is discharged from an acute care facility. 

 
Health Information Technology Initiatives Supporting System Transformation: HMC has leveraged 
its HIT investments to transform health care delivery, maximize care coordination and improve 
overall quality, patient safety and patient experience of care. The WMPA practices have a fully 
developed electronic medical record across all their ambulatory sites. HMC has fulfilled its 
attestation for Meaningful Use, Stage 1. The majority of the WMPA practices have also fulfilled 
Meaningful Use Stage 1 requirements. Currently there are approximately 50 community physician 
practices with different stages of functional EHR, including the six WMPA sites. 
 
HMC also participates in a Physician Hospital Organization (PHO), Valley Health Partners, with 
primary care and specialty members of its medical staff.   
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Five Year Vision 
It is the vision of Holyoke Medical Center and the affiliated healthcare organizations under the 
parent Valley Health Systems, Inc., in conjunction with its community providers, to develop a 
roadmap for an integrated healthcare system where all members of that system have interactive 
clinical programs, disease management abilities, and access methodologies to help patients improve 
their health outcomes.   

 
Holyoke Medical Center has initiated an ambitious effort towards fully integrating the community-
based physicians, the local health center, social agencies and long term care and rehabilitation 
providers in the community into one seamless transparent patient-focused system. While some 
tools are currently in place that may act as a foundation to accomplish this, much work needs to be 
done to move toward a patient-centered model of care. A collaborative and proactive plan to meet 
the needs of this patient population is essential; and this plan should be based on best practice 
guidelines.   
 
HMC’s vision includes developing routine processes to help evaluate the quality of care, and to 
make rapid changes to meet or exceed emerging quality benchmarks. HMC envisions that a team of 
healthcare professionals, who are specially trained in a new model of collaborative health care, will 
help patients identify specific wellness activities and/or implement treatments that will optimize 
their personal health status.  Assuming that adequate funding is made available, HMC envisions the 
effective use of computerized health information systems that will help this new patient/provider 
partnership to track diagnostic testing, consultations and follow-up after each hospital visit and/or 



 Delivery System Transformation Initiatives – Holyoke Medical Center 3-Year Plan 

23 
CONFIDENTIAL – FOR POLICY DEVELOPMENT PURPOSES ONLY 

 

Emergency Department visit, ensure compliance with prescribed medications, and generate 
reminders for wellness-related screening exams or procedures.  In an ideal world, HMC envisions 
that this enhanced communication system may extend beyond the acute care setting, to include at-
home wellness activities and end-of-life hospice support.  

 
 
To begin this aggressive and action-oriented journey, implementing key elements of the proposed 
National Committee for Quality Assurance (NCQA) Patient Centered Medical Home (PCMH) will be 
necessary across the continuum of care in the community. By launching specific elements of the 
PCMH, removing capacity restraints, rebuilding a strong base of primary care and specialty 
physicians, and expanding the computerized health information initiatives that are currently being 
piloted, it is believed that the entire experience of care for patients will improve.  This includes 
improving factors such as communication, convenience, cost, quality and safety, and ultimately 
provide for a better quality of life for the patient population. 
 
HMC believes that this vision will reposition primary care physicians as the best point of care to 
guide patients through their complete health care plans. The primary care provider can build a 
personal (and knowledgeable) relationship with his/her patients. With a robust and pro-active 
primary care function in place, acute care hospitals such as HMC may see a decline in the number of 
chronic disease admissions, and a decline in the number of preventable readmissions for chronic 
disease, with these conditions being effectively managed either at home or in the primary care 
setting.  
 
An often overlooked but nonetheless critical player in wellness is the local pharmacist.  With a more 
integrated and collaborative health care delivery system, pharmacies will experience an 
improvement in communication among healthcare providers, patients, pharmacists, and third-party 
payors.  Accurate identification of patients and their prescribed medications will benefit the entire 
health delivery system, supporting lower costs, a reduction in medication errors, and an overall 
improvement in quality of life for patients.   
 
Upon the completion of our ambitious projects, we hope to have identified the key elements of a 
successful Patient Centered Medical Home model.  Ideally, our experiences will also show us how 
we might move forward to close the gaps to achieving that model on a longer-term basis, and 
confirm our ability to be certified in the NCQA Patient Centered Medical Home model system.  
 
Statement Regarding Related Initiatives Funded by the U.S. Department of Health and Human 
Services 
 
Holyoke Medical Center DSTI Projects are not directly related to any initiatives funded by the U.S. Department of health 
and Human Services. The only funds received, not directly related to patient care, are related to the American Recovery 
and Reinvestment Act (ARRA),“High Technology Initiative.” As provided for in the STC, HMC’s Health Information 
Exchange project number 1.2 builds upon the foundation provided by ARRA and significantly exceeds the minimum 
standard set for meaningful use.  HMC views the HIE as a significant enhancement to Meaningful Use by creating a 
centralized repository and registry which will track patient care data, patient consents, and provide a cost effective 
method to enabling health information to follow the patient, be available for clinical decision making, and support 
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appropriate use of healthcare information beyond direct patient care so as to improve population health. Under ARRA, 
Hospitals only needed to test the ability to exchange a Continuity of Care Document (CCD) from their certified EHR 
hospital information system to another healthcare entity.  Most common methods are point-to-point connectivity or 
secure messaging. Health Information Exchange is not a requirement for Meaningful Use Stage 1 nor is it a 
requirement for what is currently proposed for Stage 2’ as the rule is not yet final.   
 
 

Holyoke Medical Center will provide updates on our participation in any new HHS-funded 
initiatives related to our DSTI projects in our biannual DSTI progress reports to be submitted to the 
Commonwealth. 
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Category 1 – Further Development of a Fully Integrated Delivery System with the Development of Patient Centered Medical Home 

PROJECT 1.1: Implement process to determine readiness for Patient Centered Medical Home at HMC and affiliated practices. 
Master Plan Project 1.1 – Patient Centered Medical Home 
 
Goal: Establish a Patient Centered Medical Home (PCMH) model across HMC and its affiliated organizations.  As the hub of Valley Health 
Systems, HMC will work with its affiliated organizations and practitioners to develop a PCMH model of care, in which each patient can develop 
an ongoing relationship with a personal physician and health care team that will take collective responsibility for the patient’s care. The 
physician-led team will be responsible for the patient’s healthcare needs when needed, coordinate care across Valley Health Systems and HMC, 
and will be committed to the PCMH model of care. The PCMH model will emphasize: 
 

• The development of a model of team based care lead by the physician 
• Development of panel management capacity using appropriate tools and workflow designs 
• Effective chronic care management 
• Development of mechanisms to enhance access to care  
• Inclusion of patients in continuity of care design 
• Electronic medical record deployment and integration into the health exchange 
• Use of chronic disease registry 

 
HMC, as the largest provider of medical services in its city, will work with its affiliated physician organization, Western Mass Physician Associates, 
Inc. (WMPA) and its practitioners to develop a PCMH model of care.  WMPA has two adult primary care sites consisting of nine practitioners 
which serves 11,750 patients, one pediatric site consisting of four practitioners which serves 2,600 patients, and two ob/gyn sites consisting of 
four obstetricians and six midwives serving 4,400 patients. The current state and knowledge of a PCMH model of care at HMC and WMPA is in its 
early developmental stages. The WMPA primary care offices have just gone live with a new EHR, while its providers are still seeing a full caseload 
of patients. With the on-boarding of a new EHR, WMPA has seen significant change in workflow. PCMH models and the new EHR require that 
virtually all patient information flows through the physician. This allows the physician to be more of a gatekeeper and to have better knowledge 
of their patients. PCMH will require WMPA to look more closely at how they actively navigate patients through the continuum of care. Also, 
having a Health Information Exchange (HIE) in place will allow for more efficient and effective navigation of patients by reducing redundant and 
duplicative testing/orders in the current system. All healthcare organizations in the Holyoke surrounding community will have the option 
to join the HIE by signing a Participation Agreement.  Providers with an EMR will have the ability to directly integrate with the HIE to 
submit and retrieve Continuity of Care Documents. Providers who do not have an EMR can view patient information through a web-
based portal with minimal ability to update components of the patient longitudinal record.  
This model has been identified as the capstone of HMC’s five-year vision to transform its care practices throughout its parent organization Valley 
Health Systems and through the communities the organization serves. To undertake further progress of a fully integrated delivery system for the 
development of PCMH is a priority. In this model of care each patient will develop an ongoing relationship with a personal physician and health 
care team that will take collective responsibility for the patient’s care.  
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Rationale:  Abundant research comparing nations, states and regions within the U.S., and specific systems of care has shown that health systems 
built on a solid foundation of primary care deliver more effective, efficient, and equitable care than systems that fail to invest adequately in 
primary care. According to a 2006 study by the Commonwealth Fund, when adults have a medical home, their access to needed care, receipt of 
routine preventive screenings, and management of chronic conditions improve substantially.1 The study also found that when primary care 
physicians effectively manage care in the office setting, patients with chronic diseases like diabetes, congestive heart failure, and adult asthma 
have fewer complications, leading to fewer avoidable hospitalizations.  
 
Expected Results: HMC will increase patient and physician satisfaction, develop financial and organizational models to support practices 
adopting the PCMH model throughout its system.  It will disseminate best practices throughout HMC and WMPA. It will increase access, 
continuity of care and satisfaction for all patients within the system and achieve sustainable changes in care delivery. It will develop plans for 
NCQA certification of at least two Western Massachusetts Physician Association PCP practices by 2016. 

 
Relationship to Other Projects:  The PCMH model will build upon the various other projects which are required to achieve a minimum of Level 1 
NCQA PCMH Certification. The HIE, the Chronic Disease Registry and the Data Repository will be the foundation for the transmittal of patient 
care data between HMC and WMPA affiliated practices. The Chronic Disease Registry will help identify and provide risk stratification for the 
identified chronic disease patient and the data warehouse, through supporting software, will allow for further quality improvement review. 
These elements will be necessary to the implementation of a successful PCMH system. 
  

                                                      
1 A. C. Beal, M. M. Doty, S. E. Hernandez, K. K. Shea, and K. Davis, Closing the Divide: How Medical Homes Promote Equity in Health Care: Results From The 
Commonwealth Fund 2006 Health Care Quality Survey, The Commonwealth Fund, June 2007 
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Project 1.1:  Develop a Patient Centered Medical Home for HMC Affiliated Primary Care Practices  Master Plan Project 1.1  
SFY 2012  SFY 2013   SFY 2014   
EDUCATION 
Milestone 1: Educate the HMC and Western Mass 
Physician Associates (WMPA) practices’ leadership 
(Board of Directors, Medical Staff, HMC Senior Staff), 
and WMPA primary care office practitioners and staff 
members on the elements of PCMH rationale and 
vision.  

 
Metric 1 (MP-P 2): Document attendance of identified 
leadership (e.g. Board of Directors, Medical Staff, HMC 
Senior Staff) and WMPA practitioners and staff 
members attending PCMH educational programs as 
well as specific content and educational materials 
covered.  
 
Data Source: Attendance logs and documentation of 
specific program educational content. 
 
. 
 
 
 

GAP ANALYSIS RESULTS - EDUCATION 
Milestone 4: Educate WMPA providers and WMPA 
staff about readiness for adopting a PCMH model by 
utilizing gap analysis. 
 
Metric 4 (MP-P 2): Documentation of WMPA 
practitioners and primary care provider office staff 
attending educational programs on current readiness 
and gaps to development of patient centered medical 
home in the practice. 
 
Data Source: Documentation of attendance and 
educational content 
 
 
CONTINUITY OF CARE 
Milestone 5: Establish continuity of care percentage 
for the WMPA primary care and pediatric practices to 
improve the percentage of time they see their own 
PCP 
 
Metric 5 (MP-Category 4 1.1 CCM): Increase baseline 
for continuity of care percentage for the WMPA 
primary care and pediatric practices to improve the 
percentage of time they see their own PCP by 25%  
 
Data Source: Patient scheduling data 
 

DEVELOP ACTION PLAN (STANDARD 4, ELEMENT A,  
STANDARD 5, ELEMENT B AND STANDARD 6, 
ELEMENT C) 
Milestone 9: Prioritize any gaps in the must-pass 
NCQA Patient Centered Medical Home Standard #4, 
Element A - Provide Self-Care Support, Standard #5, 
Element B - Referrals and Transitions of Care Follow 
Up and Standard #6, Element C – Implement 
Continuous Quality Improvement   
 
Metric 9 (MP-P 5): Develop action plan to eliminate 
gaps in the PCMH Standard #4, Element A and 
Standard #5, Element B. and Standard #6 Element C. 

 
Data Source: Documentation of completed action 
plans 
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Project 1.1:  Develop a Patient Centered Medical Home for HMC Affiliated Primary Care Practices  Master Plan Project 1.1  
SFY 2012  SFY 2013   SFY 2014   
PERFORM GAP ANALYSIS 
Milestone2: Evaluate, via gap analysis, HMC’s 3 
affiliated primary care providers’ sites at WMPA for 
readiness to develop and participate in the PCMH per 
NCQA guidelines. 
 
Metric 2 (MP-P 4): Perform gap analysis of WMPA 
practitioners utilizing the six categories of patient 
centered medical home NCQA 2011 standards and 
measure the percent compliance related to standards. 
Utilizing the gap analysis, assess the readiness of 
WMPA primary care physician practices for 
implementation of a PCMH model of care. 
 
 
Data Source: Documentation of completed gap 
analysis of affiliated HMC practitioners utilizing the 
elements of PCMH as identified by NCQA 
 
 
CONTINUITY OF CARE 
Milestone 3: Establish a baseline percentage for 
continuity of care for the WMPA primary care and 
pediatric practices to determine  the percentage of 
time patients see their designated PCP 
 
 

IDENTIFY PHYSICIAN CHAMPIONS 
Milestone 6: Identify physician champions at HMC and 
WMPA practices to educate and lead PCMH initiative. 
 
Metric 6 (MP-P 1): Document of physician champions 
at HMC and WMPA who have the interest and desire 
to be leaders of the project. 
 
Data Source: Documentation of named physician 
champions.  
 
DEVELOP ACTION PLAN (STANDARD 1, ELEMENT A, 
STANDARD 2, ELEMENT D and STANDARD 3, 
ELEMENT C) 
Milestone 7: Prioritize any gaps in the must-pass 
NCQA Patient Centered Medical Home Standard #1,  
Element A - Access During Office Hours, Standard #2, 
Element D - Use Data for Population Management and 
Standard #3, Element C – Plan and Manage Care 
Metric 7 (MP-P 5): Develop action plan to eliminate 
gaps in the PCMH Standard #1, Element A, Standard 
#2, Element D and  Standard #3, Element C. 

 
Data Source: Documentation of completed action plan 
 
 
 
 

 
 
IMPLEMENT ACTION PLAN  
(STANDARD 1, ELEMENT A, STANDARD 2, ELEMENT 
D, and STANDARD 3, ELEMENT C) 
Milestone 10: Implement action plan to eliminate 
gaps in the NCQA PCMH Standard #1, Element A - 
Access During Office Hours, Standard #2, Element D - 
Use Data for Population Management. and Standard 
#3, Element C – Plan and Manage Care. 
 
 
Metric 10 (MP-I 1): 50% of action plan implemented 
and completed to eliminate gaps in the PCMH 
Standard #1, Element A. , Standard #2, Element D and 
Standard #3, Element C. 
 
Data Source: Action plan developed in SFY2013 
 
CONTINUITY OF CARE 
Milestone 11: Improve continuity of care percentage 
for the WMPA practices to increase  the percentage of 
time that patients see their designated PCP 
 
Metric 11 (MP-Category 4 1.1 CCM): Improve 
continuity of care percentage for the WMPA patients 
by increasing  the frequency at which they see their 
designated PCP by  50% over baseline measure 
Data Source:  Patient scheduling data 
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Project 1.1:  Develop a Patient Centered Medical Home for HMC Affiliated Primary Care Practices  Master Plan Project 1.1  
SFY 2012  SFY 2013   SFY 2014   
Metric 3 (MP-Category 4 1.1 CCM):  Develop a 
baseline percentage measure of frequency at which 
patients see their designated PCP by comparing face 
to face visits with designated PCP to all face to face 
visits 
 
Data Source:  Patient scheduling data 

 
EDUCATE PRACTICE PATIENTS 
Milestone 8: Educate patients of the primary care 
physician practice in the organization’s vision to 
develop PCMH and how it will benefit them as 
patients. 
 
Metric 8 (MP-P 2): To provide written documents to 
all primary care practice patients on the goal to 
establish a patient centered medical home and how it 
will affect their continuity of care in the future. 
 
Data Source: Educational materials provided 
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Category 1 – Further Development of a Fully Integrated Delivery System 

PROJECT 1.2: Establish a Health Information Exchange (HIE) Between HMC and its Affiliated Providers  
Master Plan Project 1.4:  Establish Health Data Exchange Capability to Facilitate Integrated Patient Care 
 
Goal:  The objective is to expand on HMC’s early pilot, continuing to build bidirectional connections to deliver laboratory and radiology results 
from the hospital to the physician practices real-time as discrete data, and exceed meaningful use by aggregating data from the hospital and 
physician offices allowing participating physicians to access a longitudinal record through a web-based portal or to directly integrate with the 
physicians’ practice Electronic Medical Record (EMR). HMC is currently in the developmental stages of integrating one provider practice into a 
health information exchange (HIE) with the ability to exchange a Continuity of Care Document (CCD) with the hospital. Testing is currently being 
performed between the practice and the hospital. HMC will utilize the Nationwide Health Information Network (NHIN) set of standards, services, 
and policies as a benchmark to address the disparity of information systems across care locations today while ensuring interoperability and 
security as the landscape evolves over time. The hospital’s integrated end-to-end, standards-based solutions will enable patient-centric access to 
medical records and patient data among multiple healthcare providers and locations utilizing the Integrating the Healthcare Enterprise (IHE) 
frameworks. The HIE will authenticate and authorize users, verify and validate the identity of patients for whom data is being exchanged, and log 
all transactions.  Furthermore, the HIE project will implement a complete stack of services, registries, and repositories required to provide 
seamless interoperability to healthcare providers which will allow quick and easy access to review a patient’s medical data gathered by different 
applications and stored in separate locations. Expansion of the HIE will help address several key healthcare issues such as: 
 

• The limited access to clinical patient information 
• The increasing costs and inefficiencies of healthcare services 
• The challenges to improving quality of patient care and experience 

 
As the foundation of the HIE continues to develop, HMC will institute business processes to address the disparate principles, models, definitions, 
products, and standards that pose potential risks to the success of the HIE. As the business processes surrounding data capture, translation, and 
transmission are addressed in this initiative, HMC will expand connectivity within the community to 50 providers with an EHR by June 2014--
providing improved accessibility, reliability, and accuracy of patient records while obtaining trust in stakeholders and patients. This project is 
critical to HMC’s strategic vision of a connected community and to enabling health information to follow the patient, be available for clinical 
decision making, and support appropriate use of healthcare information beyond direct patient care so as to improve population health.  
 
HMC’s business model for the development of the HIE has created economies of scale for the individual community practices, reducing 
connectivity and integration costs, and has helped avoid higher implementation costs if point-to-point interfaces were installed from each 
practice. HMC’s planning of the HIE has lead to higher EMR adoption rates in the Holyoke community because of the tight integration with the 
systems selected and the vision of improving care team coordination and cross continuum patient information at the point of care, providing 
patients more accurate and timely service. HMC envisions expanding the HIE to connect both affiliated and non-affiliated physicians, other 
healthcare institutions, and the Massachusetts statewide HIE.  
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HMC believes our strategic initiative is ahead of the Massachusetts eHealth Institute (MeHI) time line and aligns with the goals and objective of 
the State for expanding access to medical information, improving patient outcomes, and reducing healthcare costs. The MeHI is responsible for 
the statewide HIE efforts. Based on the MeHI Health IT Council and Advisory Committee Meeting on September 19, 2011, the statewide HIE will 
be implemented in three (3) phases: 
 

1. Create infrastructure to enable secure transmission (“directed exchange” ) of clinical information – October 2012 
2. Create infrastructure to facilitate data aggregation/analysis and support Medicaid CDR – 2013 
3. Create infrastructure for cross-institutional queries for and retrieval of patient records (EMPI/RLS, Consent Services) – 2014 

 
By 2015, MeHI expects to develop a method and strategy for a statewide solution to integrating HIE services at a community/practice level. HMC 
expects to have all three (3) of the statewide HIE phases implemented by SFY 13 for at least 20 providers within the DTSI waiver. An 
infrastructure to enable secure direct transmission will be completed in SFY12. The HMC strategic plan for a community HIE will allow local 
providers who are not part of a larger enterprise system to cost effectively leverage advanced interfaces, repository and registry services, and 
localized technical support to establish connectivity to the State HIE.  
 
Participating providers will be educated on how to locate patients in the HIE registry and locate continuity of care documents for viewing of 
patient information from disparate systems or integration of data into their EMR system. Physicians will learn how to utilize the data in the 
exchange to improve their care processes such as medication reconciliation process and review of diagnostic results which have already 
performed to reduce the duplication of tests. Several methodologies will used to educate participants such as individual and group training 
sessions, newsletters, and other printed materials. 
 
In year one HMC will establish a governance structure with physician leaders and identify potential stakeholders and participants for the HIE 
within the HMC affiliated practices, and HMC affiliated practices will be educated on the benefits of the HIE, data sharing models, privacy and 
security concerns and regulations. HMC will develop a baseline for the amount of lab and radiology results delivered electronically as discrete 
data integrated into physician office electronic medical records and increase the integration over the 3 year plan. Year 1 will also include the 
implementation of a direct and trusted communication network between Western Mass Physician Associates primary care locations and HMC to 
begin the exchange of information related to HF and COPD patients.  During 2013 and 2014, HMC will research best practices and develop 
policies related to privacy, security and data ownership. A data architecture plan will be developed on how shared data will be submitted, 
processed, stored, and used with the advanced features of the HIE system including the central repository and patient registry. HMC will 
increase participation in the HIE and will develop reports on patient and physician activity. 
 
 
Rationale:  Current healthcare costs and reimbursement models have been described as being unsustainable.  Addressing these issues requires 
dynamic information and better outcomes. In 2011, HMC, in coordination with the medical staff, embarked on a multi-year strategic plan to 
develop, implement, and support Health Information Technology initiatives by beginning the process of building a community-wide Health 
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Information Exchange (HIE). HMC engaged local healthcare providers and the Physician Hospital Organization to develop a strategy on the 
selection of a community-wide ambulatory EHR product and HIE. Vendors were evaluated based on functionality, pricing, project planning and 
training approach, and reference feedback. To support a wide variety of business relationships that exist among and between healthcare 
providers, while focusing on the common goals of improved patient care, HMC invested in a high availability, fault tolerant virtualized server 
infrastructure and storage area network (SAN) environment with the goal of exceeding meaningful use requirements for the exchange of data. 
HMC views the community-based ambulatory model and development of an HIE as a cohesive strategy towards addressing the multitude of 
healthcare system needs with a long-term vision of connecting to the state and national health information networks.  The HIE will allow for 
reductions of waste in the healthcare system, and better serve the patient population with more concrete continuity of care by connecting 
disparate systems, improving the flow of patient information,  and the increasing ability to track patients with chronic disease.   
 
Expected Results: HMC expects the HIE will provide patient indexing and record locator services required to locate the correct patient 
information within the community. The HIE will feature an open standards interoperability technology solution that will be built on sound 
principles and processes to address HIE workflows. This will provide participating providers in the HMC system with shared patient information 
from disparate systems in a real time concurrent fashion, thus enhancing the patient experience, reducing waste, and improving the quality of 
care of our patient population. The ability to share information between disparate systems and across organizational boundaries will provide the 
following additional benefits: 
 

• Improved care team coordination. Optimal treatment for a chronic condition usually requires the expertise of specialists, nutritionists 
and even mental health counselors to change patient lifestyles. An HIE provides a cost-effective mechanism for members of the 
extended care team to work with the physician and patient to determine the best course of self-care management and to share 
information to better coordinate care, monitor outcomes and avoid unnecessary costs associated with complications 

• Reduced incidence of duplicate and unnecessary tests.  Avoiding repeat tests by making the previous lab results or radiology reports 
readily available electronically to providers. Reduce delays in care or wasted time tracking down the information.  

• Having cross continuum patient information available at the point of care, thus providing patients more accurate and timely service. 
Access to information regarding the patient care received elsewhere gives health care providers a better, more complete picture of the 
patient’s health and healthcare needs. 

 
Relation to other Projects:  The HIE is a necessary project to complete to enhance and support prevention of hospital readmissions, navigation 
of patient care through the system, the movement towards PCMH, development of chronic disease registry, warehousing of patient and 
business data to improve patient population and quality of care. The HIE will be an important piece of HMC’s ability to better meet the transition 
of healthcare delivery and the move towards alternative payment systems with the Commonwealth of Massachusetts. 
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Project 1.2:  Establish a Health Information Exchange (HIE) Between HMC and its Affiliated Providers Master Plan Project 1.4:   
SFY 2012   SFY 2013  SFY 2014   
GOVERNANCE STRUCTURE 
Milestone 1: Establishment of governance 
structure with community physician leaders. 
 
Metric 1 (MP-P 1): Governance committee created 
with community physician involvement. 
 
Data Source:  List of members participating on the 
Governance Committee 
 
STAKEHOLDER IDENTIFICATION 
Milestone 2: Identify potential stakeholders and 
participants for the HIE within the HMC affiliated 
practices. 
 
Metric 2 (MP-P 2): List of HMC affiliated providers 
committed to participation in the HIE. 
 
Data Source: Report of HMC affiliated providers 
committed to participating in HIE. 
 
EDUCATE COMMUNITY PROVIDERS 
Milestone 3: Provide education on the benefits of 
an HIE, data sharing models, privacy and security 
concerns and regulations to potential participants. 
 
Metric 3 (MP-P 3): Training materials for 
participating providers. 
 
Data Source: Attendance logs and documentation 
of specific educational program content 
 

CARE MANAGEMENT 
Milestone 5: Enable direct and trusted connectivity 
between Western Mass Physician Associates (WMPA) 
primary care locations and HMC to begin the exchange of 
mutually beneficial information related to HF and COPD 
patients.  
 
Metric  5  (MPI-2-bullet 4) 9: report the  percent of unique 
patient encounters where provider obtained data from HIE  
2Increasing  
 
Data Source:  Meditech and eCW reports 
 
DATA INTEGRITY – BEST PRACTICES 
Milestone 6: Research privacy, security and data ownership 
and stewardship best practices related to advanced features 
of the HIE including the central repository and patient 
registry. 
 
Metric 6 (MP-P 4): Completion of a policy and procedures 
document for privacy, security, and data ownership. 
 
Data Source: Policy and procedures document regarding 
privacy, security and data ownership. 
 
 

CARE MANAGEMENT 
Milestone 12: Enable direct and trusted connectivity 
between Western Mass Physician Associates 
(WMPA) primary care locations and HMC to begin 
the exchange of mutually beneficial information 
related to HF and COPD patients.  
 
Metric 12   (MP-I-2bullet 4) P 9:  report the  percent 
of unique patient encounters where provider 
obtained data from HIE 3  
 
Data Source:  Meditech and eCW reports 
 
PATIENT CONSENT – EDUCATION 
Milestone 13: Educate participating providers and 
potential participants on the patient consent form. 
 
Metric 13 (MP-P 8): Evidence of training on patient 
consent for participating providers. 
 
Data Source: Attendance logs and documentation of 
specific program educational content. 
 
 
 

                                                      
2 Data to include the percentage of baseline WMPA patients with HF or COPD having a provider encounter within 7 days of discharge by 25%. Numerator = 
WMPA patients with HF or COPD seen within 7 days of discharge Denominator = Total number of HF and COPD patients from WMPA discharged from the 
Emergency Department or the inpatient units 
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Project 1.2:  Establish a Health Information Exchange (HIE) Between HMC and its Affiliated Providers Master Plan Project 1.4:   
SFY 2012   SFY 2013  SFY 2014   
CARE MANAGEMENT 
Milestone 4: Enable direct and trusted connectivity 
between Western Mass Physician Associates 
(WMPA) primary care locations and HMC to begin 
the exchange of mutually beneficial information 
related to HF and COPD patients. This milestone 
also supports Category 4.2 for development of 
direct communication with specialist for electronic 
referrals. 
 
Metric 4 (MP-I-2bullet 4):. Develop a report of 
percent of unique patient encounters where 
provider obtained data from HIE. 4 
 
Data Source: Meditech and eCW reports 
 
 
 
 

CLINICAL DATA ARCHITECTURE PLAN 
Milestone 7:  Determine how clinical shared data will be 
submitted, processed, stored and utilized for the central 
repository and patient registry within the HIE system. 
 
Metric 7 MP-P 5): Completion of a clinical data architectural 
framework with technical diagram and description. 
 
Data Source: Document outlining the data architectural 
framework including a technical diagram. 
 
HIE POLICY & PROCEDURES 
Milestone 8:  Develop policy and protocol documentation 
on how data exchange issues such as interface and 
connectivity problems will be resolved. 
 
Metric 8   (MP-P 6): Completion of policy and protocols 
documentation for the resolution of data exchange issues. 
 
Data Source: Completed policies and procedures regarding 
how data exchange interface and connectivity problems will 
be solved. 
 
 
 
 
 
DATA INTEGRITY – EDUCATION  

INTEGRATE PROVIDERS INTO HIE 
Milestone 14: Integrate 30 additional providers with 
an EHR into the HIE utilizing the advanced features 
of the HIE including the central repository and 
patient registry. 
 
Metric 14  (MP-I 1): Report  of all providers by 
facility with the number of patients who opted into 
the HIE and are utilizing the repository and patient 
registry for continuity of care: 
• Review and document percent of patients 

consenting to HIE system inclusion 
• % of providers sending transactions 
• % of providers receiving transactions 
• Number of Continuity of Care Documents sent 

by provider 
• Security Audit Logs 
• System availability reports 
• % of providers receiving Transactions 

 
Data Source: HIE system reports 
 
 

                                                                                                                                                                                                                                            
3Data to include the percentage of baseline WMPA patients with HF or COPD having a provider encounter within 7 days of discharge by 50%. Numerator = 
WMPA patients with HF or COPD seen within 7 days of discharge Denominator = Total number of HF and COPD patients from WMPA discharged from the 
Emergency Department or the inpatient units 
4 Data to include baseline of HF and COPD patients encounters who received a follow up appointment within 7 days of being discharged from the hospital for 
WMPA patients. Numerator = WMPA patients with HF or COPD who have a provider encounter within  7 days of discharge Denominator = Total number of HF 
and COPD patients from WMPA discharged from the Emergency Department or the inpatient units 
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Project 1.2:  Establish a Health Information Exchange (HIE) Between HMC and its Affiliated Providers Master Plan Project 1.4:   
SFY 2012   SFY 2013  SFY 2014   

Milestone 9: Develop educational materials for participants 
relating to patient data sharing in the areas of privacy, 
security and data retention. 
 
Metric 9 (MP-P 7): Production of training materials to be 
provided to participating providers. 
 
Data Source: Documentation of specific educational content 
 

 PATIENT CONSENT WORKFLOW 
Milestone 10: Workflow review of appropriate 
methodology for obtaining patient consent for inclusion in 
the HIE. 
 
Metric 10 (MP-P 8): Documentation of workflow for patient 
consents to implement a developed appropriate patient 
consent form to all users of the electronic health exchange. 
 
Data Source: Workflow documents 
 
INTEGRATE 20 PROVIDERS INTO HIE 
Milestone 11: Train and Integrate 20 providers with an EHR 
into the HIE providing them will the tools and consent forms 
to enroll their practices and patients utilizing the advanced 
features of the HIE including the central repository and 
patient registry. 
 
Metric 11  (MP-I 1): Report of all providers by facility with 
the number of patients who opted into the HIE and are 
utilizing the repository and patient registry for continuity of 
care 
• Review and document percent of patients consenting to 

HIE system inclusion 
• % of providers sending transactions 
• % of providers receiving transactions 
Data Source: HIE system reports 

 
 
 
 
 
 
 
 
 
 
 

Category 2 – Improved Health Outcomes & Quality: 
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PROJECT 2.1: Establish a Chronic Disease Registry  
Master Plan Project 2.2: Establish a Chronic Disease Registry 
Project Goal:  
HMC cares for many patients suffering from chronic diseases such as HF and COPD which reflect the most frequently occurring readmission 
diagnoses. In an effort to address this problem, HMC will develop a chronic disease management registry to capture important information 
about patients with these chronic illnesses with the intent to use this information to: 

• Identify and correct treatment gaps; 
• Provide enhanced patient and family support during the hospital stay and during the transition from acute care episode through the 

next phase of care delivery (e.g., home, home with VNA services, short term rehab, skilled nursing facility, etc.); 
• Reduce readmissions associated with chronic diseases: HF initially, followed by COPD. 

Rationale: 
Chronic illnesses are generally characterized by disease progression, leading to deterioration in functional status and overall health and quality 
of life. Patients must be highly motivated and engaged to develop and maintain healthy lifestyles that lead to the best control of chronic 
diseases. Further, patients must also have reliable access to healthcare and providers to monitor the disease and evaluate the effectiveness of 
the treatment plan.  To this end, HMC will develop and implement chronic disease management models to improve the quality and scope of care 
delivery for patients with chronic diseases. A component of these models will include the development of a chronic disease registry.  
 
The implementation of a chronic disease registry is critical to the provision of high quality of care and the successful transition of the patient 
through the healthcare system. The registry will provide clinicians with a common place to communicate information in a timely manner in order 
to better execute treatment plans for their patients. The development of such a registry will allow for coordinated care, especially for the 
complex patient who requires continuous care with different practitioners in different specialties. A registry will allow for medication review, 
alert the practitioner of other illnesses other than the one the specialist is treating the patient for, and decrease the risk of medical errors as 
more and more information is shared. Costs will be decreased as well as duplication of tests will be reduced since each practitioner will have 
access to tests and procedures already performed.  
 
Expected Results: 

• The chronic disease registry will begin tracking patients with a diagnosis of HF and expand to COPD in 2014; 
• The chronic disease registry will identify gaps in treatment for HF and COPD patients by 2015; 
• Develop readiness for PCMH 
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Description of How Project Can Refine Innovations, Test and Disseminate Findings 

Since poor information sharing across the continuum is one of the defects highlighted in an IHI report in 2009, in “The Increasing Cost of 
Healthcare in the United States,” the development of a chronic disease registry will be an innovation that will be refined periodically in response 
to information that is obtained and studied.  Data such as patient’s risk factors, chronic diseases, support systems and compliance with 
appointments and medications, as well as test results, will serve as triggers for further interventions or as an indication that the interventions 
have produced a positive or negative outcome. The analyzing of this information will be beneficial to the providers and will allow for outcomes 
to guide further improvements to systems being tested and for proven interventions to be spread across the continuum 
 
Related Projects: 
 

• Improved Management of Patients with Heart Failure (HF)/Expand Chronic Disease Care Management Models including Medication 
Management Initiative for Chronic Diseases (Category #2); 

• Improved Management of Patients with Chronic Obstructive Pulmonary Disease (COPD)/Expand Chronic Disease Care Management 
Models including Medication Management Initiative for Chronic Diseases (Category #2); 

• Establish a Health Information Exchange Between Affiliated and Community Providers of HMC (Category #1). 
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Project 2.1:  Establish a Chronic Disease Registry Master Plan Project 2.2 
SFY 2012 SFY 2013 SFY 2014 
ACCESS FUNCTIONALITY OF EXISTING SYSTEMS 
Milestone 1: Determine if the HMC Meditech EHR 
system has an available chronic disease registry which 
meets the elements necessary for use across the 
system. Determine if eClinical Works (ECW) electronic 
health record utilized by affiliated office practices has 
a chronic disease registry and if it meets the elements 
needed for use across the organization such as: 

• Recent hospitalizations 
• ED visits 
• Abnormal diagnostic tests 
• Changes in medication 
• Gaps in follow-up, etc. 

 
Metric 1 (MP-P 1): Complete functional assessment of 
Meditech and ECW system to meet the necessary 
elements to establish a chronic disease registry. 
 
Data Source: Documentation of chronic disease 
registry functional assessment of Meditech and ECW 
systems.  
 
CARE MANAGEMENT 
Milestone 2: Identify patients with heart failure who 
receive discharge instructions that address all the 
following: 

• Activity level 
• Diet 
• Discharge medications 
• Follow-up appointment 
• Weight monitoring 
• What to do if symptoms persist 

IDENTIFY IT SOLUTION 
Milestone 3: Select appropriate IT solution based on 
evaluation of Meditech or ECW functionality (if any 
exist) and/or review of chronic disease vendors. Select 
the appropriate chronic disease registry that meets 
the necessary elements for implementation of a 
chronic disease registry across the organization. 
 
Metric 3 (MP-P 4): Procurement of contract with 
selected vendor 
 
Data Source: Contract document 
CARE MANAGEMENT 
Milestone 4: Identify patients with heart failure who 
receive discharge instructions that address all the 
following: 

• Activity level 
• Diet 
• Discharge medications 
• Follow-up appointment 
• Weight monitoring 
• What to do if symptoms persist 

 
Metric 4 (MP-I 2): Increase percentage of hospital 
discharged patients with heart failure who receive the 
identified Milestone 2 instructions by 25% 
 
Data Source: Documentation of chronic disease 
registry functional assessment of Meditech and ECW 
systems. 
 
LEAN EVALUATION 
Milestone 5: Evaluate workflow and use of chronic 

REGISTRY – TEST PHASE 
Milestone 9: Pilot the selected chronic disease registry 
at HMC  
 
Metric 9 (MP-P 8): Evaluate and identify gaps in   
information exchange 5 in the registry within HMC’s 
identified staff and departments. 
 
Data Source: Implementation and testing plan 
 
CARE MANAGEMENT 
Milestone 10: Identify patients with heart failure who 
receive discharge instructions that address all the 
following: 

• Activity level 
• Diet 
• Discharge medications 
• Follow-up appointment 
• Weight monitoring 
• What to do if symptoms persist 

 
Metric 10 (MP-I 2): Increase percentage of hospital 
discharged patients with heart failure who receive the 
identified Milestone 2 instructions by 50% 
 
Data Source: Documentation of chronic disease 
registry functional assessment of Meditech and ECW 
systems. 
 
ENTER PATIENTS INTO REGISTRY – TEST PHASE 
Milestone 11: Identify those patients to be entered 
into the registry for the conditions of HF and COPD 
and enter into registry 

                                                      
5 Information exchange includes data that can populate the Chronic Disease Registry. 
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Project 2.1:  Establish a Chronic Disease Registry Master Plan Project 2.2 
SFY 2012 SFY 2013 SFY 2014 

 
Metric 2 (MP-I 2): Percentage of hospital discharged 
patients with heart failure who receive the identified 
Milestone 2 instructions. 
Data Source: Documentation of chronic disease 
registry functional assessment of Meditech and ECW 
systems. 

 

disease registry at HMC using Lean methodology 
 
Metric 5 (MP-P 5): Review current and future state of 
workflow using chronic disease registry and 
identification of barriers to implementation. 
 
Data Source: Summary of Lean event 
 
USER LIST 
Milestone 6: Identify HMC and affiliated organization 
staff that will use the chronic disease registry 
 
Metric 6 (MP-P 6): Develop list of users by location 
and by priority of use by functional area. 
 
Data Source: List of users 
 
STAFF EDUCATION 
Milestone 7: Develop educational program to educate 
the identified staff on the rationale and use of the 
chronic disease registry 
 
Metric 7 (MP-P 11): Documentation of content and 
attendance at educational programs  
Data Source: Attendance list and educational content 
 
IMPLEMENTATION PLAN 
Milestone 8: Develop an implementation plan for a 
chronic disease registry 
 
Metric 8 (MP-P 7): After having identified barriers to 
implementation of the chronic disease registry, 
develop implementation plans to eliminate and/or 
reduce those barriers. 
 
Data Source: Survey and document plans 
Documentation of implementation plan 

 
Metric 11 (MP-P 9): Document patients to be 
registered into registry at HMC 
 
Data Source: Identify patients with HF and COPD 
 
DATA INEGRITY – TESTING  
Milestone 12: Develop and implement test plan to 
determine accuracy of information populated into 
registry 
 
Metric 12 (MP-P 10): Implement and document 
results of test plan 
 
Data Source: Test plan 
 
GO LIVE - IMPLEMENTATION 
Milestone 13: Enter 100% of identified chronic disease 
patients with HF and COPD into the electronic registry 
that were identified at HMC in years 2012 and 2013 
and placed in HMC’s manual log. 
 
Metric 13 (MP-I 1): Identify gaps in treatment as 
identified in Best Practices for HF and COPD Plan.  
 
Data Source: Documentation of patients entered and 
gaps identified 
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 Category 2 – Improved Health Outcomes & Quality 
 
PROJECTS 2.2A Improve Management of Patients with Heart Failure Expand Chronic Disease Care Management Models Including Medication 
Management for Chronic Diseases 
Master Plan Project 2.1: Implement Care Management Interventions for Patients with Chronic Diseases 
 
Project Goal: HMC has identified that one of the top chronic disease populations readmitted to its facility is Heart Failure (HF). In response to 
this, HMC will develop Chronic Disease Management Programs that will provide proactive ongoing care to this population across the continuum 
of care to keep patients healthy by teaching self management skills which will allow patients to be better equipped to manage and identify 
symptoms earlier so interventions may be implemented earlier and avoid exacerbations and hospitalizations. The programs will include:  

• Enrollment into a chronic disease tracking system to allow for tracking of chronic disease patients and follow up calls to review 
medications and discharge instructions and effectiveness of teaching done prior to discharge.  

• Clear, concise discharge education will be provided specific to each illness and in languages specific to the patient population (Spanish 
and English). Educational materials will be shared across the continuum, VNA, SNFs, PCPs and Clinics in the community so the patient 
will receive reinforcement of education.  

• Medications, diet, symptom management and activity will be clearly addressed. Patients will be provided with daily logs to track their 
progress and bring to appointments.  

• Outpatient educational sessions will be developed and recommended to patients at discharge and be taught by a multidisciplinary team 
who will provide education on med management, symptom recognition, diet and activity medication management to decrease the need 
for hospitalization.  

Patients will ultimately experience a better quality of life. The projects build on and expand the efforts of the already established Cross 
Continuum Team developed through the STAAR Initiative. The STAAR team will oversee and review the projects to identify areas that need 
improvement and analyze data. The data will be shared and analyzed across the continuum so that improvements in the transition of the patient 
from the hospital to the next level of care will take place and readmission of HF patients will decrease. 
 
Rationale: According to the Institute for Healthcare Improvement (IHI), and the 5 MILLION LIVES Campaign, the hospitals that go beyond the 
basic discharge plan and focus intensively on improving the transition of patients from hospital to community will have a much better impact on 
reducing readmissions. (5 Million Lives Campaign, Getting Started Kit: Improved Care For Patients with Heart Failure How- To-Guide. Cambridge, 
MA, IHI, 2008) 
 
Heart Failure is a major growing public health problem, affecting 5.3 million people, mostly elderly, with 660,000 new cases identified each year 
in the US. HF is the underlying reason for 12 to 15 million office visits and 6.5 million hospital days each year. Because of inadequate treatment 
plans, discharge guidance and follow up, many HF patients are caught in a revolving door process that culminates in deterioration and frequent 
re-hospitalizations. In addition to its human toll, HF carries a significant economic burden. There is also evidence of a significant “interaction 
gap” between health care providers, physician, and patients and their families. Many patients do not understand their plan of care and do not 
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feel comfortable playing a more active role in the self management of their illness. Comprehensive discharge planning, enhanced teaching and 
educational materials, and follow up support have been proven to have an effect on these types of patients. 
 
  
 
HMC’s program will concentrate on the following areas, ( 1) identifying on admission who needs to be educated (2) enroll patients in the 
program for tracking and follow up purposes (3) develop clear concise educational materials in languages most prominent in our community (4) 
Use of proven ZONE educational materials (5) teach back method for all staff to use with each patient (6)chronic illness specific discharge 
instructions (7) Multidisciplinary education (8) follow up appointments and phone calls (9) Visiting nurse visit on day 1 of discharge to review 
medications and instructions 
 
Expected results: 

• Readmission of patients with HF will decrease  
• Coordination of care across the continuum  
• Tracking will identify the known patients at risk  
• Specific education will empower the patient to self manage 

 
Description of How Project Can Refine Innovations, Test and Disseminate Findings 
 
As a STAAR hospital, information is shared across the continuum through web based learning sessions, networking and participating in regional 
meetings where outcomes of testing are shared with other STAAR hospitals identifying barriers and solutions.  Initiatives and strategies can be 
analyzed in order to adopt practices that produce the most positive results for each targeted population. 
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Project 2.2A:  Improve Management of Patients with Heart Failure/Expand Chronic Disease Care Management Models Including Medication Management for Chronic 
Diseases  Master Plan Project 2.1 
SFY 2012 SFY 2013 SFY 2014 
MANUAL HF LOG 
Milestone 1: Enter names of identified, admitted 
patients with Heart Failure into a chronic disease log 
to allow for tracking and follow up. 
 
Metric 1 (MP-P 2): All patients admitted with 
identified with HF will be entered into a manual log. 
 
Data Source: Manual log 
 
PHARMACIST MEDICATION MANAGEMENT 
Milestone 2: Hospital Pharmacist will educate HF 
patients on medication management prior to 
discharge. 
 
Metric 2 (MP-P 13): Of all the patients enrolled in the 
HF chronic disease log, 25% of the HF patients will 
receive pharmacy medication management teaching. 
 
Data Source: Manual log 
 
TEACH BACK 
Milestone 3: Teach Back Method will be used to 
educate patients or identified learner of admitted HF 
patients. 
 
Metric 3 (MP-P 10): Of all the patients enrolled in the 
HF chronic disease log, 25% of the HF patients will be 
taught using Teach Back Method during 
hospitalizations. 10 staff observations for compliance 
will be performed monthly. 
 
Data Source IHI Teach Back Method tool.  
 
 
 

MANUAL HF LOG 
Milestone 8: Enter names of identified, admitted 
patients with Heart Failure into a chronic disease log 
to allow for tracking and follow up. 
 
Metric 8 (MP-P 2): All patients admitted with 
identified with HF will be entered into a manual log. 
 
Data Source: Manual log 
 
PHARMACIST MEDICATION MANAGEMENT 
Milestone 9:  Increase percent of patients that will 
receive Pharmacy medication management instruction 
prior to discharge. 
 
Metric 9 (MP-P 13): Of all the patients enrolled in the 
HF chronic disease log, 50% of the HF patients will 
receive pharmacy medication management teaching 
 
Data Source: Electronic health record and/or follow up 
phone call log 
 
TEACH BACK 
Milestone 10: Teach Back Method will be used to 
educate patients or identified learner of admitted HF 
patients. 
 
Metric 10 (MP-P 10): Of all the patients enrolled in the 
HF chronic disease log, 50% of the HF patients will be 
taught using Teach Back Method during 
hospitalizations. 10 staff observations for compliance 
will be performed monthly. 
 
Data Source IHI Teach Back Method tool.  
 
 

MANUAL HF LOG 
Milestone 14:  Enter names of identified, admitted 
patients with Heart Failure into a chronic disease log 
to allow for tracking and follow up. 
 
Metric 14 (MP-P 2): All patients admitted with 
identified with HF will be entered into a manual log. 
 
Data Source: Manual log 
 
PHARMACIST MEDICATION MANAGEMENT 
Milestone 15:  Increase percent of patients that will 
receive Pharmacy medication management instruction 
prior to discharge. 
 
 Metric 15 (MP-P 13): Of all the patients enrolled in 
the HF chronic disease log, 75% of the HF patients  will 
receive pharmacy medication management teaching 
 
Data Source: Electronic health record and/or follow up 
phone call log 
 
TEACH BACK 
Milestone 16: Teach Back Method will be used to 
educate patients or identified learner of admitted HF 
patients. 
 
Metric 16 (MP-P 10): Of all the patients enrolled in the 
HF chronic disease log, 75% of the HF patients will be 
taught using Teach Back Method during 
hospitalizations. 10 staff observations for compliance 
will be performed monthly. 
 
Data Source IHI Teach Back Method tool 
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Project 2.2A:  Improve Management of Patients with Heart Failure/Expand Chronic Disease Care Management Models Including Medication Management for Chronic 
Diseases  Master Plan Project 2.1 
SFY 2012 SFY 2013 SFY 2014 
HOME VISITS 
Milestone 4: Visiting Nurses home visit will be 
scheduled for all qualified and consenting HF patients 
upon discharge 
 
Metric 4 (MP-P 7): Of all the patients enrolled in the 
HF chronic disease log, 25% of all qualified and 
consenting HF patients will have follow up visit with 
VNA scheduled prior to discharge  Numerator = total 
number of qualified, consenting HF patients who are 
sent home with a VNA referral (monthly) Denominator 
= Total number of HF patients enrolled in the log 
(monthly) 
 
Date Source: EHR/follow up telephone call log 
 
FOLLOW-UP PHONE CALLS 
Milestone 5:  HF patients (enrolled in the HF chronic 
care log) will receive a follow up telephone call within 
48 hours of discharge to review discharge instructions.  
 
Metric 5 (MP-I 1): Of all the patients enrolled in the HF 
chronic disease log, 25% of the HF patients will be 
contacted within 48 hours of discharge to review 
discharge instructions. 
 
Data Source: HF log, EHR and follow up discharge 
phone call 
 
EDUCATION MATERIALS 
Milestone 6: Develop and distribute HF-specific 
patient education materials to affiliated community 
providers.  
 
Metric 6 (MP-P 4): Documentation of receipt of 
education materials at WMPA, Holyoke Health Center, 

HOME VISITS 
Milestone 11:  Increase percentage of qualified and 
consenting HF patients who will have a Visiting Nurses 
home visit scheduled prior to discharge 
 
Metric 11 (MP-P 7): Of all the patients enrolled in the 
HF chronic disease log, 50% of all qualified and 
consenting HF patients will have follow up visit 
scheduled prior to discharge  Numerator = total 
number of qualified, consenting HF patients who are 
sent home with a VNA referral (monthly) Denominator 
= Total number of HF patients enrolled in the log 
(monthly) 
 
Date Source: EHR/follow up telephone call log 
 
FOLLOW-UP PHONE CALLS 
Milestone 12:  Increase percentage of HF patients 
(enrolled in the HF chronic care log) who will receive a 
follow up telephone call within 48 hours of discharge 
to review discharge instructions.  
 
Metric 12 (MP-I 1): Of all the patients enrolled in the 
HF chronic disease log, 50% of the HF patients will be 
contacted within 48 hours of discharge to review 
discharge instructions. 
 
Data Source: HF log, EHR and follow up discharge 
phone call 
 
CONTINUITY OF CARE 
Milestone 13: During the post-discharge follow-up 
phone call to patients who were discharged with a 
diagnosis of HF will be asked CTM3 Question 1 “Did 
staff take my preferences and those of my family or 
caregiver into account in deciding what my healthcare 

HOME VISITS 
Milestone 17: Increase percentage of qualified and 
consenting HF patients who will a Visiting Nurses 
home visit scheduled prior to discharge  
 
Metric 17 (MP-P 7): Of all the patients enrolled in the 
HF chronic disease log, 75% of all qualified and 
consenting HF patients will have follow up visit 
scheduled prior to discharge   Numerator = total 
number of qualified, consenting HF patients who are 
sent home with a VNA referral (monthly) Denominator 
= Total number of HF patients enrolled in the log 
(monthly) 
 
Date Source: EHR/follow up telephone call 
 
FOLLOW-UP PHONE CALLS 
Milestone 18:  Increase percentage of HF patients 
(enrolled in the HF chronic care log) who will receive a 
follow up telephone call within 48 hours of discharge 
to review discharge instructions.  
 
Metric 18 MP-I 1): Of all the patients enrolled in the 
HF chronic disease log, 75% of the HF patients will be 
contacted within 48 hours of discharge to review 
discharge instructions. 
 
Data Source: HF log, EHR and follow up discharge 
phone call 
 
EVALUATION: PATIENT INTERVIEWS/FAMILY 
CAREGIVER PARTICIPATION 
Milestone 19: Interview registered HF patients who 
are re-hospitalized within 30 days of discharge to 
identify patients’ understanding or reason for 
readmission. Use Interview questions developed 
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Project 2.2A:  Improve Management of Patients with Heart Failure/Expand Chronic Disease Care Management Models Including Medication Management for Chronic 
Diseases  Master Plan Project 2.1 
SFY 2012 SFY 2013 SFY 2014 
the Visiting Nurses Association and one SNF will be 
reviewed. 
 
 
Data Source: Documentation of receipt of materials 
received by each provider location. 
 
CONTINUITY OF CARE 
Milestone 7: During the post-discharge follow-up 
phone call to patients who were discharged with a 
diagnosis of HF will be asked CTM3 Question 1 “Did 
staff take my preferences and those of my family or 
caregiver into account in deciding what my healthcare 
needs would be when I leave the hospital?” 
 
Metric 7 (MP-P 21): Establish baseline of percentage 
of patients who answer that they agree or strongly 
agree that preferences were taken into account. 
 
Data Source: Follow up discharge phone call 
 
 

needs would be when I leave the hospital?” 
 
 
 
Metric 13 (MP-P 21): Increase percentage of patient 
who answer that they agree or strongly agree that 
preferences were taken into account by 20%. 
 
Data Source: Follow up discharge phone call 
 

through the STAAR program, which will identify areas 
of possible failure in the post discharge process. Invite 
a patient or family caregiver to join the STAAR Cross 
Continuum team to assist with evaluation of chronic 
disease management programs before moving 
forward to the next chronic illness 
 
Metric 19 (MP-P 16): 80% of readmitted patients with 
HF will be interviewed and invite patient or family 
caregiver to join the STAAR Cross Continuum team. 
 
Data source: Daily census (identifies all readmits) and 
Log or register of HF patients and meeting minutes 
 
CONTINUITY OF CARE 
Milestone 20: During the post-discharge follow-up 
phone call to patients who were discharged with a 
diagnosis of HF will be asked CTM3 Question 1 “Did 
staff take my preferences and those of my family or 
caregiver into account in deciding what my healthcare 
needs would be when I leave the hospital?” 
 
Metric 20 (MP-P 21): Increase percentage of patient 
who answer that they agree or strongly agree that 
preferences were taken into account by 40%. 
 
Data Source: Follow up discharge phone call 
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Category 2 – Improved Health Outcomes & Quality 
 
PROJECTS 2.2B Improve Management of Patients with Chronic Obstructive Pulmonary Disease/Expand Chronic Disease Care Management 
Models Including Medication Management for Chronic Diseases 
Master Plan Project 2.1: Implement Care Management Interventions for Patients with Chronic Diseases 
 
Project Goal: HMC has identified that one of the top chronic disease populations readmitted to its facility is Chronic Obstructive Pulmonary 
Disease (COPD). In response to this, HMC will develop Chronic Disease Management Programs that will provide proactive ongoing care to this 
population across the continuum of care to keep patients healthy by teaching self-management skills, which will allow patients to be better 
equipped to manage and identify symptoms earlier so interventions may be implemented earlier and avoid exacerbations and hospitalizations. 
The programs will include:  

• Enrollment into a chronic disease tracking system to allow for tracking of chronic disease patients and follow up calls to review 
medications and discharge instructions and effectiveness of teaching done prior to discharge.  

• Clear, concise discharge education will be provided specific to each illness and in languages specific to the patient population (Spanish 
and English). Educational materials will be shared across the continuum, VNA, SNFs, PCPs and Clinics in the community so the patient 
will receive reinforcement of education.  

• Medications, diet, symptom management and activity will be clearly addressed. Patients will be provided with daily logs to track their 
progress and bring to appointments.  

• Outpatient educational sessions will be developed and recommended to patients at discharge and be taught by a multidisciplinary team 
who will provide education on med management, symptom recognition, diet and activity medication management to decrease the need 
for hospitalization.  

Patients will ultimately experience a better quality of life. The projects build on and expand the efforts of the already established Cross 
Continuum Team developed through the STAAR Initiative. The STAAR team will oversee and review the projects to identify areas that need 
improvement and analyze data. The data will be shared and analyzed across the continuum so that improvements in the transition of the patient 
from the hospital to the next level of care will take place and readmission of COPD patients will decrease. 
 
Rationale: Chronic Obstructive Pulmonary Disease, the fourth leading cause of death in the world, represents an important public health 
challenge that is both preventable and treatable. COPD is a major cause of chronic morbidity and mortality throughout the world. Many people 
suffer from this disease for years and die prematurely from it or its complications. COPD exacerbations can often be prevented. COPD is usually 
caused by smoking and unless treated proactively, the disease progresses and limits the ability of the person with COPD to perform normal 
activity. Smoking cessation, pneumonia and influenza vaccination, knowledge of current therapies, rehabilitation programs and inhaler 
technique and treatment reduces the number of exacerbations and hospitalizations. (Global Strategy for the Diagnosis, Management and 
Prevention of COPD, Revised 2011).  
 
HMC’s program will concentrate on the following areas, ( 1) identifying on admission who needs to be educated (2) enroll patients in the 
program for tracking and follow up purposes (3) develop clear concise educational materials in languages most prominent in our community (4) 
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Use of proven ZONE educational materials (5) teach back method for all staff to use with each patient (6)chronic illness specific discharge 
instructions (7) Multidisciplinary education (8) follow up appointments and phone calls (9) Visiting nurse visit on day 1 of discharge to review 
medications and instructions 
 
Expected results: 

• Readmission of patients with COPD will decrease  
• Coordination of care across the continuum  
• Tracking will identify the known patients at risk  
• Specific education will empower the patient to self manage 

 
Description of How Project Can Refine Innovations, Test and Disseminate Findings 
 
As a STAAR hospital, information is shared across the continuum through web based learning sessions, networking and participating in regional 
meetings where outcomes of testing are shared with other STAAR hospitals identifying barriers and solutions.  Initiatives and strategies can be 
analyzed in order to adopt practices that produce the most positive results for each targeted population. 
 
Project 2.2B:  Improve Management of Patients with Chronic Obstructive Pulmonary Disease/Expand Chronic Disease Care Management Models Including Medication 
Management for Chronic Diseases  Master Plan Project 2.1 
SFY 2012 SFY 2013 SFY 2014 
MULTIDISCIPLINARY TEAM 
Milestone 1: Develop a multidisciplinary team to 
develop patient educational tools that will promote 
self care health management using best practices 
developed through the STAAR and IHI initiative for 
COPD patients. 
 
Metric 1 (MP-P 3): Develop education materials 
 
Data Source: Education documentation 
 
CONTINUITY OF CARE 
 
Milestone 2: During the post-discharge follow-up 
phone call to patients who were discharged with a 
diagnosis of COPD will be asked CTM3 Question 1 “Did 
staff take my preferences and those of my family or 
caregiver into account in deciding what my healthcare 

MANUAL COPD LOG 
Milestone 3: Enter names of identified, admitted 
patients with COPD into a chronic disease log to allow 
for tracking and follow up. 
 
Metric 3 (MP-P 2): All COPD patients admitted will be 
entered into a log. 
 
Data Source: Manual log. 
 
TEACH BACK 
Milestone 4: Respiratory therapists will be responsible 
to educate COPD patients using Teach Back on the 
correct use of inhalers and evaluate patients ability to 
perform prior to discharge 
 
Metric 4 (MP-P 10): Of all the patients enrolled in the 
COPD chronic disease log, 25% of COPD patients will 

MANUAL COPD LOG 
Milestone 10 Enter names of identified, admitted 
patients with COPD into a chronic disease log to allow 
for tracking and follow up. 
 
Metric 10 (MP-P 2): All COPD patients admitted will be 
entered into a log. 
 
Data Source: Manual log 
 
TEACH BACK 
Milestone 11: Respiratory therapists will be 
responsible to educate COPD patients using Teach 
Back on the correct use of inhalers and evaluate 
patients ability to perform prior to discharge 
 
Metric 11 (MP-10): Of all the patients enrolled in the 
COPD chronic disease log, 50% of COPD patients will 
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Project 2.2B:  Improve Management of Patients with Chronic Obstructive Pulmonary Disease/Expand Chronic Disease Care Management Models Including Medication 
Management for Chronic Diseases  Master Plan Project 2.1 
SFY 2012 SFY 2013 SFY 2014 
needs would be when I leave the hospital?” 
 
Metric 2 (MP-P 21): Establish baseline of percentage 
of patients who answer that they agree or strongly 
agree that preferences were taken into account. 
 
Data Source: Follow up discharge phone call 

be taught using Teach Back Method during 
hospitalizations. 10 staff observations for compliance 
will be performed monthly. 
 
Data Source: Medical record documentation of 
education, electronic or manual 
 
HOME VISITS 
Milestone 5: Visiting Nurses home visit will be 
scheduled for all qualified and consenting COPD 
patients upon discharge. 
 
Metric 5 (MP-P 7): Of all the patients enrolled in the 
COPD chronic disease log, 25% of all qualified and 
consenting COPD patients  will have follow up visit 
with VNA scheduled prior to discharge  
Date Source: EHR/follow up telephone call log 
 
FOLLOW-UP PHONE CALLS 
Milestone 6:  COPD patients (enrolled in the COPD 
chronic care log) will receive a follow up telephone call 
within 48 hours of discharge to review discharge 
instructions.  
 
Metric 6 (MP-I 1): Of all the patients enrolled in the 
COPD chronic disease log, 50% of COPD patients will 
be contacted within 48 hours of discharge to review 
discharge instructions. 
 
Data Source: COPD log, EHR and follow up discharge 
phone call 
 
 
STAFF AND RN EDUCATION 
Milestone 7: RNs, RTs, hospital-based physicians, and 
Pharmacists will be educated on COPD program. 

be taught using Teach Back Method during 
hospitalizations. 10 staff observations for compliance 
will be performed monthly. 
 
Data Source: Medical record documentation of 
education, electronic or manual 
 
HOME VISITS 
Milestone 12: Visiting Nurses home visit will be 
scheduled for all qualified and consenting COPD 
patients upon discharge. 
 
Metric 12 (MP-P 7): Of all the patients enrolled in the 
COPD chronic disease log, 50% of all qualified and 
consenting COPD patients will have follow up visit with 
VNA scheduled prior to discharge  
 
Date Source: EHR/follow up telephone call log 
 
FOLLOW-UP PHONE CALLS 
Milestone 13:  Increase percentage of COPD patients 
(enrolled in the COPD chronic care log) who will 
receive a follow up telephone call within 48 hours of 
discharge to review discharge instructions.  
 
Metric 13 (MP-I 1): Of all the patients enrolled in the 
COPD chronic disease log, 75% of COPD patients will 
be contacted within 48 hours of discharge to review 
discharge instructions. 
 
Data Source: COPD log, EHR and follow up discharge 
phone call 
 
STAFF EDUCATION 
Milestone 14: RNs, RTs, hospital-based physicians, and 
Pharmacists will be educated on COPD program. 
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Project 2.2B:  Improve Management of Patients with Chronic Obstructive Pulmonary Disease/Expand Chronic Disease Care Management Models Including Medication 
Management for Chronic Diseases  Master Plan Project 2.1 
SFY 2012 SFY 2013 SFY 2014 

Program will also be instituted into new hire 
orientation, and RNs will be educated on correct use 
of inhalers by RT in the event that RT is not available..  
 
Metric 7 (MP-P 12): 50% of all RNs, RTs, Pharmacists 
and Hospitalists will be educated about the program 
and 50% of RNs will show competency by demo to RT 
teaching the skill 
 
Data Source: Attendance records of all education and 
Demo Checklist Documentation 
 
EDUCATION MATERIALS 
Milestone 8: Develop and distribute COPD-specific 
patient education materials to affiliated community 
providers.  
 
Metric 8 (MP-P 4): Documentation of receipt of 
education materials at WMPA, Holyoke Health Center, 
the Visiting Nurses Association and one SNF will be 
reviewed. 
 
Data Source: Documentation of receipt of materials 
received by each provider location. 
 
CONTINUITY OF CARE 
 
Milestone 9: During the post-discharge follow-up 
phone call to patients who were discharged with a 
diagnosis of COPD will be asked CTM3 Question 1 “Did 
staff take my preferences and those of my family or 
caregiver into account in deciding what my healthcare 
needs would be when I leave the hospital?” 
 
Metric 9 (MP-P 21): Increase percentage of patients 
who answer that they agree or strongly agree that 

Program will also be instituted into new hire 
orientation, and RNs will be educated on correct use 
of inhalers by RT in the event that RT is not available 
 
Metric 14 (MP-P 12): 90% of all RNs, RTs, Pharmacists 
and Hospitalists will be educated about the program 
and 90% of RNs will show competency by demo to RT 
teaching the skill. 
 
Data Source: Attendance records of all education  
 
PULMONARY REHAB 
Milestone 15: Expand the Pulmonary Rehab Service 
offered to patients to include increased hours and 
days of operation to allow for more access and 
capacity. A multidisciplinary approach will be taught at 
each session. 
  
Metric 15 (MP-I12): Of all the patients enrolled in the 
COPD chronic disease log, 50% of COPD patients  will 
be referred to at least 3 weeks of pulmonary rehab, 
where appropriate  
 
Data Source: Documentation of referrals 
 
PATIENT INTERVIEWS/FAMILY CAREGIVER 
PARTICIPATION 
Milestone 16: Interview registered COPD patients who 
are re-hospitalized within 30 days of discharge to 
identify patients understanding or reason for 
readmission. Use Interview questions developed 
through the STAAR program which will identify areas 
of possible failure in the post discharge process. Invite 
a patient or family caregiver to join the STAAR Cross 
Continuum team to assist with evaluation of chronic 
disease management programs before moving 
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Project 2.2B:  Improve Management of Patients with Chronic Obstructive Pulmonary Disease/Expand Chronic Disease Care Management Models Including Medication 
Management for Chronic Diseases  Master Plan Project 2.1 
SFY 2012 SFY 2013 SFY 2014 

preferences were taken into account by 20%. 
 
Data Source: Follow up discharge phone call 

forward to the next chronic illness. 
 
Metric 16 (MP-P 16): 50% of readmitted patients with 
COPD will be interviewed and and invite patient or 
family caregiver to join the STAAR Cross Continuum 
team. 
 
Data source: Daily census (identifies all readmits) and 
Log or register of COPD patients 
 
 
CONTINUITY OF CARE 
 
Milestone 17: During the post-discharge follow-up 
phone call to patients who were discharged with a 
diagnosis of COPD will be asked CTM3 Question 1 “Did 
staff take my preferences and those of my family or 
caregiver into account in deciding what my healthcare 
needs would be when I leave the hospital?” 
 
Metric 17 (MP-P 21): Increase percentage of patients 
who answer that they agree or strongly agree that 
preferences were taken into account by 40%. 
 
Data Source: Follow up discharge phone call 
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Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-service 
payments. 

PROJECT 3.1: Establish an Enterprise-wide Strategy for Information Management and Business Intelligence 
Master Plan Project 3.6: Establish an Enterprise-wide Strategy for Information Management and Business Intelligence 
 
Goal: Implement an enterprise-wide strategy to integrate data into a unified data warehouse enhancing the efficiency by which clinical and 
operational reporting and analytical activities are conducted. HMC will develop information management and business intelligence tools to 
improve performance and decision making. HMC is placing greater emphasis on monitoring and improving costs and quality as the organization 
develops new delivery models such as a patient-centered medical home and alternative reimbursement methodologies to deal with new 
reimbursement approaches and delivery requirements.  HMC will leverage the new platform to address the myriad of challenges in the 
healthcare industry by applying the tools to perform analyses that may include the following areas: 
 

• Financial analysis – HMC needs visibility into the full scope of financial operations, use of resources by patients and providers. 
• Quality performance and safety analysis – monitoring performance comparisons across quality, patient access, patient satisfaction and 

utilization. 
• Market Analysis – reporting on patient satisfaction supports the goal within the organization for increased accountability among 

healthcare providers. 
• Claims and clinical data analysis – analyzing and monitoring claims will help determine the biggest risk areas and devise the most 

effective rate structures and pricing when participating in alternative reimbursement methodologies or bundled payments 
• Patient care analysis – the new strategy will enable the right people to access the right information at the right time, delivering a single 

platform for sharing information with patients for better decision-making and connecting patients across hospital, nursing home, 
physician office, and community social support settings.  

 
The data warehouse will be designed to automate the gathering of performance data on individual providers and comparing them to their peers 
by specialty using data pulled from the hospital information systems and other reporting products. The Medical Staff office and heads of clinical 
departments will be able to use these business intelligence tools to compare providers by: patient outcomes based on National Patient Safety 
and Quality measures; utilization of resources for their Top 10 clinical diagnoses, Volumes by Top 10 clinical diagnoses, and mortality rates. Key 
performance indicator (KPI) goals and benchmarks will be developed to empower the organization to answer crucial questions such as: 
 

• How are physicians performing in relation to costs and quality? 
• What could be done to improve performance on individual nursing units? 
• How could HMC improve capacity and throughput without modifying facilities? 
• How can HMC identify patients during a hospital stay who are at risk for readmission? 
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In Year 1 HMC will perform a gap analysis to determine current data collection systems and manual data elements required to respond to Value 
Based Purchasing, key performance indicators (KPI) and bench marks related to clinical performance and outcomes. HMC will also develop a 
requirements document for the assessment of a data warehouse and business intelligence vendor selection. A job description will be developed 
to hire a Programmer Analyst to create and utilize the data warehouse and business intelligence tools. This position will be utilized as the 
development and application expert to support operational departments requiring clinical performance and outcomes. 
 
In Year 2 a Programmer Analyst will be hired, and the selection of a data warehouse and business intelligence vendor will be made. There will be 
education to the entire organization about the benefits, complexities and challenges of developing the business intelligence environment, as 
well as technical training on the data warehouse and business intelligence software 
 
In Year 3 the organization will identify and implement three targeted population improvement projects based upon the analysis of data obtained 
from the data warehouse to respond to statewide transformation of new payment methodologies, and real-time dashboards and reports will be 
developed. It is likely these projects will focus upon other major diagnosis categories such as behavioral health, diabetes, etc. 

  
Rationale:  The HMC information systems are rigid, strained, and inadequate to meet quality, patient safety, and business needs. The cost and 
effort of data collection is labor intensive, inefficient and redundant. Undue effort is expended for data collection and manipulation, especially 
for clinical quality and safety data.  This significantly affects population management of our most fragile patients. Additionally, the skilled 
personnel to analyze the complex data we collect are underdeveloped. To meet the ability to respond to this statewide transformation to Value 
Based Purchasing and to provide better real time data that reflects concurrent care of our patients, it will be necessary to evaluate our system 
and develop systems that can take advantage of the electronic medical records currently in place.  

 
With the increasing challenges and costs faced by the healthcare industry, hospitals must keep up with and respond to the transformation to 
value-based purchasing and payment reform. Business intelligence tools can help the hospital respond quickly to these transformations and 
increase competitive advantage by devising smart business solutions and enabling better business decisions every day. This new enterprise 
strategy will allow the hospital to tap into the many databases and deliver easy-to-comprehend insight to employees, management, and 
business partners. These software tools will allow the organization to find new revenue opportunities, reduce costs, reallocate resources, and 
improve operational efficiency. 
 
Expected Results: The implementation of a data warehousing system will allow for concurrent and more robust real time data i.e., core 
measures, Pay- 4-Performance, etc. reporting on both patient and operational outcomes.  
 
Relation to other Projects:  Targeted inpatient clinical services or populations will have a performance dashboard reflecting key performance 
indicators in quality, patient experience, finance and efficiency. Meaningful reports will be available within the organization to define current 
state and drive performance improvement. Strategic business decisions will be supported by business intelligence and a centralized reporting 
structure. The data mining and enhanced reporting system will allow ongoing evaluation of the other projects we are entering into including 
patient data exchange, reduction of readmissions of the most chronic conditions, establishment of chronic disease registries, etc. 
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Project 3.1:  Establish an Enterprise-wide Strategy for Data Management and Analysis Master Plan Project 3.6: 
SFY 2012   SFY 2013 SFY 2014 
GAP ANALYSIS 
Milestone 1:  Evaluate current data collection systems 
by performing a gap analysis to determine where, how 
and when patient data and operational data are 
collected to enable continuous quality improvement, 
respond to Value Based Purchasing, and identify key 
performance indicators (KPI) and bench marks related 
to clinical performance and outcomes. 
 
Metric 1 (MP-P 1): Complete gap analysis and 
determine ability to respond to Value Based 
Purchasing in a concurrent fashion. 
 
Data Source: Gap analysis of existing systems to Value 
Based Purchasing requirements 
 
DATA FIELD REQUIREMENTS 
Milestone 2: Identify current Value Based Purchasing 
and KPI field requirements which are not captured 
electronically utilizing the data collection systems 
identified in the gap analysis. 
 
Metric 2 (MP-P 2): List of data fields not captured 
electronically for the Value Based Purchasing and KPI 
requirements. 
 
Data Source: Gap analysis of existing data not 
captured in the hospital’s systems 
 
 
 

HIRE PROGRAMMER ANALYST 
Milestone 5: Post Programmer Analyst job description 
and hire qualified candidate to create and utilize data 
warehouse and business intelligence tools. Position 
requires SQL programming experience and data 
warehousing knowledge. Other possibilities include 
developing existing internal programmer analyst 
resources. This position will be utilized as the 
development and application expert to support 
functional areas with the Business Intelligent tool set. 
 
Metric 5 (MP-P 5): Resource hired. 
 
Data Source: Evidence of new hire 
 
SELECT VENDOR 
Milestone 6: Selection of data warehouse and 
business intelligence vendor.  Application capabilities 
will include integration with hospital health 
information systems, web user interface, and ability to 
create data marts and real-time dashboards related to 
business operations. 
 
Metric 6 (MP-P 6): Select vendor 
 
Data Source: Signed contract with selected vendor 
 

CARE MANAGEMENT 
Milestone 9: Track Emergency Department visits for 
patients with HF or COPD and measure percent of 
admission rates of HF and COPD patients by primary 
care physician. 
 
Metric 9 (MP-I 2): Report percent of identifying 
patients who had ED visits with HF or COPD and report 
identifying admission rates of HF and COPD patients 
by primary care physician. 
 
Data Source: Data warehouse 
 
 
POPULATION IMPROVEMENT PROJECTS 
Milestone 10: Conduct analysis of data warehouse to 
identify a minimum of 3 patient population conditions 
that could benefit by future improvement 
interventions. 
 
Metric 10 (MP-P 8): Identify baseline of the three 
targeted populations  
 
Data Source:  Business intelligence system report 
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Project 3.1:  Establish an Enterprise-wide Strategy for Data Management and Analysis Master Plan Project 3.6: 
SFY 2012   SFY 2013 SFY 2014 
PROCUREMENT CRITERIA 
Milestone 3: Determine requirements for assessment 
of data warehouse and business intelligence vendor 
selection/approach. 
 
Metric 3 (MP-P 3): Document requirements for 
assessment of data warehouse and business 
intelligence software. 
 
Data Source: Documents requirements utilized for the 
selection of data warehouse and business intelligence 
tool 
 
PERSONNEL 
Milestone 4: Post job description for a new position to 
create and utilize data warehouse and business 
intelligence tools. 
 
Metric 4 (MP-P 4): Job description developed and 
posted. 
 
Data Source: Job description 
 
 
 

TECHNICAL TRAINING AND EDUCATION 
Milestone 7: Selected vendor to perform training on 
Business Intelligence application. Training to include 
data warehouse field sets, table structures, data mart 
capabilities and functionality, report creation, and 
dashboards to track defined PKI metrics.  Super-user 
application training will be scheduled for Information 
Systems, Quality, Medical Administration, Nursing, 
and other Ancillary departments as required. Train-
the-Trainer approach will be utilized for the roll out. 
Educate the organization about the benefits, 
complexities, and challenges of developing a business 
intelligence environment 
 
Metric 7 (MP-P 7): Evidence of training, and training 
materials provided to the organization. 
 
Data Source: Evidence of specific educational content 
 
CARE MANAGEMENT 
Milestone 8: Track Emergency Department visits for 
patients with HF or COPD and measure admission 
rates of HF and COPD patients by primary care 
physician. 
 
Metric 8 (MP-I 2): Report identifying patients who had 
ED visits with HF or COPD, and report identifying 
admission rates of HF and COPD patients by primary 
care physician 
Milestone 10:  
 
Metric 10 (MP-I 2):  Report identifying admission rates 
of HF and COPD patients by primary care physician 
Data Source: Data warehouse 

POPULATION IMPROVEMENT GAPS 
Milestone 11: Percent of population – focused gaps in 
improvement of care. 

• Percent of patients with a diagnosis of 
depression discharged from the Emergency 
Department or Inpatient units with a primary 
care provider at WMPA 

• Percent of patients seen at HMC with a 
primary care physician at WMPA who has had 
a PHQ-9 screening 

• Percent of patients admitted with at least 1 
diagnosis of diabetes that are WMPA patients 

 
Metric 11 (MP-P 9): Percent of population –focused 
gaps in improvement of care.  
 
Data Source:  Business intelligence system report 
 
VALUE BASED PURCHASING DASHBOARDS 
Milestone 12: Create current Value Based Purchasing 
requirement dashboards and reports. 
 
Metric 12 (MP-I 1): Documentation of dashboards and 
reports. 
 
Data Source: Business intelligence system report 
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Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-service 
payments. 

Project 3.2:  Participate in a Learning Collaborative  
Master Plan Project 3.9: Participate in a Learning Collaborative 
 
• Goal:  Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to significantly transform the care 

experience for Massachusetts residents served by eligible safety net hospitals.  As important as individual hospital efforts will be, there is 
even greater potential value in leveraging the hospitals’ efforts for delivery system transformation through the sharing of best practices.  

• Rationale: Participation in learning collaborative will provide a forum for eligible DSTI safety net providers to learn from other providers that 
share similar goals and to capitalize on potential synergies in their efforts.  

• Expected Results: Through this project, HMC will join an existing learning collaborative – such as the Brookings-Dartmouth ACO Learning 
Network or another ongoing learning collaborative that aligns with DSTI goals – or will develop a new learning collaborative designed to 
support its transformation goals. Demonstration Year 15 (SFY 2012) goals will be for eligible DSTI safety net hospitals to explore existing 
and/or potential new opportunities for participation in a learning collaborative relative to measure 3.2.1 below.  

• Potential project elements Include (All DSTI hospitals must select from among the following project elements): 

A. Explore existing and/or potential new opportunities for participation in learning collaborative whose goals align with the Triple Aim and 
DSTI transformation objectives.  

B. Select a learning collaborative in which to participate, which may consist of either: 
1. Identifying and joining an existing learning collaborative whose goals align with the Triple Aim and DSTI objectives; OR 
2. Developing a new learning collaborative structure designed to support the hospital’s delivery system transformation goals and to 

align with the Triple Aim and DSTI objectives. 
C. In the case that a hospital elects to develop a new learning collaborative, establish and implement a new learning collaborative designed 

to support the hospital’s delivery system transformation goals under DSTI and to align with the Triple Aim and DSTI objectives. 
D. Participate actively in the selected or new learning collaborative. 
E. Report on lessons learned from participation in learning collaborative as they relate to the hospital’s delivery system transformation 

goals under DSTI. 

• Relation to Other Projects: The learning collaborative model supports the development of a shared culture of continuous improvement and 
innovation, which will facilitate and enhance the individual hospitals’ efforts to advance the Triple Aim through their DSTI projects. 
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Project 3.2:  Participate in a Learning Collaborative Master Plan Project 3.9 
SFY 2012  SFY 2013 SFY 2014 
Milestone 1: Explore existing and/or potential new 
opportunities for participation in learning 
collaborative. 
 
Metric 1 (MP-P 1): Hospital meeting minutes and/or 
documentation of research findings on learning 
collaboratives. 
 
Data Source: Internal hospital documentation 
 

Milestone 2: Participate actively in learning 
collaborative. 
 
Metric 2 (MP-P 2): Documentation of attendance at 
and/or participation in learning collaborative activities. 
 
Data Source(s): Internal hospital documentation 
and/or learning collaborative documents 
 
Choice of one of the following options for Project 
Element B (select a learning collaborative in which to 
participate): 
 
Option 1 of Project Element B: 
Milestone 3A: Select and join an existing learning 
collaborative (if selecting option 1 of Project Element 
B). 
 
Metric 3A (MP-P 3): Documentation of hospital joining 
learning collaborative. 
 
Data Source: Internal hospital documentation and/or 
learning collaborative documents 
 
 
 
OR: 

Milestone 4:  
Participate actively in learning collaborative. 
 
Metric 4 (MP-P 5): Documentation of attendance at 
and/or participation in learning collaborative 
activities. 
 
Data Sources(s): Internal hospital documentation 
and/or learning collaborative documents 
 
Milestone 5: Report on lessons learned from 
participation in learning collaborative as they relate to 
the hospital’s delivery system transformation goals 
under DSTI. 
 
Metric 5 (MP-P 6): Hospital report on lessons learned. 
 
Data Source: Hospital report 
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Project 3.2:  Participate in a Learning Collaborative Master Plan Project 3.9 
SFY 2012  SFY 2013 SFY 2014 

Option 2 of Project Element B: 
 
Milestone 3B: Develop a new learning collaborative 
structure (if selecting option 2 of Project Element B). 
 
Metric 3B (MP-P 3): Documentation of new learning 
collaborative goals, structure and membership and/or 
signed agreement with facilitator of new learning 
collaborative (if applicable). 
 
Data Source(s): Learning collaborative documents 
and/or agreement 
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  Category 4 – Population Focused Improvements 
Pursuant to Section X of Attachment J to the Massachusetts Section 1115 Demonstration Special Terms and Conditions, the purpose of Category 
4 is to evaluate the impact of the investments and system changes described in Categories 1, 2 and 3 through population-focused measures. 
Category 4 metrics recognize that the population-focused objectives do not guarantee outcomes but result in learning, adaptation, and progress. 
As such, eligible safety net hospitals will measure and report on selected measures but will not have milestones associated with the achievement 
of specific improvements. Hospitals shall commence reporting Category 4 measures starting in Demonstration Year 16 (SFY 2013). 

Common Measures  
All participating safety net hospitals will develop plans to report on a core set of Category 4 measures pursuant to Table 1 of Section X.D of 
Attachment J. Hospitals shall report on 11 Common Measures in Demonstration Year 16 (SFY 2013) and report on one additional Common 
Measure in Demonstration Year 17 (SFY 2014), for a total of 12 Common Measures in Demonstration Year 17. Because this category involves 
evaluating the initiatives and system changes described in Categories 1, 2, and 3 through population-focused objectives, the common measure 
set is organized around the Triple Aim: 
Better Care: Improve the overall quality of the US health system by making health care more patient-centered, reliable, accessible, and safe.  
These goals, set forward by the Institute of Medicine in Crossing the Quality Chasm, are important domains for assessing the effectiveness of 
care improvements. In the context of the DSTI program, there is a focus on both the quality and experience of patient care.  
One area of increasing national attention has been a focus on improvement of care transitions between providers or settings of care. Health care 
transitions, such as moves in and out of hospitals to post-acute care/nursing home care, home care (with and without home care supports), or 
outpatient care have been shown to be prone to medical errors; poor care coordination, infections and incorrect usage of medications—leading 
to potentially avoidable hospital readmissions, less than optimal patient health outcomes, and added health care costs.   This is especially the 
case for complex care needs, patients with social acuity, and co-occurring health conditions.  
Given the importance of examining patient care transitions and their effect on patient outcomes, three Common Measures, utilizing patient 
experience of care measures from the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey focus on whether 
patients’ felt they had a good understanding of their medications and care needs post-discharge. Medication adherence and errors are a leading 
source of unnecessary emergency and acute care; therefore, it is an area of shared focus.6  Included within the HCAHPS measures is the Three-
Item Care Transition Measure (CTM-3). This measure set has recently been added as a voluntary option to the HCAHPS survey.  
Better Care also includes a focus on care in Emergency Departments. Reducing the time patients remain in the emergency department (ED) can 
improve access to treatment and increase quality of care. Reducing this time potentially improves access to care specific to the patient condition 
and increases the capability to provide additional treatment. Overcrowding and heavy emergency resource demand have led to a number of 
problems, including prolonged patient waiting times, increased suffering for those who wait, rushed and unpleasant treatment environments, 
and potentially poor patient outcomes. 

                                                      
6 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge from the Hospital.” Ann Intern Med. (2003) 
138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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Better Care  
Common Measures 

DY 16 Measure-
ment Period 

DY 16 Reporting 
Date(s) to EOHHS 

DY 17 Measure-
ment Period 

DY 17 Reporting 
Date(s) to EOHHS 

4.1 Care Transitions Measure Set (CTM-3) 
 
Voluntary HCAHPS questions 
 
Data Source: Hospital vendor or Hospital Compare as 
available 

Not applicable in 
DY16. Requires new 
data capture. 

Not applicable in 
DY16. Requires new 
data capture. 

07/01/12 – 
06/30/13 

7/31/14 

4.2: Patients who reported that staff "Always" 
explained about medicines before giving it to them. 
 
HCAHPS Composite (Questions 16 & 17) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.3: Patients at each hospital who reported that YES, 
they were given information about what to do during 
their recovery at home. 
 
HCAHPS Composite (Questions 19 & 20) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.4: ED Wait Time: Door to Diagnostic Evaluation by a 
Qualified Medical Personnel  
 
CMS IQR  measure (OP-20) 
 
Data Source: Hospital Compare 

01/1/2012 - 
06/30/12 

1/31/13 07/1/2012 - 
06/30/13 

1/31/14 

  
Better Health: Improve the health of the population by supporting proven interventions and enhancing the quality of care delivered. Many of 
today’s individual health care processes are designed to respond to the acute needs of individual patients, rather than to anticipate and shape 
patterns of care for important subgroups. Population health focuses on segmenting the population, perhaps according to health status, level of 
support from family or others, and socioeconomic status, to facilitate efficient and appropriate care delivery. The Category 4 common measures 
share a focus on examining population dynamics. Two CMS Inpatient Quality Reporting/Joint Commission measures report on proven 
immunization interventions that can improve the health of hospitalized populations following discharge—preventing subsequent care 
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interventions.7 Two other ambulatory- sensitive measures examine acute admissions for chronic obstructive pulmonary disease (COPD) and 
congestive heart failure (CHF) patients—two patient populations of particular concern given their chronic care needs. A fifth measure looks at 
maternal and child health—examining the incidence of low-birth weight children, a leading determinant of newborn health especially important 
for Medicaid populations. 

Better Health Common Measures DY 16 Measure-
ment Period 

DY 16 Reporting 
Date(s) to EOHHS 

DY 17 Measure-
ment Period 

DY 17 Reporting 
Date(s) to EOHHS 

4.5: Pneumonia Immunization 
 
CMS IQR/Joint Commission measure  
IMM-1a 8 
 
Data Source: Hospital Compare 

01/01/12 – 
06/30/12 
 

01/31/13 07/01/12 – 
06/30/13 
 

01/31/14 

4.6: Influenza Immunization (seasonal measure) 
 
CMS IQR/Joint Commission measure  
IMM-2 9 
 
Data Source: Hospital Compare 

01/01/12 - 03/30/12 
 

01/31/13 10/01/12-03/30/13 
 

01/31/14 

4.7: Percent of discharged patients under age 75 
who were hospitalized for Chronic Obstructive 
Pulmonary Disease (Ambulatory Sensitive-Condition 
Admissions Measure) 
Modified AHRQ PQI-5: denominator modified to 
include only discharged hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 9/30/12 01/31/13 10/01/12 – 
09/30/13 

01/31/14 

                                                      
7 See Specifications Manual for National Hospital Inpatient Quality Measures for selected references on clinical effectiveness of immunizations. Available at 
http://www.qualitynet.org 
8 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a includes all inpatients.  
9 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 includes all inpatients. 
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Better Health Common Measures DY 16 Measure-
ment Period 

DY 16 Reporting 
Date(s) to EOHHS 

DY 17 Measure-
ment Period 

DY 17 Reporting 
Date(s) to EOHHS 

4.8: Percent of discharged patients under age 75 
who were hospitalized for Congestive Heart Failure 
(Ambulatory Sensitive-Condition Admissions 
Measure) 
Modified AHRQ PQI-8; denominator modified to 
include only discharged hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 9/30/12 01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.9: Low Birth Weight Rate: number of low birth 
weight infants per 100 births10  
AHRQ PQI-9 
Data Source: Hospital records 

10/01/11 – 9/30/12 01/31/13 10/01/12 – 
09/30/13 

01/31/14 

 
Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for individuals, families, employers, and the government.  
Measures that provide insights both into improved opportunities for health care delivery and health care cost-effectiveness are an area of 
particular focus in the Triple Aim. Many of the DSTI Category 1-3 projects include a specific focus on improving population health outside of the 
walls of the hospital (e.g. Primary Care Medical Homes, Health Information Exchanges, ACO development, etc.); therefore, it will be important to 
examine measures within the Category 4 Common Measures that look at hospital care indicators that are ambulatory-sensitive and that have 
the potential for better care coordination or care venues.  Preventable readmissions are an area of nationwide focus, both for their cost and 
health implications, but also because many readmissions are the result of poor care hand-offs and lack of care coordination post discharge. 
Similarly, many pediatric asthma emergency department visits are potentially avoidable with concerted outpatient management and care plans; 
therefore, an ambulatory-care sensitive pediatric asthma measure, relevant to Medicaid populations, has been included.  Lastly, a measure of 
early elective delivery examines a practice of care for which the evidence-base suggests can lead to unnecessary newborn complications and 
health care costs.11 
  

                                                      
10 Hospitals without maternity services are exempted from this measure. 
11 Clark, S., Miller, D., Belfort, M., Dildy, G., Frye, D., & Meyers, J. (2009). Neonatal and maternal outcomes associated with elective delivery. [Electronic 
Version]. Am J Obstet Gynecol. 200:156.e1-156.e4. 
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Cost-Effective Care Common Measures DY 16 Measure-
ment Period 

DY 16 Reporting 
Date(s) to EOHHS 

DY 17 Measure-
ment Period 

DY 17 Reporting 
Date(s) to EOHHS 

4.10: Hospital 30-day, all-cause readmission rate to 
the index hospital following a hospitalization for all 
patients 18 and older (not risk adjusted) 
See CMS IQR Readmissions Measures (AMI, CHF, and 
Pneumonia) for a list of standard exclusions, 
including: 1) index admissions for patients with an in-
hospital death, 2) patients transferred from the index 
facility to another acute care facility, and 3) patients 
discharged against medical advice.12  
Data Source: Hospital billing data 

10/01/11 – 9/30/12 01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.11: Percent of Emergency Department visits for 
children age 18 or less with a primary diagnosis of 
asthma--Ambulatory Sensitive-Condition  
See AHRQ PDI-14 for numerator specification. 
Denominator specification includes children ages 2 to 
17 with an ED visit 
Data Source: Hospital ED billing data 

10/01/11 – 9/30/12 01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.12: Percent of patients with elective vaginal 
deliveries or elective cesarean sections at greater 
than or equal to 37 weeks and less than 39 weeks of 
gestation completed13  
MassHealth Maternity Measure-3 
Data Source: MassHealth Quality 
Exchange(MassQEX) 

07/01/11-06/30/12 01/31/13 07/01/12-06/30/13 01/31/14 

   

                                                      
12 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is counted as a readmission. No 
admissions within 30 days of discharge from an index admission are considered as additional index admissions. The next eligible admission after the 30-day 
time period following an index admission will be considered another index admission. 
13 Hospitals without maternity services are exempted from this measure. 
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Hospital-Specific Measures 
In addition to the common measures listed in above, hospitals must select hospital-specific measures on which to report according to the 
projects they have selected in Categories 1-3. Hospitals must select for reporting in Category 4 a minimum of one measure per project up to a 
total of 15 Category 4 hospital-specific measures for projects selected in Categories 1-3. Project 3.9:  Participate in a Learning Collaborative will 
not have associated Category 4 hospital-specific measures.  Hospitals shall choose from the options listed in the Master DSTI Plan, which are 
associated with the project in Categories 1-3 to which they pertain.14  

 

  

                                                      
14 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a hospital’s denominator population for a given 
measure is not sufficiently large to produce statistically valid data, then hospitals shall not be required to report the data under Category 4 measures.  
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Hospital-specific Measures 

 
4.1   Related to Project 1.2 Establish a Health Information Exchange (HIE) Between HMC and its Affiliated Providers and Project 2.1 Establish a 
Chronic Disease Registry 
 
The goal is to give providers the ability to track high risk patients individually and by population subset, which will allow physicians and HMC to 
provide proactive care and treatment to individual patients or groups of similar patients. This measurement is consistent with the Massachusetts 
Patient-Centered Medical Home Initiative specification PCMHI 0016. 

4.2   Related to Project 1.2 Establish a Health Information Exchange (HIE) Between HMC and its Affiliated Providers and 2.1 Establish a 
Chronic Disease Registry 

The Chronic Disease Registry will be utilized to identify high risk patients within the Western Mass Physician Associates and HMC treatment 
areas who were sent an electronic referral through the HIE for specialist treatment. The electronic exchange of referrals will provide an effective 
mechanism for members of the extended care team to work with the physician and patient to determine the best course of self-care 
management and share information to better coordinate care, monitor outcomes, and avoid costs associated with complications. The goal is to 
track the number of patients who keep their appointments and the turnaround time for reports being sent back to the primary care physicians. 
This measurement is consistent with the NCQA's Patient Centered Medical Home 2011 Standards Track and Coordinate Element B: Referral 
Tracking and Follow-Up MUST-PASS. 

4.3   Related to Project 1.1: Develop a Patient Centered Medical Home for HMC Affiliated Primary Care Practices 
 
Average third next available appointment wait time for the practice is calculated on a weekly basis by looking at providers’ schedule and 
counting the days until their next third available appointment.  An average across providers is calculated each week.  The practices average is 
reported every six months to determine if there is an improvement in access to primary care services, primarily for our highest risk patients.  A 
primary goal for success in a patient-centered medical home model and for maintaining and improving population health is to ensure adequate 
and timely access to primary care services.  This measure will allow each office to monitor the success of the implementation of other initiatives 
related to improving access to care. 
 
Source - This measure was developed by PCMHI, under their operational measures category.   
 
4.4   Related to Project 2.1 Chronic Disease Registry Project 2.2 A Improve Management of Patients with Heart Failure/ Expand Chronic 
Disease Care Management Models and Project 3.1   Establish an Enterprise-wide Strategy for Data Management and Analysis 
 
The rationale for this measure is to stratify the number of patients with heart failure who are readmitted to the hospital within 30 days of 
discharge using the all cause readmission rates. However, this measure will be stratified to specifically look for those patients who were 
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readmitted with 30 days who also have heart failure to determine the treatment plan for that patient on the last admission, thus identifying 
gaps to prevent readmission.  Data source: EHR, Chronic Disease Registry and Data Warehouse 
 
4.5   Related to Project 2.1 Chronic Disease Registry Project 2.2 B Improve Management of Patients with Chronic Obstructive Pulmonary 
Disease/Expand Chronic Disease Care Management Models and Project 3.1   Establish an Enterprise-wide Strategy for Data Management and 
Analysis 
 
The rationale for this measure is to stratify the number of patients with Congestive Obstructive Pulmonary Disease who are readmitted to the 
hospital within 30 days of discharge using the all cause readmission rates. However, this measure will be stratified to specifically look for those 
patients who were readmitted with 30 days who also have COPD to determine the treatment plan for that patient on the last admission, thus 
identifying gaps to prevent readmission.  Data source: EHR, Chronic Disease Registry and Data Warehouse 
 

4.6   Related to Project 2.1:   Establish a Chronic Disease Registry 

COPD is usually caused by smoking and unless treated in a proactive way the disease progressively worsens and limits the ability of the person 
who has the disease to perform normal activities. According to the Massachusetts Dept of Public Health, Quitworks Program: Tobacco 
Intervention Tips, counseling, along with pharmacotherapy, have additive effects to the patient trying to quit smoking. 
 

4.7   Related to Project 3.1:  Establish an Enterprise-wide Strategy for Data Management and Analysis 
 
Improve the health of the population by supporting proven interventions and enhancing the quality of the care given. Identifying level of risk is 
one way to improve discharge planning for the especially high risk for readmission patient, and establishing that level of risk on admission is 
important. Certain factors impact the assignment of high risk including certain diagnosis such as COPD and CHF, socioeconomic status, level of 
support in the community and at home, mental health diagnosis, and poly pharmacy. Preventive interventions can improve the outcomes of this 
population and decrease the need for further care interventions. Early post discharge follow up for chronically ill patients had been tested and 
found to be beneficial according to the Institute for Healthcare Improvement, How-To-Guide: Improving Transitions from the Hospital to Post 
Acute Care Settings to Reduce Avoidable Rehospitalizations, May 2011. 

4.8   Related to Project 2.2B: Improve Management of Patients with Chronic Obstructive Pulmonary Disease/Expand Chronic Disease Care 
Management Models 
 
Studies have shown that when the COPD patient participates in the self management of their disease, it may reduce the burden of their disease 
including compliance with inhaled medications and technique. One of the contributing factors specific to the COPD patient at HMC is the poverty 
and low health literacy of our patients. Access to medications and transportation are often factors for what can be defined as non compliance 
with a treatment plan. Insuring that the COPD patient is receiving hands on education from a trained professional while an inpatient, using the 
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“teach back method” on the administration of their prescribed inhaler and allowing them to take the inhaler home ( if prescribed) to start 
treatment promptly and effectively will undoubtedly decrease the exacerbation of this population. 
Patient Education and Counseling, Volume 52, Issue 3, Pages 267-270, March 2004. 
 
4.9   Related to Project 3.1 Establish an Enterprise-wide Strategy for Data Management and Analysis 
According to IHI How-To-Guide: Improving Transitions from the Hospital to Post Acute Care Settings to Reduce Avoidable 
Rehospitalizations,(2011) and Eric Coleman, M.D., originator of the Care Transitions Coleman Model, assigning a level of risk should occur on 
admission, and an enhanced, customized, discharge plan based on the level of risk for readmission should be implemented. One aspect of this 
plan for high risk patients includes a follow up appointment to be made prior to discharge. Communicate with agencies early if referral for home 
care, skilled facility or a transition coach is indicated. Meeting the patient's identified needs such as ability to obtain medications, transportation, 
level of support are all part of an enhanced individualized discharge plan. Key things patients and family caregivers need to know about 
transitioning out of the hospital is the cost of and where and how to obtain medications at discharge. 
Real time Handover Communications (same reference as above).  Practitioners need the following critical information:  
 
1. the understanding of the patients baseline functional status 
2. active medical and behavioral health problems 
3. medication regimen 
4. goals 
5. family or support caregivers 
6. medical equipment needs 
7. pending labs and tests 
8. ability and confidence for self care  
 
Without this information, providers may duplicate care and overlook mental health issues or important aspects of the plan of care. 
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Category 4 - Population-Focused Improvements- HMC specific measures. 
 

Project SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

4.1   
Identify the percent of patients with a minimum of 
one chronic disease in each WMPA adult and 
pediatric practice (MP-PROJECT 1,.1) 

 
N/A 

 
Measure the percent of patients 
with a minimum of one chronic 
disease in each WMPA adult and 
pediatric practice. Numerator = 
Number of patients with 
diagnosis of HF   Denominator = 
total number of patients AND 
Numerator = Number of 
patients with diagnosis of COPD 
Denominator = total number of 
patients. 

 
Measure the percent of patients with a 
minimum of one chronic disease in each 
WMPA adult and pediatric practice. 
Numerator = Number of patients with 
diagnosis of HF   Denominator = total 
number of patients AND Numerator = 
Number of patients with diagnosis of 
COPD Denominator = total number of 
patients. 

4.2 
Identify percent of patients enrolled in the  Chronic 
Disease registry who are given a referral for 
specialist treatment of a chronic disease report 
(MP-PROJECT 2.2) 

 
N/A 

 
Measure the percent of patients 
given referral for specialist 
treatment of a chronic disease. 
Numerator = Number of HF and 
COPD patients given a specialty 
referral   Denominator = Total 
number of patients with HF and 
COPD 

 
Measure the percent of patients given 
referral for specialist treatment of a 
chronic disease Numerator = Number of 
HF and COPD patients given a specialty 
referral   Denominator = Total number of 
patients with HF and COPD 

4.3 
 Establish baseline average wait time for third next 
available appointment for the WMPA primary care 
and pediatric practices  (MP-PROJECT 1.1) 
 
 

 
N/A 
 

 

Measure the average third next 
available appointment (wait 
time) for the WMPA practices. 
Determine wait time by provider 
for third next available 
appointment and calculate an 
average by office. Monitor 
weekly and report quarterly to 
measure improvement 

 
Measure the average third next available 
appointment (wait time) for the WMPA 
practices. Determine wait time by 
provider for third next available 
appointment and calculate an average by 
office. Monitor weekly and report 
quarterly to measure improvement 
 

4.4 
Measure the percent of 30 day readmits to hospital 
of heart failure patients  (MP-PROJECT 2.1) 

 
N/A 

 
Measure the percent of 
established baseline 30-day 

 
Measure the percent of established 
baseline 30-day readmits to the hospital 



 Delivery System Transformation Initiatives – Holyoke Medical Center 3-Year Plan 

67 
CONFIDENTIAL – FOR POLICY DEVELOPMENT PURPOSES ONLY 

 

Project SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

readmits to the hospital for HF. 

Numerator: Number of patients 
readmitted each month with HF 
within 30 days of the last 
discharge 

Denominator: Total number 
of patients readmitted within 30 
days of the last discharge per 
month 
 

for HF. Numerator: Number of patients 
readmitted each month with HF within 
30 days of the last discharge 
Denominator: Total number of patients 
readmitted within 30 days of the last 
discharge per month 
 
 
 

4.5 
Measure the percent of 30 day readmits to hospital 
of chronic obstructive pulmonary disease patients 
(MP-PROJECT 2.1) 

 
N/A 

 
Measure the percent of 
established baseline 30-day 
readmits to the hospital for 
COPD. Numerator: Number of 
patients readmitted each month 
with COPD within 30 days of the 
last discharge. 
Denominator: Total number of 
patients readmitted within 30 
days of the last discharge. 
 
 

 
Measure the percent of established 
baseline 30-day readmits to the hospital 
for COPD. Numerator: Number of 
patients readmitted each month with 
COPD within 30 days of the last 
discharge. 
Denominator: Total number of patients 
readmitted within 30 days of the last 
discharge. 
 
 
 
 
 
 
 
 

4.6 
 Identify patient with a diagnosis of HF or COPD 
who are referred to attend smoking cessation 
counseling from a certified smoking cessation 
counselor.  (MP-PROJECT 2.2) 
 
 

 
N/A 
 
 

 
Measure the percent of baseline 
patients who are referred to 
counseling. Numerator: Number 
of HF and COPD smokers who 
are referred each month. 
Denominator: Total number of 

 
Measure the percent of baseline patients 
with HF or COPD who are referred to 
counseling. Numerator: Number of HF 
and COPD smokers who are referred 
each month. Denominator: Total number 
of HF and COPD smokers discharged each 
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Project SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

HF and COPD smokers 
discharged each month. 
 
 
 

month. 
 
 
 

4.7 
Measure percent of identified “high risk” for 
readmission patients who are scheduled a follow 
up visit prior to discharge using STAAR Initiative 
Program tool for identifying high risk patients for 
readmission.  (MP-PROJECT 3.6) 

 
N/A 

 
Measure the percent of 
established baseline patients 
identified as high risk for 
readmission that were 
scheduled a follow up 
appointment prior to discharge. 
Numerator: Number of high risk 
for readmission patients, (score 
of > or equal to 5) using a high 
risk tool to identify, patients in 
sample each month , who had a 
follow-up appt scheduled before 
being discharged.  Denominator: 
total number each month of 
high risk for readmit patients . 
  

 
Measure the percent of baseline patients 
identified as high risk for readmission 
that were scheduled a follow up 
appointment prior to discharge. 
Numerator: Number of high risk for 
readmission patients, (score of > or equal 
to 5) using a high risk tool to identify, 
patients in sample each month , who had 
a follow-up appt scheduled before being 
discharged.  Denominator: total number 
each month of high risk for readmit 
patients . 
 

4.8 
Measure the percent of COPD patients who go 
home with their inhaler if it is “continued” on their 
medication discharge instructions.  (MP-PROJECT 
2.1) 

 
N/A 

 
Measure the percent of 
established baseline COPD 
patients who go home with their 
inhaler if it is “continued” on 
their medication instruction.  
Numerator: number of COPD 
patients who go home with their 
prescribed inhaler  
Denominator: total number of 
COPD patients prescribed an 
inhaler as an inpatient. 
 

 
Measure the percent of baseline COPD 
patients who go home with their inhaler 
if it is “continued” on their medication 
instruction.  Numerator: number of 
COPD patients who go home with their 
prescribed inhaler  Denominator: total 
number of COPD patients prescribed an 
inhaler as an inpatient. 
 

4.9 
Measure timely handover communication 

 
N/A 

 
Measure the percent of 

 
Measure the percent of baseline high risk 
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Project SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

percentage of times critical information is 
transmitted at the time of discharge on identified 
high risk patients to the next site of care i.e., home 
health, LTC, rehab and/or PCP office (MP-PROJECT 
3.6) 

established baseline high risk 
patients discharged where 
hand-off communication is done 
on day of discharge.  
Numerator: number of patients 
in the sample each month, 
where critical information is 
transmitted at the time of 
discharge to the next site of care 
Denominator: number of 
identified high risk for readmit 
patients in the sample 
 

patients discharged where hand-off 
communication is done on day of 
discharge.  Numerator: number of 
patients in the sample each month, 
where critical information is transmitted 
at the time of discharge to the next site 
of care 
Denominator: number of identified high 
risk for readmit patients in the sample 
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Appendix A   
Metric Funding Allocation Table       
           
Hospital Name: Holyoke Medical Center, Inc.   
DSTI Proportional Allotment Factor: 0.038949045   
           

DY 15/SFY12    DY 16/SFY13   DY 17/SFY14 
Cat 1:  Integration    Cat 1:  Integration   Cat 1:  Integration  

Annual Metric Base 
Value  

$3,349,33
3  

 
Annual Metric Base 
Value 

$5,024,00
0  

 
Annual Metric Base 
Value  

$5,024,00
0 

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor  $130,453  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor  $195,680  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor  $195,680 

     

Project/ 
Metric 

Optiona
l 
Adjust-
ment 
(%) 

Metric 
Value  

Project/ 
Metric 

Optiona
l 
Adjust-
ment 
(%)  

Metric 
Value  

Project/ 
Metric 

 
Optiona
l 
Adjust-
ment 
(%)  

Metric 
Value 

Project 1.1 Develop a Patient 
Centered Medical Home for HMC 
Affiliated Primary Care Practices  

Project 1.1 Develop a Patient 
Centered Medical Home for HMC 
Affiliated Primary Care Practices  

Project 1.1 Develop a Patient 
Centered Medical Home for HMC 
Affiliated Primary Care Practices 

Metric Base Value 
Adjusted for # Metrics  $217,422  

Metric Base Value 
Adjusted for # Metrics  $195,680  

Metric Base Value 
Adjusted for # Metrics  $326133 

Metric    1   $217,422  Metric   4   $195,680  Metric   9  $326133 
Metric    2   $217,422  Metric   5   $195,680  Metric 10   $326133 
Metric    3   $217,422  Metric   6   $195,680  Metric 11   $326133 

    Metric   7   $195,680  
     Metric   8   $195,680  
            
              

Project Subtotal  $652,267  Project Subtotal  $978,400  Project Subtotal  $978,400 
           
Project 1.2 Establish a Health 
Information Exchange (HIE) 
Between HMC and its Affiliated 
Providers  

Project 1.2 Establish a Health 
Information Exchange (HIE) 
Between HMC and its Affiliated 
Providers  

Project 1.2 Establish a Health 
Information Exchange (HIE) 
Between HMC and its Affiliated 
Providers 

Metric Base Value 
Adjusted for # Metrics  $163,067  

Metric Base Value 
Adjusted for # Metrics  $139,771  

Metric Base Value 
Adjusted for # Metrics  $326,133 

Metric 1    $163,067  Metric    5   $139,771  Metric 12   $326,133 

Metric 2   $163,067  Metric    6   $139,771  Metric 13   $326,133 

Metric 3   $163,067  Metric    7   $139,771  Metric 14   $326,133 

Metric 4   $163,067  Metric    8   $139,771      
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     Metric    9   $139,771      

     Metric  10   $139,771      

    Metric  11  $139,771     

           

           

           

Project Subtotal  $652,267  Project Subtotal  $978,400  Project Subtotal  $978,400 
           

CAT 2: Innovations   CAT 2: Innovations   CAT 2: Innovations  
 
Annual Metric Base  
Value  $3,349,333  

Annual Metric Base 
Value  $5,024,000  

Annual Metric Base 
Value  

$5,024,00
0 

Metric Base Value 
Adjusted for 
Proportional 

Allotment Factor   $130,453  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor   $195,680  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor   $195,680 

Project/ 
Metric 

Optio
nal 
Adjus
t-
ment 
(%) 

Metric 
Value  

Project/ 
Metric 

Optiona
l 
Adjust-
ment 
(%)  

Metric 
Value  

Project/ 
Metric 

 
Optiona
l 
Adjust-
ment 
(%)  

Metric 
Value 

Project 2.1 Establish a Chronic 
Disease Registry  

Project 2.1 Establish a Chronic 
Disease Registry  

Project 2.1 Establish a Chronic 
Disease Registry 

Metric Base Value 
Adjusted for # Metrics  $326,133  

Metric Base Value 
Adjusted for # Metrics   $163,067  

Metric Base Value 
Adjusted for # Metrics  $195,680 

Metric 1   $326,133  Metric 3   $163,067  Metric  9   $195,680 
Metric 2   $326,133  Metric 4   $163,067  Metric 10   $195,680 

    Metric 5   $163,067  Metric 11   $195,680 
    Metric 6   $163,067  Metric 12   $195,680 
    Metric 7   $163,067  Metric 13   $195,680 
    Metric 8   $ 163,067     

Project Subtotal  $652,267  Project Subtotal  $978,400  Project Subtotal  $978,400 
       
Project 2.2A Improve 
Management of Patients with 
Heart Failure/Expand Chronic 
Disease Care Management 
Models Including Medication 
Management for Chronic 
Diseases   

Project 2.2A Improve Management 
of Patients with Heart 
Failure/Expand Chronic Disease 
Care Management Models 
Including Medication Management 
for Chronic Diseases   

Project 2.2A Improve 
Management of Patients with 
Heart Failure/Expand Chronic 
Disease Care Management Models 
Including Medication 
Management for Chronic Diseases  

Metric Base Value 
Adjusted for # Metrics  $93,181  

Metric Base Value 
Adjusted for # Metrics   $163,067  

Metric Base Value 
Adjusted for # Metrics   $139,771 

Metric 1   $93,181  Metric  8    $163,067  Metric 14    $139,771 
Metric 2   $93,181  Metric   9    $163,067  Metric 15    $139,771 
Metric 3   $93,181  Metric 10    $163,067  Metric 16    $139,771 
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Metric 4   $93,181  Metric 11    $163,067  Metric 17    $139,771 
Metric 5   $93,181  Metric 12    $163,067  Metric 18    $139,771 
Metric 6   $93,181  Metric 13    $163,067  Metric 19   $139,771 

Metric 7  $93,181      Metric 20   $139,771 

            

Project Subtotal  $652,267  Project Subtotal  $978,400  Project Subtotal  $978,400 
     

Project 2.2B Improve 
Management of Patients with 
Chronic Obstructive Pulmonary 
Disease/Expand Chronic Disease 
Care Management Models 
Including Medication 
Management for Chronic 
Diseases    

  
Project 2.2B Improve Management 
of Patients with Chronic 
Obstructive Pulmonary 
Disease/Expand Chronic Disease 
Care Management Models 
Including Medication Management 
for Chronic Diseases    

  
 Project 2.2B Improve 
Management of Patients with 
Chronic Obstructive Pulmonary 
Disease/Expand Chronic Disease 
Care Management Models 
Including Medication 
Management for Chronic 
Diseases   

Metric Base Value 
Adjusted for # Metrics $326,133  

Metric Base Value 
Adjusted for # Metrics $139,771  

Metric Base Value 
Adjusted for # Metrics $122,300 

Metric 1  $326,133  Metric 3  $139,771  Metric 10  $122,300 
Metric 2  $326,133  Metric 4  $139,771  Metric 11  $122,300 

    Metric 5  $139,771  Metric 12  $122,300 
    Metric 6  $139,771  Metric 13  $122,300 
    Metric 7  $139,771  Metric 14  $122,300 
    Metric 8  $139,771  Metric 15  $122,300 
    Metric 9  $139,771  Metric 16  $122,300 
        Metric 17  $122,300 
           
           

Project Subtotal $652,267  Project Subtotal $978,400  Project Subtotal $978,400 
     

CAT 3: Payment Reform   CAT 3: Payment Reform   CAT 3: Payment Reform  
Annual Metric Base  
Value 

$3,349,33
3  

Annual Metric Base 
Value $5,024,000  

Annual Metric Base 
Value 

$5,024,00
0 

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor $130,453  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor $195,680  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor  $195,680 

      

Project/ 
Metric 

Optiona
l 
Adjust-
ment 
(%) 

Metric 
Value  

Project/ 
Metric 

Optiona
l 
Adjust-
ment 
(%)  

Metric 
Value  

Project/ 
Metric 

 
Optiona
l 
Adjust-
ment 
(%)  

Metric 
Value 

 
Project 3.1 Establish an 
Enterprise-wide Strategy for Data  

 
Project 3.1 Establish an 
Enterprise-wide Strategy for Data  

 
Project 3.1 Establish an 
Enterprise-wide Strategy for Data 
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Management and Analysis Management and Analysis Management and Analysis 

Metric Base Value 
Adjusted for # Metrics  $163,067  

Metric Base Value 
Adjusted for # Metrics  $244,600  

Metric Base Value 
Adjusted for # Metrics  $244,600 

Metric 1   $163,067  Metric  5      $244,600  Metric 9   $244,600 
Metric 2   $163,067  Metric  6   $244,600  Metric 10   $244,600 
Metric 3   $163,067  Metric  7   $244,600  Metric 11   $244,600 
Metric 4   $163,067  Metric  8   $244,600  Metric 12   $244,600 

           
           

Project Subtotal  $652,267  Project Subtotal  $978,400  Project Subtotal  $978,400 
          
Project 3.2: Learning 
Collaborative  

Project 3.2: Learning 
Collaborative  

Project 3.2: Learning 
Collaborative 

  Learning 
Collaborative Annual 

Metric Base Value  $837,333  

  Learning 
Collaborative Annual 

Metric Base Value  $1,256,000  

  Learning 
Collaborative Annual 

Metric Base Value  
$1,256,00

0 
Metric Base Value 

Adjusted for 
Proportional Allotment 

Factor   $32,613  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor   $48,920  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor   $48,920 

Metric Base Value 
Adjusted for # Metrics  $ 163,067  

Metric Base Value 
Adjusted for # Metrics  $ 122,300  

Metric Base Value 
Adjusted for # Metrics   $122,300 

 

Optiona
lAdj. 
(%)    

Optiona
lAdj. 
(%)    

Optiona
lAdj. 
(%)   

Metric 1   $163,067  Metric 2   $122,300  Metric 4   $122,300 
    Metric 3   $122,300  Metric 5   $122,300 

           
Project Subtotal  $163,067  Project Subtotal  $244,600  Project Subtotal  $244,600 

             

CAT 4: Population Health   CAT 4: Population Health   CAT 4: Population Health  
Annual Metric Base 
Value  N/A  

Annual Metric Base 
Value  

$3,078,431
   

Annual Metric Base 
Value  $2,907,407 

Metric Base Value 
Adjusted for 
Proportional 

Allotment Factor  N/A  

Metric Base Value 
Adjusted for 

Proportional Allotment 
Factor  $119,902  

Metric Base Value 
Adjusted for 
Proportional 

Allotment Factor   $113,241 
Metric Base Value 

Adjusted for # 
Metrics  N/A  

Metric Base Value 
Adjusted for # Metrics  $ 101,917  

Metric Base Value 
Adjusted for # 

Metrics  $97,063 

# Measures Reported  N/A  
# Measures Reported 

20  
  $2,038,33
3  

# Measures Reported 
21  

 $2,038,33
3 

                 

Category 4 Subtotal  $0  Category 4 Subtotal  $2,038,333  Category 4 Subtotal  $2,038,333 

                 
Plan Approval (50% 
total annual allotment) $4,076,666           
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Annual Target 
Total  $8,153,333   Annual Target Total  

 $8,153,33
3   Annual Target Total  

 $8,153,33
3 

           
Note: Certain project totals are off by $1 to $2 dollars due to rounding 
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I. Introduction 
 

A. Background 
 

1. Community Context 

Lawrence General Hospital is a 189-bed, 41-bassinet acute care hospital located in the City of 
Lawrence, a very low-income, largely Hispanic community 30 miles north of Boston.  The vast majority 
of the patients and 70.5% of the hospital’s FY2011 gross patient service revenue come from public 
payers, and of that 30.4% comes from low income payers, and nearly 8% of that total is care to the 
uninsured. 

The Greater Lawrence region’s population is approximately 200,000 residents and comprises the City 
of Lawrence, City of Methuen, and the towns of Andover and North Andover. These communities make 
up the hospital’s primary service area.  The Hospital is also the only not-for-profit hospital in the region 
and is an independent community provider.  There are two hospitals in the primary service area, and 
three in the total service area, including Lawrence General. The two other hospitals in the region are 
for-profit and part of the Steward Health System, a private equity financed system that acquired both 
of the hospitals in the region within the last two years.  

Lawrence General is the leading hospital in both its primary and total service area.  In terms of 
inpatient care in its primary service area, Lawrence General’s discharges represent 37.4% of the total, 
while Steward Holy Family Hospital, which is part of Steward Health System has 27.5% of the 
discharges, Massachusetts General Hospital, an academic medical center which is part of the Partners 
Health System, has 5%, Lahey Clinic in Burlington 3.7%, Tufts Medical Center, another academic 
medical center in Boston has 3.2%, and others make up 23.1%.   The Hospital’s secondary market area 
includes the City of Haverhill, and other smaller towns surrounding Greater Lawrence.  In terms of 
discharges in the total service area, Lawrence General has 30%, Steward Holy Family 24.6%, Steward 
Merrimack Valley, another hospital within the private-equity for profit Steward system has 8.6%, 
Massachusetts General Hospital has 5.1%, Lahey Clinic 4.3% and others including Beth Israel Deaconess 
Hospital make up 27.3%.1 

Outmigration of patients to higher cost academic medical centers is considerably higher in the 
suburban towns of Andover and North Andover but it also takes place in Lawrence where access to 
specialists can be limited due to socio-economic factors such as transportation barriers and the lack of 
health coverage. The hospital endeavors successfully to appeal to and meet the acute care hospital 
needs of all patients from the higher income earning suburban population and the lower income urban 
population by offering high quality, high value general acute care services.    

The Greater Lawrence physician community is comprised of independent practitioners and two large 
groups, both of which rely predominantly on Lawrence General for acute care and ancillary services for 
their patients, neither of which however, is a part of the Hospital System.  Lawrence General is a 

                                                 
1 2010 Massachusetts Health Data Consortium Report 
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dominant, market leader in acute care but does not own or employ a base of primary and multi-
specialty group practices, or contract together with the medical community currently.   

One of the two large groups aforementioned, the Greater Lawrence Family Health Center, (GLFHC) 
which operates as an independent Section 330 federally qualified health center, has four sites within 
the City of Lawrence and its flagship site is adjacent to the hospital campus.  The vast majority of its 
providers are primary care physicians. The Health Center provides primary care for more than 47,000 
residents of Lawrence primary, operates a 30-resident Lawrence Family Practice Residency jointly with 
the Hospital, and is an NCQA Level 3 Patient Centered Medical Home.  While the Hospital and Health 
Center are independent entities, they have collaborated closely for more than 25 years.  Both work 
cooperatively with the City of Lawrence and their Department of Public Health on special public health 
initiatives, the most recent of which was a campaign to encourage more mammography screening 
exams.   

The region’s other large medical group, Pentucket Medical Associates (PMA), is a multi-specialty group 
practice serving a largely suburban population.  It is affiliated with Partners Community Healthcare Inc., 
the management services organization for the Partners network of physicians and hospitals.   PMA 
relies primarily on Lawrence General Hospital for acute hospital care, and those ancillary services it 
does not provide at its own sites of care. 

The remaining practitioners in the region are independent practitioners in private practice, working in 
solo practice or small groups.  These practitioners rely significantly on Lawrence General Hospital not 
only for their patients’ care but also for assistance adopting an EMR, and for working with them to 
prepare for payment reform.  Until very recently, they had only contracted with health plans through 
an independent practice association for which the hospital provided support.  

Lawrence General has demonstrated collaborations with local providers, including the GLFHC, Elder 
Services, and the Visiting Nurses Association.  Our collaborations include sponsorship of the GLFHC 
residency program, support of clinical programs and sites, applications for Center of Medicare & 
Medicaid Innovation grants, and clinical data exchange, to name a few.     

The Hospital’s location approximately 30 miles north of Boston presents opportunities to enhance local 
access through clinical affiliations with major academic medical centers, which the Hospital has done in 
cardiac care with Beth Israel Deaconess Hospital in Boston, and in pediatrics with Tufts Floating 
Hospital for Children.  The Hospital’s proximity to Boston also contributes to outmigration of patients 
who seek care at significantly greater cost at academic medical centers.  Outmigration accounts for 
4,600 discharges annually in LGH’s primary service area, and no one academic medical center receives 
more than 25% of total outmigration volume.2  Outmigration occurs as a result of patient preference, 
physician referral, lack of available specialties and, with the low income populations we serve, it results 
from inadequate access for these populations who have higher no-show rates for appointments, and 
require additional services (e.g. language, financial counseling, etc.) that most local physician offices 
lack.  Outmigration is seen as a tremendous opportunity to reduce cost. Proximity to Boston and its 
higher cost academic medical centers has been found to contribute to higher total medical expense for 
suburban residents whose income and mobility provide opportunity for them to travel to Boston for 

                                                 
2 2010 Massachusetts Health Data Consortium Report 
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non-tertiary care where the cost of care is significantly higher.3  Lawrence General Hospital provides 
care at a cost per adjusted discharge of $4,000, over 50% less than Boston-based academic medical 
centers.  Lahey Clinic’s cost per adjusted discharge is $5,923, Brigham and Women’s Hospital, a 
hospital in the Partners system is $9,978 and Massachusetts General Hospital is $9,838.4    

Access for specialty care, particularly for low-income residents of Lawrence who rely predominantly on 
Medicaid and family practitioners at the Greater Lawrence Family Health Center (“Health Center”), and 
cannot easily travel to Boston for care, is a local concern and priority to address. Specialty care access 
at the Health Center is very limited. Of the 61 physicians practicing at the Health Center, the vast 
majority - 55 are family practitioners, 3 are pediatricians, 2 are obstetricians, and 1 is a general 
internist.  In addition, the Health Center has 11 nurse practitioners, 3 physician assistants and 30 family 
practitioners in training.  Specialty care access for health center patients, outside of dermatology and 
gynecological clinics with contracted physicians, is dependent upon other community providers.  As 
independent small group practices primarily, specialists in the region practice in the suburbs of 
Lawrence, are not organized to accommodate the patients’ linguistic needs, do not have financial 
counseling staff or expertise in their offices about low-income state-sponsored products, receive 
significantly lower rates per visit from low-income payers, and express frustration about the frequency 
with which Medicaid patients do not show for appointments. The Health Center’s experience affirms 
what a challenge this can present, especially for independent specialists who are not employed or 
salaried but rather earn their income based on the number of patients they see.  On average, 40% of 
the appointments each day at the Greater Lawrence Family Health Center’s four sites are unscheduled, 
and the no-show rate for those with scheduled appointments is 35%. It is not unusual for the Health 
Center to experience a 50% increase in visits from one day to the next.    

As a major provider of care to Medicaid and other low-income populations these specialty care access 
issues must be more thoroughly evaluated and improved in order to advance capacity to take on 
alternative payments.  However, access challenges are not limited to specialty care.  Improving primary 
care access has been a two-decade long focus for the community, and a major focal point for the 
Health Center and Hospital collaboration.  Primary care capacity has been growing since the Lawrence 
Family Practice Residency was established in 1994 and it has grown from 24 residents to 30 residents 
because of its national reputation and appeal to those who seek to develop an expertise in delivering 
culturally and linguistically appropriate care for low-income populations.  Through the retention of 
some family practice graduates and recruitment of practitioners to teach them, as well as recent 
expansions of the Health Center’s hours and locations, the Health Center has expanded its capacity 
significantly. Yet within a short period of time after these expansions that new capacity is quickly 
consumed.  This seemingly insatiable need for access at the Health Center, contributes in part to the 
Hospital’s emergency department volume continuing to grow in spite of continued investments in 
primary care and Health Center capacity.  The Hospital currently sees an average of 75,000 visits a 
year, and seeks to find innovative ways to provide novel tools to encourage more of its non-emergent 
patients to seek care at the Health Center. 

                                                 
3 Office of Massachusetts Attorney General Report for Examination of Health Care Cost Trends and Cost Drivers, June 22, 2011 
4 Ingenix, Cost Per Adjusted Discharge Report, 2011 
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In addition to the primary care needs within the City of Lawrence, many of the independent primary 
care practitioners in the community are nearing retirement age, and recruitment of their replacements 
will be critical to maintaining access to primary care in the entire region.  A recent survey by the 
Hospital of the availability of primary care access found that 40% of the region’s primary care 
practitioner’s panels are closed to new patients.  

  

2. Population Description 

Lawrence General Hospital is located in the City of Lawrence, a low-income, urban community of 
76,000 whose population is largely Hispanic, and very densely populated (>11,000 per square mile).  Its 
population grew by 6% from 2000 to 2010 – twice as much as the state with population growth of 
3.1%.  The Hospital is the dominant provider of acute hospital care in the Greater Lawrence area 
whose population is more than 200,000 and comprises the suburban communities of Andover and 
North Andover, as well as the cities of Methuen and Lawrence.  

Lawrence has the highest concentration of Hispanic residents of any city in Massachusetts, 73.8% 
compared to a state average of 9.6%.  Lawrence per capita income is $16,557 compared to $33,966 for 
the state.  The percent of Lawrence residents living below poverty level is 27% vs. 10% for the state.   
More than thirty-five percent of Lawrence residents over 18 have less than a high school education, 
36% are foreign born, and nearly 75% speak a language other than English at home.5   

Key health status indicators and important risk factors reflect community makeup, environment and 
interventions to date but there is opportunity to improve.  While health status indicators for Lawrence 
are not as good as the state average, they would likely be considerably worse if the Health Center and 
Hospital had not made tremendous investments in primary care access with the limited community 
resources available.   

For example, the obesity rate is 31% compared to 21.8% for the state.  The percent of poisoned cases 
of blood lead levels is 0.8%, double the state average of 0.4%.  The diabetes hospitalization rate is 
271.4 per 100,000 in Lawrence compared to 136.8 per 100,000 for the state.  The homicide rate is 5.1% 
compared to 2.8% for the state.  The percent with needed colorectal screening is 50.6% in Lawrence 
compared to 61.1% for the state.  The percent of residents who say they are in poor health is 30.3 in 
Lawrence compared to 12 for the state.  The percent having 15+ days of poor mental health is 13.2 for 
Lawrence compared to 8.9 for the state.6   

The population and health status for the communities of Andover and North Andover are vastly 
different, and both communities rely on the Hospital for their hospital care more than any other 
provider.  In these communities more than 90% of the population over 18 completed high school, only 
10% are foreign born, 14% speak a language other than English at home, median home values exceed 
the state average, per capita income exceeds the state average and the percent living in poverty is in 
the single digits.7 

                                                 
5 United States Census 2010, census.gov 
6 Massachusetts Department of Public Health Report of Key Health Status Indicators in Massachusetts, MASSChip Report 2010 
7 United States Census 2010, census.gov 
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3. Health System Description 

Lawrence General Hospital is a major provider of acute care services with 12,934   inpatient discharges 
in FY11, including nearly 1,650 births.  Its emergency center cares for an average of 75,000 patients 
each year, and patient registrations were 221,568 in FY11.   The Hospital is a high volume provider of 
cardiac, surgical, obstetrical and pediatric services.  It has been deemed a Level III accredited Trauma 
Center by the American College of Surgeons, has a Level II nursery, and the only dedicated pediatric 
inpatient unit in the region where pediatricians provide care 24/7.   

The Hospital’s gross patient service revenue in FY11 was $408,732,000, and its operating margin was 
positive for the past three years and averaged 1.6%, a modest but very favorable reflection on the 
success of the organization in spite of unfavorable market conditions, and without the financial 
integration with the medical community that other providers use as a model for success.   

The local medical community relies on Lawrence General.  However, the Hospital does not have its 
own base of employed, primary care and specialty care physicians.  More significantly, the medical 
community does not currently contract with health plans jointly with the Hospital, but seeks to develop 
the platform and systems to take on joint contracting and ultimately alternative payments.  Each of the 
local medical groups contracts with health plans independently, through a larger organization such as 
PCHI (Partners Healthcare) or through an independent practice association (IPA) supported by the 
Hospital.  The hospital did attempt to work solely with the IPA by forming a Physician Hospital 
Organization (PHO) in 2008 with the purpose of trying to enhance physician payment rates with 
payers.  The PHO had 180 PCPs and specialists and just a few minor contracts.  Within two years the 
primary care physicians moved to a different contracting affiliation and the PHO was largely dormant.  
The hospital is interested in re-invigorating and expanding PHO membership to encompass all of our 
local physicians initially and eventually other providers along the continuum of care, with a mission of 
clinical integration and enhancing patient-centered care, as an Integrated Care Organization (ICO).   
 

The competitive dynamics in health care in the region and in Massachusetts is fierce.  And some 
providers have succeeded in using their market leverage and position to win significantly greater rates 
of payments from health plans.  In some cases the difference in prices paid by health plans to the 
lowest paid providers versus the highest paid can exceed 100%.8  New transparency on prices paid by 
health plans to providers have been eye-opening for providers like Lawrence General who discovered 
that the hospital and the physicians in the community IPA were paid among the lowest in the 
Commonwealth.  The Massachusetts Attorney General’s first Report on the Examination of Health Care 
Cost Trends and Cost Drivers issued in April 2010 showed that disproportionate share hospitals like 
Lawrence General were paid on average 9 to 26% less than their non-safety net peer hospitals by the 
State’s three largest health plans.9  Lawrence General Hospital is not among those with market 
leverage, due to the larger than average proportion of low-income patient care the hospital provides.  
Lower rates of payment, and a greater reliance on low-income payers has been a disincentive for 

                                                 
8 Massachusetts Attorney General’s 2010 Examination of Health Care Cost Trends and Cost Drivers  
9 Massachusetts Health Care Cost Trends Final Report Appendix B April 2010 
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physicians to affiliate more closely because the rates the Hospital can extend to them through their 
contracts with health plans would be considerably lower than other larger systems can offer, and 
referrals of low-income patients offer the lowest remuneration and come with the need to provide 
enhanced services, such as financial counseling.   

In spite of the highly competitive environment in which Lawrence General operates, it has become a 
high value, high quality, low cost provider whose services provide critical access to acute and ancillary 
care required by the local community. More patients in its primary market area depend on the Hospital 
than on any other single provider.  In addition to the Attorney General’s findings10 as described above, 
the hospital’s value has been demonstrated through payer tiered products where it has consistently 
been placed in the most favorable tier for the consumer, as measured on cost and quality. 

The Hospital provides critical access, and is a high volume provider of general acute care services.  For 
example, the Hospital met the threshold that a cadre of fewer than ten community hospitals in 
Massachusetts met and was given authority to provide elective angioplasty.  The Hospital performs this 
service at a dramatically lower rate of reimbursement than the academic medical centers, and is 
among the highest volume providers of those hospitals that qualified, based upon the most recently 
published MASS Comm 11elective angioplasty trial volume and reimbursement analysis. 

The Hospital works very closely with the independent local medical community to provide high quality 
services their patients’ need at significantly lower cost than other providers.  This positions the 
Hospital well as a partner under alternative payments because of the high value hospital care 
Lawrence General provides.  At the same time it requires continued innovation and collaboration with 
independent groups.   

In November 2011 the Hospital went live with its Hospital Information System, and is working with the 
independent local practices to develop their electronic capabilities, connectivity and EMR.  The 
Hospital has engaged the independent local practitioners who rely on the hospital in a process to 
evaluate and select systems, and ensure their compatibility with the Hospital’s new information 
system.  Due to significant financial constraints the Hospital has been under as a provider with a high 
concentration of Medicaid patients, the downward pressure on those rates due to the declining 
economy, and its related limited market clout to bargain for, the Hospital and community physicians 
embarked on an aggressive planning process in order to meet meaningful use opportunities.  The local 
practice adoption of EMR is underway but has not yet been achieved.     

 

4. Describe 5-year vision for the hospital  

Lawrence General Hospital’s 5-year vision is to create an integrated care organization (ICO) that 
provides an administrative structure, critical clinical and financial data exchange and analytics for the 

                                                 
10 Massachusetts Attorney General’s 2010 Examination of Health Care Cost Trends and Cost Drivers  and Massachusetts Health Care Cost Trends Final 
Report Appendix B April 2010 
 
11 The Mass COMM Trial is a randomized trial to compare percutaneous coronary intervention between Massachusetts hospitals with cardiac 
surgery on-site and without cardiac surgery on-site 
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local medical community, contracts together with the currently disparate medical community, and 
successfully manages population health and risk. 

The numbers of disparate physician groups, other local providers of care throughout the continuum, 
and distinctly different populations they serve, together with their varying current levels of 
reimbursement for care by the same payers, makes knitting the community together significantly more 
challenging than if the hospital had its own affiliated primary care, specialty care or hospital-based 
clinics. The hospital has not been able to compete with the rates of payments that affiliation with other 
providers whose greater leverage and more generous payer contracts can offer, and attract physicians 
who seek to realize rates at the higher end of the scale.   

At the same time, the Hospital’s independence and its capacity to provide care at significantly less per 
discharge than other providers, positions it well to be an acute care partner with local physicians and 
other providers under a new model of payment that reward the kinds of efficiencies Lawrence General 
offers.  The hospital is served by three major physician constituencies—independent physicians in our 
Independent Practice Association (IPA), family medicine physicians in our Lawrence-based federally 
qualified health center and a large multi-specialty private physician group.  The ICO will be comprised 
of all three of these groupings of doctors that will total more than 300 physicians who have never 
collaborated before, along with all of our local specialists, the large local Visiting Nurse Association, 
local skilled nursing facilities and other ancillary providers to effect the vision of more coordinated, 
efficient care for patients in our community.  Additionally the ICO will reach out to other community 
organizations such as Elder Services and the local Public Health departments to incorporate their 
particular knowledge and strengths to address local community health needs.  The ICO will be led by a 
volunteer Board comprised of a majority of physician and physician group representatives and a 
minority of hospital representatives with the possibility of future representatives from the community 
and other types of health care providers. 
 

The Hospital is uniquely positioned to achieve this 5-year vision as the provider of choice in the region 
because of its service mix, high value, high quality care, and its longstanding commitment to meeting 
community needs.  It has already successfully collaborated and partnered with local providers to 
improve care and access, overcoming barriers and forming inter-institutional programs and systems of 
care.   

The next step is to continue to invest in an ICO infrastructure, information systems data exchange, 
interfaces between the disparate groups, a data warehouse and health information exchange in order 
to develop a fully integrated health system across the continuum of care, that can take on alternative 
payment methods. 

As a community that has among the lowest calculated total medical expense in Massachusetts as 
reported in June 2011 Massachusetts Division of Health Care Finance & Policy reports, the Hospital is 
well positioned to be successful in taking on risk based alternative payments with the requisite 
investments to manage population health.  Total medical expense, TME, in the Massachusetts Division 
of Finance and Policy’s analysis accounts for all of the medical expenses associated with a member 
regardless of where those expenses are incurred (i.e., it includes physician visits as well as all hospital, 
laboratory, imaging, and other services, wherever those services occur). TME reflects both the volume 
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of services used by each member (utilization), as well as the price paid for each service (unit price).  
Lawrence General’s TME was among the lowest.12  

 

5. Related Initiatives Funded by the U.S. Department of Health and Human Services 

Lawrence General Hospital is working with Elder Services of the Merrimack Valley (ESMV) and its 
multiple partner hospitals in the Community-based Care Transitions Program (CCTP), a Medicare 
demonstration project funded under section 3026 of the Affordable Care Act of 2010,  to continue, 
expand and test an unfunded pilot care transitions program that began in May 2010 by ESMV.  
Through this cooperative agreement, four transition coaches hired by ESMV work at the hospital on 
behalf of eligible patients (i.e. Medicare fee for service or dually eligible patients).  Lawrence General 
Hospital will also benefit from involvement in CCTP learning collaborative sessions sponsored by CMS 
in order to promote exchange of ideas and development of best practices.  Also, LGH is planning to 
attend three learning collaborative sessions through the Hospital Engagement Network (HEN).  There 
are no other related initiatives funded by the U.S. Department of Health and Human Services.  LGH has 
collaborated on Center for Medicare & Medicaid Innovation grants.  One of the innovation grants 
relates to patient centric electronic environment for improving acute care performance and the other 
grant , which has not been awarded to the Visiting Nurse Association applicant as of June 15, 2012, 
relates to a collaborative model of medical care delivery to support primary care physicians in the 
management of their high risk, medically fragile patients in our region.  These grants do not overlap 
with our chosen DSTI projects. 

Lawrence General Hospital will provide updates on our participation in any new HHS-funded initiatives 
related to our DSTI projects in our biannual DSTI progress reports to be submitted to the 
Commonwealth. 

  

B.  Executive Summary 
 
Clinical integration and access are foundational components of the ICO Lawrence General will create.  
The ICO will serve as a platform for discussion and information dissemination to our partners.  These 
partners will include all three of our PCP organizations, all the specialists on our medical staff, and key 
ancillary providers such as the Visiting Nurse Association.  We will create a seamless continuity of care 
for the patients we serve.  Elements of this will include EHR connectivity, referral coordination and 
continuous feedback among practitioners and care settings. The Hospital’s Category 1 project entitled 
Hospital/PCMH Practice System Integration envisions that the Hospital and Health Center advance 
their clinical integration, and targets the population of patients the Health Center cares for who have 
diabetes, COPD and CHF.  The hospital worked closely with GLFHC to identify high risk patients.  The 
shared population of patients between GLFHC and LGH is predominantly Latino.  Diabetes has been 
established as a significant diagnosis that affects Latinos at a higher rate than non-Hispanic whites.  In 
addition, GLFHC PCMH has an established record of improving care to diabetics in the outpatient 
                                                 
12 Massachusetts Division of Health Care Finance and Policy Report, Massachusetts Health Care Cost Trends, Price Variation in Health Care Services, May, 
2011 



Lawrence General Hospital DRAFT DSTI Plan August 8, 2012 
 
 
 

 

 
 

11 

setting.  CHF and COPD are also determined to be high risk diagnoses when not effectively managed.  
The proposed model for diabetes will be adapted to CHF and COPD.  The integration of care delivered 
at the Hospital with the care provided by the local Health Center, a Patient Centered Medical Home, is 
central to successfully managing the health of this population.  The project brings together both 
organizations first to analyze gaps and determine priorities for the integration of care management, 
and ultimately advances to reporting key measures for a percentage of shared patients.   

Inter-institutional collaboration surrounding care management, and the integration of hospital care 
with the independent Health Center is critical and the highest priority since 80% of the hospital care 
provided to patients of the health center is provided by Lawrence General. 

The 5-year vision requires significantly enhanced integration with the Health Center, and a systematic 
evaluation and re-evaluation of the population health needs in terms of primary and specialty care 
capacity.  The Hospital must have adequate local access to both primary and specialty care to reduce 
outmigration, provide appropriate access to care, and manage care.  The Hospital’s second Category 1 
project entitled Primary Care, Specialty Care and Provider Care Expansion and Development, tackles 
the substantial challenge of ensuring access to essential levels of primary care and specialty care. 

The Hospital’s Category 2 project entitled Identify Opportunities to develop and implement care 
transition interventions that lead to fewer unplanned admissions (Project 2.1) builds on work the 
Hospital has undertaken for the Medicare population and spreads the interventions targeted to 
improve care transitions for that population to the entire adult inpatient population, and enhances 
care transitions using a variety of approaches in order to reduce unplanned admissions. Developing 
expertise in care transitions is crucial to successfully managing populations under alternative payments 
and this project provides for a deep and through examination of readmissions using the Hospital’s new 
Health Information System, and the new capabilities it provides, together with other new tools and the 
hiring of care transitions expertise.   

The Hospital’s second Category 2 project entitled Develop and co-locate a PCMH primary care site on 
the Hospital campus as an alternative for non-emergent ER complaints provides for deep analysis and 
planning surrounding the need to drive more care from the higher cost emergency department setting 
to the community health center (Project 2.2), and tackles a considerable challenge for effective care 
and cost management.  Ultimately it is expected to encourage patients who should seek care at the 
Health Center, and who may rely on the emergency center as another clinic, to seek care at their 
medical home.    

The Hospital’s Category 3 projects are crucial building blocks for the 5-year vision and to prepare for 
statewide payment transformation.  The Category 3 projects the Hospital has chosen are essential 
undertakings for the Hospital to respond to statewide transformation to value-based purchasing and to 
accept alternatives to fee-for-service.  With limited access to capital, limited to no capacity to embark 
on a physician employment strategy, and less favorable rates of payment to entice physicians to join 
the health system under the current fee-for-service construct, the Hospital has been unable to make 
the kinds of investments in clinical integration, financial integration and analytics necessary to be 
successfully positioned to take on new payment methods.  Alternative payment methods and value-
based purchasing provide new opportunities to turn the Hospital’s high value position and cost 
effective care into a tremendous competitive advantage.  Both Project 3.1 entitled Develop 
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organizational infrastructure to enhance capacity to alternative payment systems, and Project 3.2 
entitled Develop information management capabilities in preparation for accepting alternative 
payment methodologies, provide the building blocks necessary to achieve the 5-year vision of 
accepting alternative payment methods.   

As a high-value, high quality, cost effective provider the community relies on more than any other 
acute care hospital, Lawrence General is well-positioned for a successful future under alternative 
payments.  The DSTI program and the projects the Hospital plans to undertake will not only provide 
critical building blocks and it will allow for advancements that would not have been possible 
previously.  The DSTI initiatives undertaken will also allow the Hospital to pursue the development of 
innovative and novel care models that seek to find more effective methods for high value safety net 
providers to deliver care that meets the triple aim. 

Category 4 measures are relevant to the hospital’s 5 year vision and population/outcomes health 
improvement as they will focus measurement on readmissions for high risk populations, improved 
access, reduction of unnecessary ED visits, and improved data exchange to improve quality and 
manage the cost of care of our patient populations.   

 Through the opportunities provided by DSTI the Hospital can chart a course for future success as a 
more fully integrated health care delivery system that is positioned well for alternative payment 
models.    
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The table below summarizes the projects that will be addressed in this proposal.  

Project Title Description Three -Year Goals 

Category 1 – Further Development of a Fully Integrated Delivery System 
1.1 Hospital/PCMH Practice 

System Integration 
This project brings together two 
independent organizations first to 
analyze gaps and determine 
priorities for the integration of 
care management, and ultimately 
advances to reporting key 
measures for a percentage of 
shared patients. 

Develop an integrated system of care 
management and coordination 
between the Hospital and an NCQA-
recognized PCMH to improve the care 
of shared patients who have diabetes, 
congestive heart failure, or chronic 
obstructive pulmonary disease. 

1.2 Primary Care Physician, 
Specialty Care and Provider 
Care Expansion and 
Development 

This project tackles the substantial 
challenge of providing access to 
essential levels of primary care and 
specialty care.   

Expand access to medical care for 
communities the hospital serves 
resulting in better access and better 
coordinated care within our local 
medical community.   

Category 2 – Improved Health Outcomes & Quality 
2.1 Identify Opportunities to 

Develop and Implement 
Care Transition 
Interventions that lead to 
Fewer Unplanned 
Readmissions  

Starting with an assessment of the 
current status of care transitions as 
they relate to preventable 30 day 
readmissions, use a variety of tools 
to improve care transitions on the 
entire inpatient population. 

Develop expertise in care transitions to 
support seamless transitions from one 
level of care to another through staff 
education, enhanced sharing of clinical 
data and the use of new standardized 
tools. 

2.2 Develop and Co-locate a 
PCMH Primary Care Site on 
the Hospital Campus as an 
Alternative for Non-
Emergent ER complaints 

This project provides for the 
building of a site and the planning 
surrounding the need to drive 
more care from the higher cost 
emergency department setting to 
the community health center. 

Implement a strategy to develop and 
co-locate a PCMH primary care site with 
an independent provider to encourage 
the use of primary care providers for 
non-emergent care. 

Category 3 - Ability to respond to statewide transformation to value-based purchasing and to accept 
alternatives to fee-for-service payments 
3.1   Develop Organizational 

Infrastructure to Enhance 
Capacity to  
Respond to Alternative 
Payment Systems 

Develop an integrated care 
organization (ICO) with its own 
governance structure and board, 
physician champions, physician 
leadership, functional and 
administrative staff. 

Bring together small group physician 
practices and larger medical group 
practices in the community under one 
organization to improve clinical 
integration and accept alternative 
payment methods in the future. 

3.2 Develop Information 
Management Capabilities in 
Preparation for Accepting 
Alternative Payment 
Methodologies 

This project embarks on an 
ambitious undertaking to 
determine the data, systems and 
processes necessary to be able to 
manage future payment 
methodologies among local 
providers.  

With the ICO develop an inventory of 
data and services that are central to the 
success of taking on alternative 
payment methods, and that will identify 
best systems and processes to capture 
the data needed to manage care 
efficiently. 
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Project Title Description Three -Year Goals 

3.3 Participate in a learning 
collaborative 

Participation in a learning 
collaborative will provide a forum 
for eligible DSTI safety net 
providers to learn from other 
providers that share similar goals. 

The Hospital will explore existing and/or 
potential new opportunities for 
participation in a learning collaborative 
and will either join an existing 
collaborative  or develop a new learning 
collaborative structure which will 
facilitate and enhance the hospital’s 
efforts to advance the Triple Aim 
through the sharing of information 
around DSTI projects. 

Category 4 – Population Focused Improvements 
4.1   
 
 

Care Transitions Measure Set 
(CTM-3) Report Measure in DY 17 

4.2  
 

Patients who reported that staff 
“Always” explained about 
medicines before giving it to them 

Report Measure in DY 16 and DY 17 

4.3 Patients at each hospital who 
reported that YES, they were given 
information about what to do 
during their recovery at home 

Report Measure in DY 16 and DY 17 

4.4 ED Wait Time: Door to Diagnostic 
Evaluation by a Qualified Medical 
Personnel 

Report Measure in DY 16 and DY 17 

4.5 Pneumonia Immunization Report Measure in DY 16 and DY 17 

4.6 Influenza Immunization (seasonal 
measure) 

Report Measure in DY 16 and DY 17 

4.7 Percent of discharged patients 
under age 75 who were 
hospitalized for Chronic 
Obstructive Pulmonary Disease 
(Ambulatory Sensitive – Condition 
Admissions Measure) 

Report Measure in DY 16 and DY 17 

4.8 Percent of discharged patients 
under age 75 who were 
hospitalized for Congestive Heart 
Failure (Ambulatory Sensitive – 
Condition Admissions Measure) 

Report Measure in DY 16 and DY 17 

4.9 Low Birth Weight Rate: number of 
low birth weight infants per 100 
birth 

Report Measure in DY 16 and DY 17 
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Project Title Description Three -Year Goals 

4.10 Hospital 30-day, all cause 
readmission rate to the index 
hospital following a hospitalization 
for all patients 18 and older (not 
risk adjusted) 

Report Measure in DY 16 and DY 17 

4.11 Percent of Emergency Department 
visits for children age 18 or less 
with a primary diagnosis of asthma 
–Ambulatory Sensitive Condition 

Report Measure in DY 16 and DY 17 

4.12 Percent of patients with elective 
vaginal deliveries or elective 
cesarean sections at greater than 
or equal to 37 weeks and less than 
39 weeks of gestation completed 

Report Measure in DY 16 and DY 17 

4.13 Hospital 30-day, all cause 
readmission rate to the index 
hospital following a hospitalization 
for patients 18 and older 
discharged with a diagnosis of 
diabetes 

Report Measure in DY 15, 16 and 17  

4.14 Using survey sampling techniques, 
determine time to first 
appointment and time to third 
next appointment for patients 
seeking care with a PCP 

Report Measure in DY 15, 16 and 17 

4.15 Hospital 30-day, all cause, 
readmission rate to the index 
hospital following a hospitalization 
for patients 18 and older 
discharged with a primary 
diagnosis of heart failure 

Report Measure in DY 15, 16 and 17 

4.16 Average monthly non-emergent 
Hospital emergency department 
volume that is level 3, 4, and 5 on 
the ESI scale, separately, as a 
percentage of the total ER volume 

Report Measure in DY 15, 16 and 17 

4.17 Percent of primary care physicians 
who successfully qualify for a 
Medicare or Medicaid EHR 
Incentive Program payment 

Report Measure in DY 15, 16 and 17 

4.18 Report of claims based utilization 
data for targeted population and 
service lines compared to 
benchmarks 

Report Measure in DY 15, 16 and 17 
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II.  Category 1 -Further Development of an Integrated Delivery System that Encompasses the Concepts of the Patient-Centered Medical Home 
 
Project 1.1:  Hospital/PCMH Practice Systems Integration 
Master Plan Project 1.1 
 
• Goal:  The goal of this project is to develop an integrated system of care management and coordination between the Hospital and an NCQA-recognized 

Patient-Centered Medical Home (PCMH Practice) to improve the care of shared patients who have diabetes (DM), congestive heart failure (CHF), or 
chronic obstructive pulmonary disease (COPD).   The hospital worked closely with GLFHC to identify high risk patients.  DM, CHF and COPD were 
determined to be high risk diagnoses for the patient population served. 

 
This project will use the patient centered medical home NCQA guidelines for Plan and Manage Care as a framework to guide integration of care 
management and coordination between the Hospital and PCMH Practice. Among the six NCQA standards for Patient-Centered Medical Homes, Plan and 
Manage Care is central to inter-institutional collaboration and is integrally related to the other five standards.13 Improved care management and 
coordination will further enhance the PCMH Practice’s ability to advance the other five standards as well. Elements and factors from the Plan and Manage 
Care standard will be evaluated jointly by Lawrence General Hospital and Greater Lawrence Family Health Center’s PCMH Practice team to improve 
integration of care and to design integrated roles and processes of care in order to share pertinent, patient –centered information between both parties. 
Key factors to achieve best practice in communication exchange will be identified and implemented in order to improve care and act as a foundation for 
moving toward electronic Health Information Exchange.  

 
• Rationale: The PCMH Practice has been engaged in transformation for many years, especially related to care for chronic medical conditions, performance 

measurement, and access to care. On May 19, 2011 the Greater Lawrence Family Health Center was recognized as a Level 3 PCMH by the National 
Committee on Quality Assurance (NCQA), achieving over 94 of 100 points on the NCQA Standards. The Practice saw this as an important beginning step 
and continues to seek ways to further improve care for its approximately 47,000 patients. Among these patients, over 10% have a diagnosis of DM, CHF, 
or COPD. Approximately 80% of patients at the PCMH Practice also utilize services of the Lawrence General Hospital for inpatient care. Whereas the 
Hospital/PCMH Practice have worked together for many years, using the NCQA Standards as an assessment tool creates knowledge of how the 
institutions can further develop care management and coordination processes. Development of a robust care management/coordination system of care 
between the institutions for DM, CHF, and COPD patients will create knowledge and processes that will be transferable to other medical conditions as 
well. Previously much of the care management/coordination has been approached independently rather than inter-dependently. For instance, the PCMH 
Practice has an employee who is located in the Hospital to manage follow-up for discharged patients for the PCMH, but the establishment of the position 
and processes was handled predominantly through the PCMH practice. A new level of collaboration is now possible because of the growing capacity of 
both organizations in relevant functions. The PCMH Practice has hired two Care Managers in recent months and can further expand through this joint 
initiative. The Hospital is continuing to expand its approach to Integrated Care Management Services. An integrated system will result in jointly 
determined and supported processes of care and tracking outcomes of care across the spectrum of outpatient and in-patient care for DM, CHF, and COPD 
patients. The PCMH Practice has an established record of improving care for diabetes and will expand its previous work to create the basis for tracking 

                                                 
13 The PCMH 2011 draft standards are: 1) Access and Continuity; 2) Identify and Manage Patient Populations; 3) Plan and Manage Care; 4) Self-Management Support; 5) Track and Coordinate Care; 6) Performance 
Measurement and Quality Improvement. 
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care processes and outcomes of care, including functional health status, clinical outcomes, patient engagement, and costs. The model of care integration 
established for diabetes will be adapted to CHF and COPD.  

 
• Expected results: Integration of service delivery between the Hospital and the PCMH will produce more efficient and effective care across the spectrum 

of outpatient and inpatient services for patients with diabetes, CHF, and COPD and will work to break down pre-existing silos of care delivery that 
currently exist.  By the end of the project, the Hospital and PCMH Practice will be able to show improved ability to provide seamless coordination of care 
for patients between the two facilities and other relevant providers such as local rehab facilities, elder services organizations and the department of 
public health and work to break down the existing silos.  Coordination and care management by sharing patient clinical data will improve overall patient 
care by ensuring all providers are following the appropriate patient-tailored treatment plan thereby positively impacting prevention of patient harm and 
unnecessary readmissions.  The new level of care management will deliver extensive care oversight for these high risk populations and allow collaboration 
to ensure these patients receive appropriate medical care, support throughout the course of their disease, and across the continuum to manage chronic 
symptoms, avoid complications that lead to high utilization and link the two health care facilities in the continued pursuit of providing high quality, low 
cost, premium healthcare to our shared patients. The focus will be to exchange up-to-date clinical information related to the specified medical care plan 
of our shared patients. Information to be communicated will include treatment plans and other medical interventions, disease-specific education 
administered, medication reconciliation, and psychosocial, economic, environmental, and cultural factors that are identified as impacting our shared 
patients’ health. This shared data exchange will be ongoing between the Care Management team at the hospital and the PCMH team at Greater Lawrence 
Family Health Center throughout the patient’s hospitalization. It will also work to connect the PCMH team with other post-acute providers that are 
referred by the hospital and who take an active role in providing outpatient community-based services to the patient. Personnel from both LGH and the 
GLFHC PCMH will initially gain access to each other’s electronic health records and then determine through ongoing discussion how the up to date, 
clinical information is best communicated in order to provide ongoing, seamless care to our patients. Given that both institutions have individually gone 
“live” with new health information systems within the past year, LGH’s McKesson Paragon and GLFHC’s GE Centricity, this initial process of information 
exchange as stated above will be a pre-cursor to determining how sharing electronic data elements can only improve our established processes.  
 

• Relation to other Projects: This project will provide resources to enhance coordination of care for Project 1.2, Expanding Access to Specialty and Primary 
Care. It will create the model of care to facilitate integration among multiple practices across the spectrum of care. Participants in this project will learn 
from and contribute to Project 2.1 on reducing readmissions and will provide direct assistance in the management and coordination of care. Likewise, the 
refinement of integrated care management/coordination will facilitate Project 2.2 transformation of Emergency Department utilization, and re-direction 
to non-emergent care. Finally, this project will consolidate needed knowledge of care processes to facilitate effective HIE development for DM, CHF, and 
COPD as well as other medical conditions.  This project includes metrics that substantially enhance those funded by the CCTP collaborative agreement. 

 
Advancing clinical integration, and through this project, care management for shared patients with chronic conditions specifically, is a means of boosting 
health care quality and efficiency.14     

 
 
  

                                                 
14 Commonwealth Fund, Assessing and Addressing Legal Barriers to the Clinical Integration of a Community Health Center and other Community Providers, July 15, 2011. 
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Project 1.1:  Hospital/PCMH Practice Systems Integration (Master Plan Project 1.1) 
SFY 2012 SFY 2013 SFY 2014 

Milestone:  
Establishment of a Joint team of the Hospital 
and PCMH Practice to analyze gaps and 
determine priorities for the integration of care 
management and coordination for DM, CHF and 
COPD 
Metric: (MP-P 11)15 
1. Documentation of regular meetings and 
communications of the Joint Hospital/PCMH 
Practice Team. The Hospital Director of 
Integrative Services and the Lead Clinical Care 
Coordinator will co-chair the team, which will 
consist of other care managers and coordinators 
from the two institutions. The team leaders will 
communicate daily with personnel in their 
respective organizations regarding integration 
activities. Formal meetings of the team will be 
held at least monthly, and usually more 
frequently. Electronic communication between 
the institutions is readily accessible by email, 
and there are some team members who have 
access to both institutions’ Electronic Health 
Record 
Data Source:  
1. Joint team minutes 
 
Milestone:  
Identification of areas for improvement in 
Hospital/PCMH Practice linkages related to 
NCQA requirements for patient-centered 
medical homes. 
Metric: (MP-P-12) 
2. Report of at least 3 factors for improvement 

Milestone:  
Joint Hospital and PCMH Practice development 
of a comprehensive plan for care management 
and coordination including data items to be 
tracked, clinical roles and agreements, and care 
management processes among relevant 
providers in the area  
Metrics:  
6. Report identifying the roles and community 
organizations needed to integrate care related 
to the factors (MP-P-15-B1) 
7. Implement a process to refer greater than or 
equal to 25% (above baseline) of all shared 
hospitalized diabetic patients, discharged to 
home, to a certified diabetic educator. (MP-I-8) 
8. Documented agreements between health and 
health-related entities in the community and the 
Hospital and PCMH Practice (MP-P-15-B2) 
9. Mapping of Care Management Processes for 
Hospital/PCMH Practice patients with DM, CHF, 
or COPD (MP-P-15-B3) 
10. Determination of baseline measurement, 
within a 12 month period, of the percentage of 
shared patients with DM, CHF or COPD who 
have had documented care 
management/coordination interventions from 
the hospital and the PCMH practice relating to 
the sharing of treatment plans and other 
medical interventions, disease-specific 
education administered, medication 
reconciliation, and psychosocial, economic, 
environmental, and cultural factors that create 
barriers to care as well as other defined data 

Milestone:  
Implementation of a joint plan for efficient care 
management and coordination, and tracking of 
care 
Metric: (MP-I-7) 
11. Repeat same measurement as per baseline 
to determine level of improvement 16on the 
annual percentage of patients with effective 
care coordination documented between the 
Hospital and PCMH 
Data Source:  
11. Hospital and PCMH Practice electronic data 
bases 
 
Milestone:  
Ongoing implementation of referral process to 
refer joint hospitalized, diabetic patients, being 
discharged to home, with a certified diabetic 
educator.   
Metric: (MP-I-8) 
12. Expand referral process for greater than or 
equal to 50% (above baseline) of all shared 
hospitalized diabetic patients, being discharged 
to home, to a certified diabetic educator.  
Data Source: 
12. Reports on shared patients with referrals 
made to a certified diabetic educator.  
 
 

                                                 
15 MP-P-X stands for Master Plan – Process Measure #X; similarly, “MP-I-X stands for Master Plan – Improvement Measure #X.A;  B references the bullet number 
16 We will set a target for improvement based upon the baseline identified in metric 10 
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Project 1.1:  Hospital/PCMH Practice Systems Integration (Master Plan Project 1.1) 
SFY 2012 SFY 2013 SFY 2014 

related to the identification of individual 
patients and plans for care management that 
will be jointly addressed by Hospital and PCMH 
Practice 
Data Source: 
2. Gap analysis based on 2011 NCQA PCMH 
Documentation Tracking Tool 

 
Milestone: 
Identification of existing data related to patients 
with DM, CHF, and COPD. (e.g. the PCMH 
Practice provides primary care for over 4000 
diabetic, 400 CHF, and 1000 COPD patients, and 
routinely tracks multiple measures of care 
processes and outcomes) 
Metric: (MP-P-13) 
3. Report of clinical data elements that currently 
exist at each institution for patients with DM, 
CHF, and COPD 
Data Source:  
3. Electronic medical record databases for each 
institution and joint team minutes reflecting 
process of analysis 
 
Milestone:  
Hospital/PCMH Practice agreement on clinical 
data elements that will be tracked for patients 
with DM, CHF, and COPD by the two institutions  
Metric: (MP-P-14) 
4. Report of clinical data elements that currently 
exist at each institution and clinical data 
elements that need to be developed for the 
targeted conditions as agreed upon by parties 
from both institutions  
Data Source:  
4. Electronic medical record databases for each 

elements identified and agreed upon in the first 
year and determine a target improvement 
measure. (MP-P-15-B4) 
Data Sources:  
6. Summaries of consultation between the joint 
team and professionals from other community 
agencies 
7. Reports on shared patients with referrals 
made to a certified diabetic educator 
8. Agreements with health related entities  
9. Joint team report  
10. Hospital and PCMH Practice electronic 
databases 
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Project 1.1:  Hospital/PCMH Practice Systems Integration (Master Plan Project 1.1) 
SFY 2012 SFY 2013 SFY 2014 

institution and minutes of deliberations of joint 
team describing process of consensus 
development 
 
Milestone: 
Hospital/PCMH assessment of the percentage of 
shared hospitalized patients with diabetes with a 
referral to a certified diabetic educator 
Metric: (MP-P-18) 
5. Determination of baseline measurement of 
shared hospitalized diabetic patients with a 
referral to a certified diabetic educator 
Data Source: 
5. Report of baseline determination that 
includes shared diabetic patients with a referral 
to a certified diabetic educator 
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II.  Category 1 – Further Development of an Integrated Delivery System that Encompasses the Concepts of the Patient-Centered Medical Home Model 

Project 1.2:  Primary Care Physician, Specialty Care and Provider Care Expansion and Development  
Master Plan Project 1.3 
 
• Goal:  The Hospital will embark on a plan to expand access to medical care for communities Lawrence General Hospital serves.  The Hospital will do this 

by reviewing the current state and using a variety of tools to identify shortages and barriers to access in both primary and specialty care.  LGH will work 
with its partners to bring additional necessary service lines and primary care resources to the Lawrence area, resulting in better access and better 
coordinated care within our local medical community.  This project will improve patient access to primary care physicians and develop the resources 
necessary to provide more patient-centered medical home practices to the community. 

 
• Rationale: There is a shortage of primary and specialty care within the communities served by Lawrence Generalas evidenced by  two studies conducted 

by consultants.  A brief overview by Kaufman Hall consultants   in 2011 identified specialty care shortages and significant outmigration of patients to 
higher cost academic medical center-based specialists.   Amore thorough report issued in 2007 compared physician supply at that time to benchmarks 
(need per 100,000 population).17  The data source was the Massachusetts Health Data Consortium licensure database and the LGH medical staff roster.  
This report also examined market share trend data by type of service from 2004-2006.  The 2007 report identified shortages in both primary and specialty 
care by town.  However, this report is now outdated since much has changed during the past five years in the competitive landscape as well as in patients’ 
health insurance benefit design (e.g. limited networks, self-insured plans) that have affected patient access to physicians.  In addition, many of our 
independent primary care physicians who rely on the Hospital are nearing retirement age.  Finally, a recent survey conducted by our PHO office in 
January, 2012, of the PCP’s in our service area showed that approximately 40% are not accepting new patients.  We need to perform a comprehensive 
assessment of the current situation for access to both primary and specialty care and create a plan for closing the identified gaps and providing 
appropriate and necessary access for all patients in the community for the future.  
 
The community relies on a mainstay of physicians who are either affiliated with the Greater Lawrence Family Health Center, are in solo or small group 
practices, or are affiliated with Partners Healthcare.  There is an inadequate supply of primary care providers and major gaps in access to local specialists. 
The Hospital has had very limited financial capacity to recruit physicians to the local community or support the local physician community through 
employment contracts due to its significantly below average commercial rates of payment, and its reliance on Medicaid. Commercial rates of payment for 
physicians reflect the 2010 findings of the Massachusetts Attorney General that non-Disproportionate Share (DSH) hospitals are paid on average 9 to 26% 
more than their DSH counterparts.  This has established a disincentive in the marketplace for physicians to align with DSH hospitals.  Affiliation with non-
DSH hospitals, and major tertiary providers, that are less reliant on Medicaid, provide physicians with higher rates of reimbursement in the Massachusetts 
marketplace through contracting. In the Greater Lawrence region, the physician community is comprised of family practice physicians working at and 
contracting through the health center, a large multi-specialty group that contracts with Partners Healthcare, a group that contracts with the newly 
formed for-profit Steward system, and a group of independent local physicians in individual or small group practices.  The community relies on physicians 
who contract separate from the Hospital, none of whom has historically been accountable for population health, nor engaged in risk contracting.  The 
physicians currently contract with health plans independent of the Hospital, because there have been few financial incentives to align with the Hospital.  

 

                                                 
17 This benchmark was developed by a consultant we utilized.  LGH will consider available benchmarks to assess access to primary and specialty care. 
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Lack of access to specialty care services is a more important problem for community health centers than previously thought18 but it is also a critical 
success factor for population management for all of the hospital’s patients, and advancing alternative payment arrangements. Lack of access to specialty 
care is especially worrisome given the poorer health of low-income children as compared with the health of other children19 but it is also troubling for 
adults whose health status indicators, as referenced in the introduction, are poorer for residents in Lawrence than the state average. The joint residency 
program brings primary care to the community and through our collaborative efforts, we hope to entice graduates to stay in the area and continue to 
provide primary care as part of our network.  We will impact specialty care by our tertiary affiliations and proven experience bringing specialists to the 
community.  LGH will continue to work with our Boston-based clinical affiliates, Beth Israel Deaconess Medical Center for adult services and Tufts Floating 
Hospital for pediatric services, to bring needed specialty services to the local health care community, which is a dramatically lower cost setting. For 
example our Beth Israel affiliate could recruit a sub-specialist, such as an endocrinologist, and have them placed locally, at Lawrence General Hospital.  By 
offering a full range of services locally we can reduce the high level of outmigration for specialty care and its associated higher costs of care, and 
successfully coordinate the delivery of high quality care in our community, thereby positioning the Hospital for new payment methodologies. 
  

• Expected Results:  We expect to undertake a comprehensive analysis of primary and specialty care providers in our primary service area to update our 
understanding of physician supply compared to current benchmarks and measure access by time to appointments available locally.  We will also identify 
access challenges and implement a plan to increase both the number of our local family practice residents who choose to remain in our area to practice 
and recruit other primary care providers.   LGH will recruit new primary care providers, using methods in lieu of employment that have been proven 
successful through experience, such as embedding practitioners in existing practices, income guarantees and working with additional recruiters to fill 
anticipated vacancies in local PCP practices.  We will seek to better understand and reduce the barriers to appropriate specialty care for underserved 
populations.  Additionally, we expect to increase local specialty care providers in the specialties identified as a priority need. By keeping a more robust 
and appropriate continuum of care locally, the Hospital will be able to better integrate that care.  This will result in better access for patients for both 
preventative and specialty care at a cost savings.  Additionally, this will allow the local ICO to be better positioned to accept global payments, manage 
care and manage costs. 

 
• Relation to other Projects:  This is related to the Category 2 project, “Develop and co-locate a PCMH primary care site on the Hospital campus as an 

alternative for non-emergent ER complaints” as well as the Category 1 project, “Hospital/PCMH Practice Systems Integration.”  These three projects 
address the need for additional primary care capacity and create opportunities for more patients to be cared for locally in an accredited Patient-Centered 
Medical Home. 
  

                                                 
18 Access to Specialty Care and Medical Services in Community Health Centers, Health Affairs, Volume 26, Number 5, page 1459. 
19 Access to Specialty Care for Children with Public Insurance, New England Journal of Medicine, June 16, 2001. 
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Project 1.2:  Primary Care Physician, Specialty Care and Provider Care Expansion and Development (Master Plan Project 1.3) 

SFY 2012 SFY 2013 SFY 2014 
Milestone: 
Assess primary and specialty provider care 
coverage in the community to address care 
needs across the continuum.  This will ensure 
access to PCPs for our patients in a timely 
manner. 
 
Our consultants, Kaufman Hall, had performed a 
preliminary review on specialty care needs.  
They identified an overall thirty percent 
outmigration of services from the LGH 
community.  In particular, certain specialties 
such as general surgery, cardiology and 
neurology were quickly identified as potential 
specialty care areas which need to be addressed. 
 
Metrics: 
1. Identify the need for primary and specialty 
care services using national benchmarks for 
primary care panels and community size.  
(MP-P-2-B1) 
2. Conduct interviews of key referral staff and 
care coordinators of 50% of the primary care 
practices in the area who rely primarily on the 
Hospital for their patient care needs, in order to 
confirm the specialty care access gaps of the 
community with particular focus on potentially 
underserved populations and their access to 
specialty care (MP-P-2-B2) 
Data Sources: 
1. Gap analysis according to benchmark reports. 
2. Report of the access issues faced by 
underserved population 

Milestone: 
Develop a plan and programs to alleviate 
identified provider shortages and close gaps in 
the continuum of care 
Metrics:   
3. Based on gap analysis prepare a three-year 
plan to address identified provider shortages 
and close gaps in primary and specialty care. 
(MP-P-3-B1) 
4. Survey targeted specialty practices to 
measure baseline time to third next available 
appointment. (MP-P-12) 
5. Work with the independent local health 
center and our joint residency program 
leadership to devise a plan including but not 
limited to, practice placement, real estate 
consultation, and loan forgiveness to retain 
graduates in the area (MP-P-3-B6) 
6. Establish clinical programs with affiliate 
partners, or independently, to address 2 
specialty care gaps identified and confirmed in 
the baseline report (MP-I-1) 
Data Sources: 
3. Three year plan document and survey tool 
4. Documentation of baseline targeted Specialty 
practice time to third next available 
appointment 
5. Recruitment plan for residency graduates 
6. Contracts with clinical affiliates, or LGH 
agreement with specialists 
 

Milestone: 
Identify ongoing barriers to specialty care access 
for LGH’s populations 
Metric: (MP-P-5) 
7. Prepare report on access to specialty care 
compared to baseline report to determine 
improvements and continue to inform the three 
year plan  
Data Source: 
7. Specialty care access report  
 
Milestone: 
Continue to close gaps in the continuum of care 
Metrics: 
8. Implement year 1 of three year plan to 
include recruitment targets in20 primary care 
providers and specialty care for improved access 
for patients (MP-I-2-B1) 
9. Establish 1 additional clinical program with 
affiliate partners, or independently, to address 
specialty care gaps identified in the baseline 
report (MP-I-6) 
10. Assess efficacy of the new clinical programs 
established in Year 2 (time to first available 
appointment). (MP-P-4) 
11. We will compare time to third next available 
appointment for targeted specialty practices 
surveyed in 2013 with the goal of a 5% 
improvement (MP-I-13) 
Data Sources: 
8. Report on Year 1 Plan action items 
9. Contracts with clinical affiliates, or LGH 
agreement with specialists 

                                                 
20 The plan developed in year 2 pursuant to metric 3 will have targets for year 3 and beyond. 
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Project 1.2:  Primary Care Physician, Specialty Care and Provider Care Expansion and Development (Master Plan Project 1.3) 
SFY 2012 SFY 2013 SFY 2014 

 
 

10. Reports on time to first appointment 
11. Reports on time to third next appointment 

 

III.  Category 2 – Improved Health Care Outcomes and Quality 
Project 2.1:  Identify opportunities to develop and implement care transition interventions that lead to fewer unplanned admissions 
Master Plan Project 2.3 
 
• Goal:  The hospital plans to assess the current status of care transitions as they relate to preventable 30 day readmissions. For the purposes of this 

project 30 day readmissions will be defined as all cause readmissions within 30 days. This information will be analyzed in order to identify opportunities to 
improve the care transition process.  The intent is to support seamless transitions from one level of care to the other through enhanced sharing of clinical 
data, staff education and the use of standardized tools.  Information gained from the hospital’s participation with partnership for Patients and HEN as 
well as that from STAAR and the Community Based Care Transitions Program (CCTP) will be incorporated into this initiative.  Project interventions will be 
selected for their potential to address the four domains identified by Eric Coleman et al in 2002 as critical to effective care transitions; Information 
Transfer, Patient and Caregiver Preparation, Support for Self Management and Empowerment to Assert preferences.21  In an attempt to address each 
domain the hospital will focus on the following initiatives:  (1) Enhanced Admission Assessment of post hospital needs; (2) Effective Patient Education; (3) 
Improved (real time) Handoffs communication;  (4) Ensuring post hospital care follow up and (5) Enhancing communication from post acute providers 
back to the hospital.  The focus will be on the hospital’s entire patient population instead of the discrete population focus currently used with the STAAR 
and 3026 initiatives.  Lawrence General has partnered with Elder Services of Merrimack Valley, along with 4 other hospitals, to participate in the 
Community Based Care Transitions Program (CCTP) Program related to care transitions.  This program only applies to Medicare Fee For Service 
beneficiaries or dually eligible beneficiaries.  The funding from this grant will go directly to Elder Services to hire four transition coaches that are working 
closely with Lawrence General to provide transition coaching to identified risk stratified eligible patients.  Lawrence General will apply best practices and 
lessons learned from this initiative across all patients.   
 

• The hospital will have RN case managers collect data on the causes of preventable 30 day readmissions within our specific patient population via 
patient interviews using a standardized tool provided by the STAAR initiative which has been modified to incorporate additional data elements 

• During the first year (SFY 2012) the hospital plans the following:  1) Select an evidence based framework for reducing preventable admissions; 2) 
Recruit and select an expert in care transitions; 3) Implement a Health Information System that will improve collection and analysis of 
preventable thirty day readmission data; 4) Devise an admission assessment tool designed to identify patients at high risk for readmission; 5) 
Form a cross continuum team to partner with representatives from key community service based providers 

• During the second year (SFY 2013) the hospital plans to:  1) Complete an analysis of the readmission data in order to identify key contributing 
factors leading to preventable 30 day readmissions;. 2) Educate hospitalist and nursing staff on effective use of teach back methodology; 3) Trial 

                                                 
21 Coleman EA. Smith JD, Eilersten, TB. Frank JC, Thisre JN, Ward A and Kramer AM, Development and Testing of a Measure Designed to Assess the Quality of Care Transitions, International Journal of Care 
Integration 2002:2 April - June 
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use of warm handoffs22 to select area rehabilitation and skilled nursing facilities; 4) Educate hospitalist and nursing staff on key contributing 
factors; 5) Assess opportunities for and barriers to making follow up arrangements for high risk patients prior to discharge; 6) Develop and 
implement an enhanced assessment tool for patients who are identified as having substance abuse or behavioral health issues; and 7) Implement 
follow up phone calls to patients identified as having substance abuse and mental health issues and who have been discharged home to review 
treatment plans and assess compliance. 

• During the third year (SFY 2014) the hospital will: 1) implement a joint plan with a Patient Centered Medical Home (PCMH) for efficient care 
management and coordination of an identified high risk population; 2) Expand use of teach back23 methodology by LGH clinicians; 3) Expand use 
of warm handoffs for adult inpatients transitioning to  skilled nursing/rehabilitation facilities; and 4) Assess current contributing factors to all 
cause 30 day readmissions to identify changes and determine effectiveness of interventions taken to this point; 5) Increase percentage of 
substance abuse or behavioral health patients who undergo enhanced assessment; 6) Increase percentage of identified patients with substance 
abuse or behavioral health issues who receive telephone follow up calls. 

• Rationale:  The hospital’s patient population is culturally and economically diverse. Factors such as language barriers, functional and/or health literacy 
and financial hardship act to impede effective care transitions for a significant percentage of the hospital’s patient population.  While there are common 
risk factors for readmission such as heart failure, there are also readmission risk factors specific to safety net populations.24 Engaging an expert in care 
transitions will facilitate development of improved methods for providing effective care transitions. In addition, implementation of a new electronic 
system to provide readmission data will improve the hospital’s ability to identify the major contributing factors leading to preventable thirty day 
readmissions.   
 
Partnership with the Greater Lawrence Family Health Center (GLFHC) will allow opportunity to partner directly with primary care providers for a large, 
multicultural high risk population. This partnership will allow for more controlled application and evaluation of select interventions than is possible with 
the STAAR framework alone. In addition, increased communication and collaboration with area skilled nursing and rehabilitation facilities will promote 
improved care coordination within the community the hospital serves.  Adoption of the Coleman model will provide a framework for reduction of 
readmissions. Identification of contributing factors within the patient population will facilitate selection of action plans specific to the unique patient 
population. 25 
 

• Project’s Impact to Refine Innovations, Test, and Disseminate Findings:  The data collected on preventable thirty day readmissions will not only provide 
a basis for selection of innovations but also enable ongoing assessment regarding the efficacy of selected innovations after implementation.  In this way 
the hospital will be able to refine innovations, test new ways of meeting the needs of target populations and disseminate findings in order to spread 
promising practices.  Continued review of readmission data over the course of the project will enable team members to assess changes in patterns such 

                                                 
22 Warm handoffs involve structured communication between the sending and receiving caregiver at the time of transfer.  Key information sharing along with the opportunity to ask questions occurs during a warm 
handoff. 
23 Teachback involves presenting information to a patient/caregiver and then asking them to repeat in their own words the concepts they were taught.  Inability on the part of the patient/caregiver to repeat or demonstrate 
the new information indicates a need for further teaching. 
24 Reducing Readmissions in Safety Net Hospitals and Health Systems, National Associations of Public Hospitals and Health Systems, Research Brief, December, 2011. 
25(Jenncks, S., Williams, M., Coleman, E., (2009) Re-hospitalizations among patients in the Medicare fee-for-service program. The New England Journal of Medicine 360 (14), 1418-28.  Sutherland Cornett, E, Latimer, 
T. (2011), Managing hospital readmissions: an overview of the Issues, Journal of Health Care Compliance, 5-14) 
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as most common readmission diagnoses.  This will provide the team with ongoing information that can be used in evaluation of the efficacy of the 
initiatives such as teach back and warm handoffs.  Those initiatives that are deemed successful can be refined and expanded using information from 
patient/family feedback, chart reviews and current literature.  Successful interventions and improvements can then be disseminated throughout the 
hospital and to community partners. 

 
• Expected Results:  The hospital will identify key factors essential to effective care transitions. This will set the stage  for development of an integrated 

patient care delivery system targeted at impacting preventable thirty day readmissions in an at risk patient population.  In addition, it is expected that the 
hospital will experience improvement in the overall patient experience especially as it relates to discharge.  Other possible outcomes may involve 
improved patient throughput due to improved discharge processes and early establishment of patient expectations surrounding care transitions.   
 

• Relation to other Projects: This project relates to the hospital’s projects to develop Hospital/PCMH practice systems integration, expand Primary care and 
Specialty care, and implement an alternative site for non emergent ER complaints. All of these projects will support the hospital’s plan to prepare for the 
adoption of value based purchasing and alternatives to fee for service payment.  
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Project 2.1:  Identify opportunities to develop and implement care transition interventions that lead to fewer unplanned admissions (Master Plan 
Project 2.3) 

SFY 2012 SFY 2013 SFY 2014 
Milestone:  
Collect data on factors contributing to 
preventable readmissions within 30 days 
Metrics: 
1. Care managers to use a standardized tool and 
conduct a minimum of 10 interviews with 
patient/family members regarding  an 
occurrence of a preventable 30 day hospital 
readmission (MP-P-2-B1) 
2. Review of interview data conducted by 
multidisciplinary team (MP-P-2-B2) 
3. Improve electronic reporting of readmission 
data (MP-P-2-B3) 
4. Analyze all cause 30 day readmission data for 
the hospital to provide a baseline metric  
(MP-P-2-B6) 
Data Sources: 
1. Documented summary of interviews  
2. Minutes of meetings analyzing interview 
results 
3. Report on readmission data 
4. Report of baseline metric 
 
Milestone: 
 Addition of a care transitions expert 
Metric: (MP-P-4) 
5. Hire lead clinician with expertise in care 
transitions. 
Data Source: 
5. Human Resource Records 
 
Milestone:  
Develop an assessment tool to identify patients 

Milestone: 
Analyze readmission data 
Metric: (MP-P-2-B7) 
8. Identification of key factors including primary 
and additional diagnoses such as CHF, DM, COPD 
and mental health/substance abuse that 
increase likelihood of preventable 30 day 
readmissions 
Data Source: 
8. Report listing key contributing factors 
 
Milestone:  
Educate hospitalist and nursing staff on key 
contributing factors 
Metric: (MP-P-14) 
9. Educational sessions for greater than or equal 
to 80% of hospitalists and nursing staff 
(numerator = # of hospitalists and nursing staff  
educated; denominator = total # of hospitalists 
and nursing staff) 
Data Source: 
9. Educational Records 
 
Milestone:  
Education of hospitalist and RN staff on the use 
of Teach back methodology 
Metric: (MP-I-4) 
10. > 80 % of hospitalists, & RN staff educated 
on Teach back methodology (numerator = # of 
hospitalists and RN staff educated on teach back 
methodology; denominator = total # of 
hospitalists and RN staff educated on teach back 
methodology) 

Milestone: 
 Implement use of teach back methodology 
for > 50% of identified high risk patients on adult 
inpatient units 
Metric: (MP-I-5) 
14. Sample high risk patients to determine 
percentage who experience teach back and 
assess impact on readmission rates (numerator 
= teach back performed on identified high risk 
patients; denominator = total identified high risk 
patients) 
Data Source: 
14. Report on percentage of sampled high risk 
patients who experienced teach back 
 
Milestone: 
Expand warm handoffs on adult inpatient units    
Metric: (MP-I-3) 
15. >70% of adult inpatients will experience 
warm handoff on discharge to area SNF/Rehabs 
Data Source: 
15. Report on sample of  adult inpatients 
discharged to SNF or rehab including percentage 
where warm handoff given 
 
Milestone:  
Design and Implement joint plan for efficient 
care coordination for high risk hospital patients 
who are part of a PCMH  
Metric: (MP-P-25) 
16. Report on percentage of patients who have 
had documented evidence of care coordination 
between the hospital and the PCMH26 

                                                 
26 The customized care plans equate to the documented evidence of care coordination between the hospital and the PCMH. 
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Project 2.1:  Identify opportunities to develop and implement care transition interventions that lead to fewer unplanned admissions (Master Plan 
Project 2.3) 

SFY 2012 SFY 2013 SFY 2014 
who are high risk for readmission 
Metric: (MP-P-5) 
6. Multidisciplinary committee approves 
assessment tool 
Data Source:  
6. Approved sample tool and meeting minutes 
 
Milestone:  
Implement enhanced assessment tool for 
patients with substance abuse and behavioral 
health issues. 
Metric: (MP-P-18)  
7. Multidisciplinary committee approves 
assessment tool 
Data Source: 
7. Integrated Care Department forms library 
 

Data Source : 
10. Minutes and attendance lists of 
meetings/educational programs during which 
Teach back was presented 
   
Milestone: 
Trial use of warm handoffs  for adult inpatients 
being discharged to area SNFS, Rehabs and 
PCMH 
Metric: (MP-I-2) 
11. Warm Handoffs used for >35% of all 
transitions from adult inpatient units to area 
SNFS, Rehabs, and PCMH (numerator = # warm 
handoffs of transitions from adult inpatient units 
to area SNFs, Rehabs, and PCMH; denominator = 
# of transitions from adult inpatient units to area 
SNFs, Rehabs, and PCMH) 
Data Source:  
11. Report on percentage of adult transfers to 
area SNFs, rehabs and PCMH during which warm 
handoff occurred 
 
Milestone: 
Implement enhanced assessment tool for 
patients with substance abuse and behavioral 
health issues. 
Metric: (MP-I-12) 
12. Enhanced assessments performed on > 25% 
of all inpatients identified by hospital social 
workers as having substance abuse or mental 
health issues (numerator = # of enhanced 
assessments performed on inpatients identified 
by hospital social workers as having substance 
abuse or mental health issues; denominator = 
total number of inpatients identified by hospital 

Data source: 
16.Hospital and PCMH reporting tools 
 
 
Milestone: 
Reanalyze readmission data and assess for 
changes and impact of interventions to date  
Metric:  (MP-P-2-B7) 
17. Identify current key contributing factors to 
all cause 30 day readmission data for the 
hospital and compare with 2012 data. Assess 
impact (if any) of interventions to date on 
readmissions 
Data Source: 
17. Report on data and interventions  
 
Milestone: 
Expand percentage of inpatients with substance 
abuse or behavioral health issues who received 
enhanced assessment 
Metric: (MP-I-12) 
18. Increase percentage of inpatients identified 
as having substance abuse or behavioral health 
issues who undergo the enhanced assessment to 
> 50% 
Data Source: 
18. Social work logbooks 
 
Milestone: 
Increase percentage of inpatients who have 
undergone the enhanced assessment for 
substance abuse or behavioral issues who 
received telephone follow up post discharge  
Metric: (MP-I-13) 
19. Telephone follow up calls (two attempts) 
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Project 2.1:  Identify opportunities to develop and implement care transition interventions that lead to fewer unplanned admissions (Master Plan 
Project 2.3) 

SFY 2012 SFY 2013 SFY 2014 
social workers as having substance abuse or 
mental health issues) 
Data Source: 
12. Social work logbooks 
 
Milestone: 
Implement follow-up calls to inpatients 
discharged to home that have undergone the 
enhanced assessment for behavioral/mental 
health issues in order to review treatment plans 
and assess compliance. 
Metric: (MP-I-13) 
13. Phone calls (two attempts) to reach > 25% of 
patients identified as having substance abuse or 
mental health issues (numerator = # of phone 
calls to patients identified as having substance 
abuse or mental health issues; denominator = # 
of patients identified as having substance abuse 
or mental health issues) 
Data Source: 
13. Social work logbooks 
 

made to >50% of those patients identified as 
having substance abuse or behavioral health 
issues  
Data Source: 
19. Social work logbook 
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III. Category 2 – Improved Health Outcomes & Quality: 
 
Project 2.2: Develop and co-locate a PCMH primary care site on the Hospital campus as an alternative for non-emergent ER complaints. 
Master Plan Project 2.8 
 
• Goal:  The Hospital will implement a strategy to develop and co-locate a PCMH primary care site with the Greater Lawrence Family Health Center, an 

independently licensed provider that currently cares for 47,000 patients in the community, to encourage the use of primary care providers for non-
emergent care and work to increase the number of patients with a PCP.  Using our EMR, the Hospital will analyze complaints that present to the ER, and 
will stratify the population by those patients without a PCP and those patients with a PCP at GLFHC, perform an environmental scan to survey, assess and 
determine the reasons why patients are seeking non-emergent care at the ER setting, rather than the health center.   The hospital will design and 
implement an educational program aimed at the two identified populations.  The complexity of ED utilization compounded by the population served in 
the Hospital’s ED located in the Gateway City of Lawrence makes this project particularly ambitious.  Given the substantial proportion of the population in 
Lawrence who are low income, travel frequently to their native regions outside the continental United States, move within the varying low-income health 
coverage options in Massachusetts, the environmental scan will be very important and inform the overall project.  Recognizing the challenges associated 
with screening for a new intervention, and appropriately targeting patients for education in an urban-centered 70,000 visit per year ER/Trauma Center, 
located in a challenging urban setting, as well as the  language barriers, potential lack of health coverage, dental coverage,  educational level, prevalence 
of substance abuse, adult learning challenges and overall reception of patients to receiving the education, the goal is to educate 30% of our identified 
population.  Thirty-percent was selected to provide an incentive for the hospital to choose a larger number of patients, and target them most effectively. 
 

• Rationale:  The Hospital has made considerable investments, as have other local providers, to expand access to primary care (e.g. new sites, expanded 
sites and hours, and establishing a joint 30-resident family practice residency that vastly expanded primary care access).  Yet the Emergency Department 
continues to treat more than 70,000 patients each year, many of whom seek non-emergent care and should be seeking care from a PCP.  Reliance on the 
Emergency Department means patients lack continuity in their health care and use costlier services.27  Reducing non-emergent ER use has been the focus 
of health plans, CMS and HRSA.  HRSA and CMS have worked on Emergency Room diversion programs and awarded grants to 20 states with the goal of 
finding methods to reduce the use of hospital emergency room visits by Medicaid beneficiaries for non-emergent reasons.28  Success in these states 
hinged upon educating the Medicaid population, promoting medical home concepts, and real-time referrals. Pioneering innovations and creative work 
needs to be undertaken to encourage local residents to seek care from a primary care provider to improve utilization of primary care services and 
discourage ER use for non-emergent care. The Hospital, in this project, will begin to advance a plan to encourage the use of PCMH PCP’s for non-
emergent care instead of the ER.  EMTALA will be adhered to as we design an educational process.  The educational process will be designed to occur 
after the medical screening and stabilization process. 
 

                                                 
27, Commonwealth Fund, Issue Brief 434, Emergency Department Use: The New York Study. 
28 Testimony of Jim McCrae, Associate Administrator for Primary Care Health, HRSA to US Senate Committee on Health, Education, Labor & Pensions, Subcommittee on 
Primary Health and Aging, May 11, 2011. 
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• Project’s Impact to Refine Innovations, Test, and Disseminate Findings:  The project will test new ways of meeting the needs of a targeted population in 
aiming to encourage the use of the significantly lower cost health center site, by focusing on a subset of the non-emergent patient volume, and 
encouraging their use of an alternative site where the reimbursement of care is only one-quarter of the average ER visit.  Since the City of Lawrence is less 
than 7 square miles in size, and the health center will gain a 5th site, but its first on the independent hospital’s site, there is tremendous opportunity to 
test this as a new way, in a close-knit health care community, of meeting patient need, and to spread this as a promising practice.  Our success in 
achieving our goals could set a new standard for advancing patients to seek the right care, at the right and the most cost effective place.  Findings will be 
disseminated to the Massachusetts College of Emergency Physicians.  

 
• Expected Results:  For the first time, the community will have a Greater Lawrence Family Health Center/PCMH primary care site co-located near the 

Hospital ER, and further encourage the use of primary care in lieu of ER care for non-emergent complaints and connect patients with a PCP.    
 
• Relation to other Projects: This project will enhance access to patient-centered primary care.  It relates to the Category 1 project “Hospital/PCMH 

Practice Systems Integration” because it will serve to encourage non-emergent patients, likely a proportion of the target population of that project, to 
access care at their medical home.  Encouraging the use of a PCP and having a medical home relates to the Category 3 project, “Develop organizational 
infrastructure to enhance capacity to respond to alternative payment methods” because the cost savings, and enhanced PCP enrollment and use are all 
critical components of success in taking on alternative payment systems.   It also supports enhanced access and availability of patient-centered care – 
hallmarks of an NCQA ACO accreditation.   
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Project 2.2:  Develop and co-locate a PCMH primary care site on the Hospital campus as an alternative for non-emergent ER complaints. (Master Plan 
Project 2.8) 

SFY 2012 SFY 2013 SFY 2014 
Milestone:   
Analyze non-emergent ER complaints and 
identify patient population that utilizes ER for 
non-emergent complaints.   
Metric: (MP-P-1) 
1. Documentation of baseline data on most 
common non-emergent patient complaints for 
the most recent 12-month period stratified by 
patient demographic, and PCP.  Documentation 
of baseline number of patients with and baseline 
number of patients without PCP’s who use ER 
for non-emergent care. 
Data Source: 
1. Baseline Data Report from Hospital 
Information Systems. 
 
Milestone:   
Establish a PCMH primary care site within close 
proximity to Hospital ER (co-located).  Staff the 
site, gaining approval (e.g. FTCA coverage etc.) 
from authorities. 
Metric: (MP-I-1) 
2. Alternative site open and operating. 
Data Source:  
2. Documentation of site opening. 
 
Milestone:  
Design a screening tool for non-emergent care, 
which would serve as the method to identify the 
primary reason a patient sought non-emergent 
care, and ultimately drive the determination of 
baseline population 
Metric: (MP-P-2) 
3. Documentation of screening tool and  use to 
identify target population 

Milestone:  
Perform an environmental scan that will provide 
an analysis of the reasons patients seek ER care 
for non-emergent conditions, separate from the 
complaint itself, using the screening tool for 
non-emergent patients 
Metric: (MP-P-3) 
4. Identify the top 5 reasons non-emergent 
patients seek care at the ER 
Data Source: 
4. Documentation of top 5 reasons 
 
Milestone: 
Design and implement a process and develop 
educational materials that highlight the value to 
patients of having a medical home, and 
continuity of care, and that also encourages the 
use of the new PCMH primary care site for 
target population of patients who utilize the ER 
for non-emergent complaints. Develop and 
implement the education to population 
beginning in year 2 with target reached in year 
3.  
Metric:  (MP-P-4) 
5. Documentation of process and methods to 
encourage and educate patients to use the new 
site.  
Data Source:   
5. Documentation of deliberations of ER and 
PCMH Practice Collaborative. 
 
Milestone:  
Determine baseline number of patient 
population targeted to be encouraged and 
educated to use the new site through a review 

Milestone:  
Educate a specific proportion of target 
population of patients with non-emergent 
conditions about the new site 
Metric:  (MP-I-2) 
8. Educate 30% of target population 
Data Source:  
8. Report of targeted population and 
educational efforts.  
 
Milestone:  
Schedule appointments with PCP’s for patients 
who do not have a PCP.  
Metric: (MP-I-3) 
9. Schedule appointments for 15% of target 
population. 
Data Source: 
9. Documentation of appointments scheduled 
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Project 2.2:  Develop and co-locate a PCMH primary care site on the Hospital campus as an alternative for non-emergent ER complaints. (Master Plan 
Project 2.8) 

SFY 2012 SFY 2013 SFY 2014 
Data Source:  
3. Reports from Hospital   
 
 

of patients with non-emergent complaints, 
without PCP’s and those who are patients of the 
PCMH. 
Metric:  (MP-P-5) 
6. Documentation of baseline number to be 
educated to use the new site. 
Data Source: 
6. Hospital information system 
 
Milestone:   
Design and implement a process and method to 
educate patients without a PCP about its value 
to them and a process to schedule an 
appointment with a PCP before they leave the 
ER. 
Metric: (MP-P-6) 
7. Report of baseline number to be educated 
and have an appointment with a PCP scheduled. 
Data Source:  
7. Documentation of Baseline number. 
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IV. Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-service payments. 

Project 3.1:  Develop organizational infrastructure to enhance capacity to respond to alternative payment systems.  
Master Plan Project 3.4 

 
• Goal:  Lawrence General Hospital and its disparate physician groups have never been organized under one umbrella.  In fact they do not, and have not, 

had any common contracts or database, therefore limiting their ability to receive and manage patient data.  The Hospital will restructure and redesign its 
Physician Hospital Organization (PHO) which will be a related organization that brings independent physicians, small group practices as well as larger 
medical group practices in the community, together with the Hospital under one organization to advance opportunities to improve clinical integration 
and ultimately to accept alternatives to fee-for-service payments.  The existing PHO has limited membership and limited responsibilities.  The new PHO 
will become known as an ICO, Integrated Care Organization, with its own governance structure and board, physician champions, physician leadership, and 
functional and administrative staff.  With the ICO, the Hospital and local medical community will have the organizational structure in place that will 
advance their capacity to accept and manage alternatives to fee-for-service payments.  As the hospital has supported implementation of EHRs with 
physicians, we will build on this with additional practices and initiating connectivity with the hospital’s information systems.  While additional inter-
related infrastructure investments are required in terms of IT and care management, the Hospital will design a proposal to take on one alternative 
payment methodology contract through this project, thereby improving the care within the community with a more coordinated and collaborative care 
management organization. 

 
• Rationale: The Hospital requires the crucial building block of a robust ICO in order to develop the opportunities and requisite expertise and structure to 

take on alternative payment methods. The new ICO will bring together the Hospital and larger physician community, with the mission of engaging in 
activities which are necessary and enhance the delivery of health care by hospitals and physicians, including, but not limited to, care management, 
support of clinical integration, utilization review, quality improvement, data aggregation and analysis, practice management, implementation and 
management of electronic medical records, contract management, and marketing.  As many of our patients see physicians in different, non-aligned 
practices, the ICO would assist in stripping away the care silos that exist in our community.  We believe the physicians will join with us in this ICO in order 
to gain assistance in preparing for the future and remaining competitive in the marketplace through value added features.  Incentives will be aligned 
where the ICO will support keeping care local, in their practices and at the local hospital through referral management assistance, and will provide 
education, access to future payment methodologies, tools to assist in quality improvement, clinical coordination, technology improvement and managing 
for success with future payment methodologies. 
 
Lawrence General Hospital has been providing the opportunity for its small independent practices to implement an HER and through this project will 
offer resources to additional practices.  We will also pilot connectivity between the hospital and the practices focusing on delivering laboratory results 
initially, followed by radiology results later, as the first steps in sharing clinical data.  Creating this ICO and developing ICO physician leaders are some of 
the key next steps for the Hospital to advance changes in care delivery, make investments in care coordination, reporting, and the sharing of financial and 
clinical data.  Additionally this structure allows us to propose Project 3.2, “Develop information management capabilities in preparation for accepting 
alternative payment methodologies”.  Without the ICO structure it would not be possible to advance shared accountability for the cost and quality of care 
for a population of patients.   
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It is essential that the Hospital embark on this initiative that requires a substantial and sustained investment in infrastructure.  According to national 
experts, organizations face different challenges to care delivery and infrastructure improvements but some of the challenges are nearly universal, 
including financing new efforts and developing appropriate sustainable infrastructure to support these efforts.29  

 
• Expected Results: Through the establishment of this ICO infrastructure, the hiring of staff within the ICO, the training of physician leadership so that they 

are well-versed in alternative payment methods and related contracting opportunities, and promotion of health information technology and connectivity, 
the Hospital will have a critical foundational element in place that will position it to propose to take on an alternative payment methodology contract in 
the last year of the Waiver.  Through the hospital’s support of EMR implementations, independent doctors who would not otherwise have been able to 
afford this technology, will now able to implement the EHR in order to achieve quality improvements and meet Meaningful Use, which is paid directly to 
the physician, not to the hospital.  The EHR will be used by the physician offices for an accurate and accessible medical record, for e-prescribing, billing 
and for tracking and improving HEDIS quality measures.  This project will begin to expand the technology and efficiency for the offices by connecting with 
the hospital to provide lab results initially, then eventually radiology results, discharge summaries and then electronic orders to the hospital.  Future 
functionality will include provider to provider secure connections and patient portal activity. 
 

• Relation to other Projects: This project provides organizational infrastructure needed to enhance reporting and communication and advance the success 
in a Category 2 project “Identifying opportunities to develop and implement care transitions interventions that lead to fewer unplanned readmissions”, 
Category 3 “Develop information management capabilities in preparation for accepting alternative payment methodologies” and Category 1 “PCP and 
Specialty Care Expansion and Development” projects.  
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

                                                 
29 Lessons from the Field: Making Accountable Care Organizations Real, National Institute for Health Care Reform Research Brief, Number 2, January, 2011 
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Project 3.1:  Develop organizational infrastructure to enhance capacity to respond to alternative payment systems. (Master Plan Project 3.4) 

SFY 2012 SFY 2013 SFY 2014 
Milestone: 
Restructure and redesign the Hospital-related 
Physician Hospital Organization (PHO), referred 
to as an ICO, integrated care organization,  to 
advance the integration of the hospital and local 
medical community that will serve to enhance 
capacity to respond to alternative payment 
systems in the future 
Metrics: 
1. Develop and file PHO Articles of Organization 
and By-Laws  (MP-P-1-B1) 
2. Establish a governing board and hold at least 
one ICO Board meeting (MP-P-1-B2) 
Data Sources: 
1. Secretary of State filings 
2. PHO Board Meeting Minutes 
 
Milestone:    
To support clinical integration, continue support 
of EHR implementations in community physician 
offices and evaluate options for connectivity 
between hospital and physician practices 
 Metrics: 
3. Provide project manager and continue EHR 
implementation (MP-P-2-B1) 
4. Pilot delivery of hospital laboratory results to 
one clinical information system in at least one 
physician practice allowing for greater patient 
safety by having more timely and accurate 
results. (MP-P-2-B2) 
5. Create list of all ambulatory EHR vendors in 
our physician practices (MP-P-2-B3) 
Data Sources: 
3. EHR project plan for 5 practices  

Milestone: 
Design an organizational structure and build 
capacity to run initial critical functions of the ICO 
Metrics:   
6. Draft an organizational chart for approval by 
ICO Board that identifies the staffing disciplines 
and priority required to run the ICO (MP-P-4-B1) 
7. Hire at least two ICO personnel identified as 
high priority on the organizational chart which 
may comprise Care Managers, Data Analysts and 
administrative staff (MP-P-4-B2) 
8. Create Clinical Integration Committee of the 
Board to devise work plan and timeframes for 
additional investments in IT connectivity and 
care management initiatives, including creating 
a vehicle for enhanced communication provider 
to provider.  As referenced in Project 3.2, 
systems could include a central referral process 
which would lead to seamless continuity of care. 
(MP-P-4-B3) 
Data Sources: 
6. Documentation of the organizational chart 
and ICO Board Meeting Minutes.  
7. Human Resources hiring records 
8. Board meeting minutes and work plan 
 
Milestone: 
Identify and develop physician leadership for 
ICO in order to lead clinical integration activities 
Metrics:   
9. Identify at least 3 prospective ICO physician 
leaders from among the local medical 
community. (MP-P-3-B1) 
10. Provide leadership training for the 

Milestone: 
Further develop infrastructure necessary to 
enhance capacity to respond to alternative 
payment systems.  Part of that capacity will be 
to improve provider to provider communication 
and the patient experience.   
Metric: (MP-P-5) 
13. Implement critical components of Clinical 
Integration work plan identified in SFY2013 with 
the goal of concentrating on those systems that 
would create a seamless transfer between 
providers for the care of our patients.  (The 
critical components will be those recommended 
by the Clinical Integration Committee, as well as 
identified through management expertise, 
physician and consultant input as necessary, and 
approved by the ICO Board of Directors.) 
Data Source: 
13. Documentation of the work plan action 
undertaken to help implement the plan and 
hiring of staff documented in Human Resource 
Office  
 
Milestone: 
Design an ICO alternative payment method 
proposal for a payer population including quality 
goals  
Metric: (MP-P-6) 
14. Present ICO proposal to at least one payer 
under an alternative payment method 
Data Source: 
14.  Documentation of proposal and 
performance metrics 
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Project 3.1:  Develop organizational infrastructure to enhance capacity to respond to alternative payment systems. (Master Plan Project 3.4) 
SFY 2012 SFY 2013 SFY 2014 

4. System report of lab results delivery activity 
5. Vendor list 
 

prospective ICO physician leaders to assist in 
education of our entire physician community 
(MP-P-3-B2) 
Data Sources: 
9. Minutes documenting selected leaders 
10. Attendance lists at educational sessions 
 
Milestone: 
Develop clinical integration plan to include 
expanding EHR implementation support and 
interface development 
Metrics:  
11. Achieve EHR implementation with fifteen 
practices in total, or 75% of our independent 
practices resulting in better coordinated patient 
care. (MP-I-1-B1) 
12. Extend opportunity to the 15 practices for 
electronic laboratory and radiology results 
delivery (MP-I-1-B2) 
Data Sources: 
11. EHR project plan for 15 practices  
12. Documentation of opportunity offered 
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IV. Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to fee-for-service payments. 

Project 3.2:  Develop information management capabilities in preparation for accepting alternative payment methodologies. 
Master Plan Project 3.3 
 
• Goal: Lawrence General Hospital and its physician community have not had the capabilities nor the systems to track and analyze our patient utilization 

and quality data in order to coordinate care so that we can respond to alternative payment methodologies and better manage care.   This project will first 
ascertain the amount and kind of data available in our health care community, then plan and implement appropriate systems or processes to be able to 
manage future payment methodologies.  Lawrence General Hospital has numerous physician partners aligned with different academic centers and all on 
different systems.  The project will catalog the data, the systems and their effectiveness.  Through review, we will work with our ICO to centralize all the 
disparate data to make it useable and actionable at the local level.  This will allow us to track our population and manage it more efficiently by comparing 
service utilization against state and national benchmarks.  Additionally we could aggregate practice quality scoring on a community basis and target 
improvement areas.  In managing the care delivered, LGH and its partners will be able to accept alternative payment methodologies while improving 
quality and reducing costs. 
 

• Rationale: It is imperative that LGH and its community partners work together more effectively, across systems, in order to capture needed data and 
better manage care across the continuum.  The formation of our ICO, as described in project 3.1, “Develop organizational infrastructure to enhance 
capacity to respond to alternative payment systems,” will provide the platform for the work of this project to analyze and develop our information 
management capabilities.  All three of our major physician groups are on different systems and therefore the data sits separately, is disjointed and not 
complete.  With the reformatting of our ICO, we hope to aggregate the data between the hospital and our disparate physician groups.  Additionally, we 
have other major partners, such as the Visiting Nurses Associations (VNA), on a different and unique system, making combining data difficult.  This project 
will explore, recommend, and implement initiatives to combine and centralize the data and make it more useable.  As a result we will be able to 
determine needed quality improvements as well as ways to lower total medical expense.  For example eventually, we could aggregate pharmacy data to 
indentify for different physician practices, their patients who are high risk due to multiple medications prescribed by multiple physicians they have seen, 
so contra-indications, cost and utilization can be managed.  Tracking utilization and leakage will enable the ICO to strengthen referral management, 
keeping more care local and at a lower cost.  This would be done in conjunction with project 1.2, bringing specialty care to our community and giving 
patients better (and needed) access to care closer to home. 
 

• Expected Results: The hospital and its physicians will begin to work together to manage our common population.  We will have a complete inventory of 
services and data available to our local community by working with our local partners, the Commonwealth and payers.  After the collection of data is 
completed we will also hire a consultant and work with the ICO to identify the best systems and processes to capture the data needed to manage care 
more efficiently. 
 

• Relation to other Projects: This is related to the Project 3.1 entitled Develop Organizational Infrastructure to Enhance Capacity to Respond to Alternative 
Payment Systems and to project 1.2, PCP and Specialty Care Expansion and Development.  



Lawrence General Hospital DRAFT DSTI Plan August 8, 2012 
 

39 

Project 3.2:  Develop information management capabilities in preparation for accepting alternative payment methodologies. (Master Plan Project 
3.3) 

SFY 2012 SFY 2013 SFY 2014 
Milestone: 
Using ICO Board structure, assess the current 
state of utilization and cost of care information 
and tools available to our health care 
community to control costs and improve quality 
Metrics:  
1. Survey and review data available to our key 
provider partners (MP-P-16-B1) 
2. Explore with both commercial payers and 
Medicaid MCOs the opportunities and criteria to 
secure data from existing sources. (MP-P-16-B2) 
3. Plan and schedule educational seminars and 
written communications for provider community 
about health care transformation including 
opportunities to manage cost of care and utilize 
local clinical resources (MP-P-16-B3) 
Data Sources: 
1. Survey sheets 
2. Minutes from meetings with payers and PHO 
Board meetings 
3. Written documentation of communications to 
providers about educational programs 

Milestone: 
Engage a consultant to assist ICO to ascertain 
gaps in available information and develop a plan 
for types of data systems that would be required 
to administer and succeed under alternative 
payment methodologies 
Metrics:  
4. Write an RFP in order to assess and engage a 
consultant to be hired in 2013, to assist in 
review of our data needs and planning process 
to move to alternative payments. The consultant 
will recommend planning steps and data needs. 
(MP-P-17-B1) 
5. Review proposals with ICO members to 
choose the ideal candidate or group (MP-P-17-
B2) 
6. Devise a work plan and timeframes to make 
investments in systems or processes for data 
collection on quality reporting and utilization 
that incorporates our health care community, 
including physicians, hospital and ancillary care 
providers such as the VNA. (MP-P-17-B3) 
Data Sources: 
4. RFP 
5. Candidate interview evaluation forms 
6. Work plan for system investments 

 Milestone: 
Implement systems or processes that will 
facilitate keeping care local, lowering cost, 
improving quality and accepting alternative 
payment methodologies  
Metrics: 
7. Implement year 1 of work plan to have access 
to a system to help manage utilization, costs and 
quality improvement among ICO providers and 
community participants. (MP-I-5-B1) 
8. Produce leakage reports which will define the 
types of care leaving the LGH community, the 
locations where that care is being given, and the 
cost of that care as compared to the cost at LGH.  
Both quality and utilization data, measured 
against national standards, will be reviewed by 
committee in order to identify action plans 
including peer recommendations for identified 
outliers. (MP-I-5-B2) 
Data Sources: 
7. Work flow diagram; infrastructure 
investments documentation; minutes from 
meetings 
8. Leakage reports, utilization and quality 
reports 
 
 

 
  



Lawrence General Hospital DRAFT DSTI Plan August 8, 2012 
 

40 

 
Project 3.3:  Participate in a Learning Collaborative 
Master Plan Project 3.9  
 
• Goal:  Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to significantly transform the care experience for 

Massachusetts residents served by eligible safety net hospitals.  As important as individual hospital efforts will be, there is even greater potential value in 
leveraging the hospitals’ efforts for delivery system transformation through the sharing of best practices. 

 
• Rationale: Participation in learning collaborative will provide a forum for eligible DSTI safety net providers to learn from other providers that share similar 

goals and to capitalize on potential synergies in their efforts.  
 

• Expected Results: Through this project, the Hospital will join an existing learning collaborative – such as the Brookings-Dartmouth ACO Learning Network 
or another ongoing learning collaborative that aligns with DSTI goals – or will develop a new learning collaborative designed to support its transformation 
goals. Demonstration Year 15 (SFY 2012) goals will be for eligible DSTI safety net hospitals to explore existing and/or potential new opportunities for 
participation in a learning collaborative relative to measure 1 below. 

Potential project elements include (All DSTI hospitals must select from among the following project elements): 

A. Explore existing and/or potential new opportunities for participation in learning collaborative whose goals align with the Triple Aim and DSTI 
transformation objectives.  

B. Select a learning collaborative in which to participate, which may consist of either: 
1. Identifying and joining an existing learning collaborative whose goals align with the Triple Aim and DSTI objectives; OR 
2. Developing a new learning collaborative structure designed to support the hospital’s delivery system transformation goals and to align with the 

Triple Aim and DSTI objectives. 
C. In the case that a hospital elects to develop a new learning collaborative, establish and implement a new learning collaborative designed to support 

the hospital’s delivery system transformation goals under DSTI and to align with the Triple Aim and DSTI objectives. 
D.        Participate actively in the selected or new learning collaborative.in SFY 2013. 

E. Report on lessons learned from participation in learning collaborative as they relate to the hospital’s delivery system transformation goals under DSTI.  
 

• Relation to Other Projects: The learning collaborative model supports the development of a shared culture of continuous improvement and innovation, 
which will facilitate and enhance the individual hospitals’ efforts to advance the Triple Aim through their DSTI projects. 
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Project 3.3:  Participate in a Learning Collaborative (Master Plan Project 3.9 ) 
SFY 2012  SFY 2013 SFY 2014 
Milestone:  
Explore existing and/or potential new 
opportunities for participation in learning 
collaborative. 
Metric: (MP-P-1) 
1. Hospital meeting minutes and/or 
documentation of research findings on 
learning collaboratives. 
Data Source 
1. Internal hospital documentation 
 

Milestone:  
Participate actively in learning collaborative. 
Metric: (MP-P-5) 
2. Documentation of attendance at and/or participation in 
learning collaborative activities. 
Data Source(s): 
2. Internal hospital documentation and/or learning collaborative 
documents 
 
Choice of one of the following options for Project Element B 
(select a learning collaborative in which to participate): 
 
Option 1 of Project Element B: 
Milestone:  
Select and join an existing learning collaborative (if selecting 
option 1 of Project Element B). 
Metric: (MP-P-2) 
3. Documentation of hospital joining learning collaborative. 
Data Source 
3. Internal hospital documentation and/or learning collaborative 
documents 
OR: 
Option 2 of Project Element B: 
Milestone:  
Develop a new learning collaborative structure (if selecting option 
2 of Project Element B). 
Metric: (MP-P-3) 
3. Documentation of new learning collaborative goals, structure 
and membership and/or signed agreement with facilitator of new 
learning collaborative (if applicable). 
Data Source(s): 
3. Learning collaborative documents and/or agreemen 

Milestone:  
Participate actively in learning 
collaborative. 
Metric: (MP-P-5) 
4. Documentation of attendance at 
and/or participation in learning 
collaborative activities. 
Data Sources(s): 
4. Internal hospital documentation 
and/or learning collaborative 
documents 
 
Milestone: Report on lessons learned 
from participation in learning 
collaborative as they relate to the 
hospital’s delivery system 
transformation goals under DSTI. 
Metric: (MP-P-6) 
5. Hospital report on lessons learned. 
Data Source: 
5. Hospital report 
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Category 4 – Population Focused Improvements 
Pursuant to Section X of Attachment J to the Massachusetts Section 1115 Demonstration Special Terms and Conditions, the purpose of Category 4 is to 
evaluate the impact of the investments and system changes described in Categories 1, 2 and 3 through population-focused measures. Category 4 metrics 
recognize that the population-focused objectives do not guarantee outcomes but result in learning, adaptation, and progress. As such, eligible safety net 
hospitals will measure and report on selected measures but will not have milestones associated with the achievement of specific improvements. Hospitals 
shall commence reporting Category 4 measures starting in Demonstration Year 16 (SFY 2013). 

Common Measures  
All participating safety net hospitals will develop plans to report on a core set of Category 4 measures pursuant to Table 1 of Section X.D of Attachment J. 
Hospitals shall report on 11 Common Measures in Demonstration Year 16 (SFY 2013) and report on one additional Common Measure in Demonstration Year 
17 (SFY 2014), for a total of 12 Common Measures in Demonstration Year 17. Because this category involves evaluating the initiatives and system changes 
described in Categories 1, 2, and 3 through population-focused objectives, the common measure set is organized around the Triple Aim: 
 
Better Care: Improve the overall quality of the US health system by making health care more patient-centered, reliable, accessible, and safe.  These goals, set 
forward by the Institute of Medicine in Crossing the Quality Chasm, are important domains for assessing the effectiveness of care improvements. In the 
context of the DSTI program, there is a focus on both the quality and experience of patient care.  
 
One area of increasing national attention has been a focus on improvement of care transitions between providers or settings of care. Health care transitions, 
such as moves in and out of hospitals to post-acute care/nursing home care, home care (with and without home care supports), or outpatient care have been 
shown to be prone to medical errors; poor care coordination, infections and incorrect usage of medications—leading to potentially avoidable hospital 
readmissions, less than optimal patient health outcomes, and added health care costs.   This is especially the case for complex care needs, patients with social 
acuity, and co-occurring health conditions.  
 
Given the importance of examining patient care transitions and their effect on patient outcomes, three Common Measures, utilizing patient experience of 
care measures from the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey focus on whether patients’ felt they had a 
good understanding of their medications and care needs post-discharge. Medication adherence and errors are a leading source of unnecessary emergency 
and acute care; therefore, it is an area of shared focus.30  Included within the HCAHPS measures is the Three-Item Care Transition Measure (CTM-3). This 
measure set has recently been added as a voluntary option to the HCAHPS survey.  
 
Better Care also includes a focus on care in Emergency Departments. Reducing the time patients remain in the emergency department (ED) can improve 
access to treatment and increase quality of care. Reducing this time potentially improves access to care specific to the patient condition and increases the 
capability to provide additional treatment. Overcrowding and heavy emergency resource demand have led to a number of problems, including prolonged 
patient waiting times, increased suffering for those who wait, rushed and unpleasant treatment environments, and potentially poor patient outcomes. 
 

                                                 
30 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge from the Hospital.” Ann Intern Med. (2003) 138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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Better Care  
Common Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.1 Care Transitions Measure Set 
(CTM-3) 

 
Voluntary HCAHPS questions 

 
Data Source: Hospital vendor or 
Hospital Compare as available 

Not 
applicable in 
DY16. 
Requires new 
data capture. 

Not 
applicable in 
DY16. 
Requires new 
data capture. 

07/01/12 – 
06/30/13 

7/31/14 

4.2: Patients who reported that staff 
"Always" explained about medicines 
before giving it to them. 

 
HCAHPS Composite (Questions 16 & 
17) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.3: Patients at each hospital who 
reported that YES, they were given 
information about what to do during 
their recovery at home. 

 
HCAHPS Composite (Questions 19 & 
20) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 
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Better Care  
Common Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.4: ED Wait Time: Door to 
Diagnostic Evaluation by a Qualified 
Medical Personnel  

 
CMS IQR  measure (OP-20) 

 
Data Source: Hospital Compare 

01/1/2012 - 
06/30/12 

1/31/13 07/1/2012 - 
06/30/13 

1/31/14 

  
Better Health: Improve the health of the population by supporting proven interventions and enhancing the quality of care delivered. Many of today’s 
individual health care processes are designed to respond to the acute needs of individual patients, rather than to anticipate and shape patterns of care for 
important subgroups. Population health focuses on segmenting the population, perhaps according to health status, level of support from family or others, 
and socioeconomic status, to facilitate efficient and appropriate care delivery. The Category 4 common measures share a focus on examining population 
dynamics. Two CMS Inpatient Quality Reporting/Joint Commission measures report on proven immunization interventions that can improve the health of 
hospitalized populations following discharge—preventing subsequent care interventions.31 Two other ambulatory- sensitive measures examine acute 
admissions for chronic obstructive pulmonary disease (COPD) and congestive heart failure (CHF) patients—two patient populations of particular concern 
given their chronic care needs. A fifth measure looks at maternal and child health—examining the incidence of low-birth weight children, a leading 
determinant of newborn health especially important for Medicaid populations. 
 

Better Health Common Measures 
DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.5: Pneumonia Immunization 
 
CMS IQR/Joint Commission measure  
IMM-1a 32 
 
Data Source: Hospital Compare 

01/01/12 – 
06/30/12 
 

01/31/13 07/01/12 – 
06/30/13 
 

01/31/14 

                                                 
31 See Specifications Manual for National Hospital Inpatient Quality Measures for selected references on clinical effectiveness of immunizations. Available at 
http://www.qualitynet.org 
32 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a includes all inpatients.  
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Better Health Common Measures 
DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.6: Influenza Immunization 
(seasonal measure) 
 
CMS IQR/Joint Commission measure  
IMM-2 33 
 
Data Source: Hospital Compare 

01/01/12 - 
03/30/12 
 

01/31/13 10/01/12-
03/30/13 
 

01/31/14 

4.7: Percent of discharged patients 
under age 75 who were hospitalized 
for Chronic Obstructive Pulmonary 
Disease (Ambulatory Sensitive-
Condition Admissions Measure) 
Modified AHRQ PQI-5: denominator 
modified to include only discharged 
hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.8: Percent of discharged patients 
under age 75 who were hospitalized 
for Congestive Heart Failure 
(Ambulatory Sensitive-Condition 
Admissions Measure) 
Modified AHRQ PQI-8; denominator 
modified to include only discharged 
hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.9: Low Birth Weight Rate: number 
of low birth weight infants per 100 
births34  
AHRQ PQI-9 
Data Source: Hospital records 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

 
                                                 
33 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 includes all inpatients. 
34 Hospitals without maternity services are exempted from this measure. 
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Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for individuals, families, employers, and the government.  Measures 
that provide insights both into improved opportunities for health care delivery and health care cost-effectiveness are an area of particular focus in the Triple 
Aim. Many of the DSTI Category 1-3 projects include a specific focus on improving population health outside of the walls of the hospital (e.g. Primary Care 
Medical Homes, Health Information Exchanges, ACO development, etc.); therefore, it will be important to examine measures within the Category 4 Common 
Measures that look at hospital care indicators that are ambulatory-sensitive and that have the potential for better care coordination or care venues.  
Preventable readmissions are an area of nationwide focus, both for their cost and health implications, but also because many readmissions are the result of 
poor care hand-offs and lack of care coordination post discharge. Similarly, many pediatric asthma emergency department visits are potentially avoidable 
with concerted outpatient management and care plans; therefore, an ambulatory-care sensitive pediatric asthma measure, relevant to Medicaid populations, 
has been included.  Lastly, a measure of early elective delivery examines a practice of care for which the evidence-base suggests can lead to unnecessary 
newborn complications and health care costs.35 
 

Cost-Effective Care Common 
Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.10: Hospital 30-day, all-cause 
readmission rate to the index 
hospital following a hospitalization 
for all patients 18 and older (not risk 
adjusted) 
See CMS IQR Readmissions Measures 
(AMI, CHF, and Pneumonia) for a list 
of standard exclusions, including: 1) 
index admissions for patients with 
an in-hospital death, 2) patients 
transferred from the index facility to 
another acute care facility, and 3) 
patients discharged against medical 
advice.36  
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

                                                 
35 Clark, S., Miller, D., Belfort, M., Dildy, G., Frye, D., & Meyers, J. (2009). Neonatal and maternal outcomes associated with elective delivery. [Electronic Version]. Am J 
Obstet Gynecol. 200:156.e1-156.e4. 
36 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is counted as a readmission. No admissions within 30 
days of discharge from an index admission are considered as additional index admissions. The next eligible admission after the 30-day time period following an index 
admission will be considered another index admission. 
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Cost-Effective Care Common 
Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.11: Percent of Emergency 
Department visits for children age 
18 or less with a primary diagnosis of 
asthma--Ambulatory Sensitive-
Condition  
See AHRQ PDI-14 for numerator 
specification. Denominator 
specification includes children ages 2 
to 17 with an ED visit 
Data Source: Hospital ED billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.12: Percent of patients with 
elective vaginal deliveries or elective 
cesarean sections at greater than or 
equal to 37 weeks and less than 39 
weeks of gestation completed37  
MassHealth Maternity Measure-3 
Data Source: MassHealth Quality 
Exchange(MassQEX) 

07/01/11-
06/30/12 

1/31/13 07/01/12-
06/30/13 

1/31/14 

   

Hospital-Specific Measures 
In addition to the common measures listed in above, hospitals must select hospital-specific measures on which to report according to the projects they have 
selected in Categories 1-3. Hospitals must select for reporting in Category 4 a minimum of one measure per project up to a total of 15 Category 4 hospital-
specific measures for projects selected in Categories 1-3. Project 3.9:  Participate in a Learning Collaborative will not have associated Category 4 hospital-
specific measures.  Hospitals shall choose from the options listed in the Master DSTI Plan, which are associated with the project in Categories 1-3 to which 
they pertain.38  
 
Project 1.1 Further Development of an Integrated Delivery system that Encompasses the Concept of the Patient-Centered Medical Home 
Rationale for Measures 

                                                 
37 Hospitals without maternity services are exempted from this measure. 
38 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a hospital’s denominator population for a given measure is not 
sufficiently large to produce statistically valid data, then hospitals shall not be required to report the data under Category 4 measures.  
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The shared patient population for the hospital and the PCMH is predominantly Latino. The 2007-2009 National Health Interview Survey estimated that 11.8 
percent of Hispanics are diabetic as compared with 7.1% of non-Hispanic whites. In addition the PCMH has an established record of improving care for 
diabetics in an outpatient setting. By improving care coordination for patients transitioning to and from the hospital and the PCMH we expect to impact the 
number of diabetic related 30-day readmissions. Therefore we will measure 30-day readmission rates for patients discharged with a primary diagnosis of 
diabetes.  
 
Project 1.2:  Primary Care Physician, Specialty Care and Provider Care Expansion and Development 
Rationale for Measures 
The key aspect of this project is to ensure access to appropriate care locally for the patient population in the Lawrence General Hospital community, which 
leads to cost efficiency and better coordinated care for the population.  We will measure access to primary care services to determine the impact of this 
project over the three years.  Access will be measured by the time to the third next available appointment at local primary care physicians’ offices, compared 
to the baseline year. 
 
Project 2.1 Reduction in Unplanned 30 Day Readmissions 
Rationale for Measure 
The goal of project 2.1 is to reduce health care costs and improve outcomes by improving care transitions between caregivers. We have previously identified 
CHF diagnoses as one of the top reasons for readmission within the hospital’s patient population. It is expected that actions taken to improve care transitions 
will result in an overall impact on unplanned readmissions. By tracking readmissions related to this specific high-risk diagnosis over the length of the project 
we intend to identify any differences related to our interventions. 
 
Project 2.2 Develop and co-locate a PCMH primary care site on the Hospital campus as an alternative for non-emergent ER complaints. 
Rationale for Measure 
In co-locating an independent but affiliated PCMH primary care site as a strategy to encourage more patients to seek care for non-emergent ER complaints at 
a medical home rather than the Emergency Department, we expect visits by the patients we seek to re-direct to that site, to grow.  We also seek to reduce 
the number of non-emergent ER complaints. We expect that the interventions undertaken to educate patients and book appointments will impact the 
number of patients seen at this new site, as well as the number of non-emergent patients we care for in the Emergency Department.  The measures we have 
chosen seek to measure and report the impact of this project's focused work to encourage patients to go to the PCMH site.  The measures are 
comprehensive.  Separately measuring the percentage of each non-emergent ESI level of care as a percent of the total, and reporting that annually will allow 
us to measure where we have been successful more accurately.   

 
 

Project 3.1:  Develop organizational structure to enhance capacity to respond to alternative payment systems. 
Rationale for Measure 
The goal of this project is to bring our entire local medical community of physicians together under one organization as an Integrated Care Organization (ICO) 
in order to improve clinical integration and ultimately to accept alternatives to fee for service payments.  This will allow us to expand the patient population 
as well that will be represented by these physicians and who will benefit from enhanced care coordination between and among physician offices and the 
hospital.  Additionally we will have helped implement an electronic health record in independent primary care practices in order to further this goal.  HIT 
adoption supports our ICO’s ability to improve quality and manage the cost of care for our patient populations.  From the Medicare Shared Savings Program 



Lawrence General Hospital DRAFT DSTI Plan August 8, 2012 
 

49 

quality measures, we will utilize the Care Coordination/Patient Safety domain measure of primary care physicians demonstrating Meaningful Use of an EHR 
system (ACO11).  Achieving Meaningful Use will be an indicator of the patient-focused, high quality care being provided in our community that will support 
success in future alternative payment systems. 
 
Project 3.2:  Develop information management capabilities in preparation for alternative payment methodologies.  
Rationale for Measure 

This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

4.13 Measure Description  
(Project 1.1)  (Customized Measure-
Hospital 30-day, all-cause 
readmission rate to the index 
hospital following a hospitalization 
for patients 18 and older discharged 
with a diagnosis of diabetes) 

Report Measure: 
Baseline report of 30 day 
readmission rates for 
patients ages 18 and 
older discharged from 
the hospital with a 
diagnosis of diabetes 

Report Measure: 
Report of 30 day 
readmission rates for 
patients ages 18 and 
older discharged from 
the hospital with a 
diagnosis of diabetes 

Report Measure: 
Report of 30 day 
readmission rates for 
patients ages 18 and 
older discharged from 
the hospital with a 
diagnosis of diabetes 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

Readmission Rate for Patients with 
diagnosis of DM.  We will 
measure the baseline data for 
readmissions within 30 days for 
patients ages 18 and older who 
have been discharged with a 
diagnosis of DM. Diabetes will 
be defined according to the 
diagnosis related group data 
used by the AHRQ Prevention 
Quality Indicators. We intend to 
run an annual report for 

from 6/1/2011-
5/31/2012. 
(Numerator = Patients 18 
and older discharged 
with a diagnosis of 
diabetes readmitted 
within 30 days; 
Denominator = All 
patients 18 and older 
discharged with a 
diagnosis of diabetes) 

from 6/1/2012-
5/31/2013 
 
 
 

from 6/1/2013-
5/31/2014 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

Diabetic readmissions over the 
previous 12 months.  

4.14 Measure Description  
(Project 1.2) (Customized Measure 
Using survey sampling techniques,  
determine time to first  
appointment and time to third next  
appointment for patients seeking  
care with PCP) 
Using survey sampling techniques,  
determine time to first  
appointment and time to third next  

Baseline year survey of 
time to first appointment 
and time to third next 
appointment locally for a 
PCP 
(numerator=change in 
the time to first and third 
appointment shown 
separately; 
denominator =baseline 

Update survey for 
primary care access, 
compare to baseline 

Update survey for 
primary care access, 
compare to baseline 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

available appointment for patients  
accessing care at primary care  
physicians’ offices. 
 

time to first and third 
appointment shown 
separtately) 

4.15 Measure Description  
(Project 2.1) (Modified NQF 0330 – 
Hospital 30-day, all cause, 
readmission rate to the index 
hospital following a hospitalization 
for patients 18 and older discharged 
with a primary diagnosis of heart 
failure) 

Report measure: 
30 day CHF readmission 
rate for patients 
discharged with a 
primary diagnosis of CHF 
for the period from 
6/1/2011-5/31/12 
(Numerator = Patients 18 

Report measure:  
30 day CHF readmission 
rate for patients 
discharged with a 
primary diagnosis of CHF 
for the period from 
6/1/2012-5/31/2013 
 

Report measure:  
30 day CHF readmission 
rate for patients 
discharged with a 
primary diagnosis of CHF 
for the period from 
6/1/2013-5/31/2014 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

CHF Readmission Rate for Hospital. 
We will measure baseline data for 
CHF readmissions to the hospital. 
We have identified CHF as a high-risk 
diagnosis for readmission within our 
patient population. We will run 
annual reports on hospital specific 
unplanned 30 day readmission data 
for patients discharged with CHF as a 
primary diagnosis.  Diagnosis of CHF 
will be defined according to the 
definition used for AHRQ Inpatient 

and older discharged 
with a primary diagnosis 
of heart failure 
readmitted within 30 
days;  
Denominator = All 
patients 18 and older 
discharged with a 
primary diagnosis of 
heart failure) 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

Quality Indicator related to CHF 
 

4.16 Measure Description  
(Project 2.2) (Customized Measure-
Average monthly non-emergent 
Hospital emergency department 
volume that is level 3, 4, and 5 on 
the ESI scale, separately, as a 
percentage of the total ER volume) 
Measure average monthly percent 
of non-emergent Hospital 
emergency department volume of 

Report Measure: 
Measure average 
monthly non-emergent 
Hospital emergency 
department volume that 
is level, 3, 4 and 5 on the 
ESI scale, separately, as a 
percentage of the total 
ER volume to establish 
baseline for the period 

Report Measure: 
Measure average 
monthly non-emergent 
Hospital emergency 
department volume that 
is level 3, 4 and 5 on the 
ESI scale, separately, as a 
percentage of the total 
ER volume for the period 
6/1/2012-5/31/13 

Report Measure: 
Measure average 
monthly non-emergent 
Hospital emergency 
department volume that 
is level 3, 4 and 5 on the 
ESI scale, separately, as a 
percentage of the total 
ER volume for the period 
6/1/2013-5/31/14 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

level 3 patients on the Emergency 
Services Index (ESI) scale as a 
percentage of the total ER volume 
for patients to establish 
baseline.  Perform the same 
measurement for the average 
monthly percent of level 4 patients 
on the ESI scale, as well as level 5 
patients on the ESI scale. 

6/1/2011-5/31/12 
(numerator = volume of 
level 3, 4, and 5 on the 
ESI scale, separately; 
denominator = total ER 
volume) 
 

  

4.17 Measure Description  
(Project 3.1) (Customized Measure 
-Percent of primary care physicians  

Report Measure: 
Percent of primary care 
physicians who 

Report Measure: 
Percent of primary care 
physicians who 

Report Measure: 
Percent of primary care 
physicians who 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

who successfully qualify for a  
Medicare or Medicaid EHR Incentive  
Program payment) 
From the Medicare Shared Savings  
Program quality measures, we will  
utilize the Care  
Coordination/Patient Safety domain  
measure of primary care physicians  
demonstrating Meaningful Use of  
an EHR system (ACO11). HIT  
adoption supports our ICO’s  
ability to improve quality and  

successfully qualify for a 
Medicare or Medicaid 
EHR Incentive Program 
payment (numerator = # 
of primary care  
physicians in our ICO who 
successfully qualify for a 
Medicare or Medicaid 
EHR incentive program; 
denominator = total # of 
primary care physicians 
in our ICO) 

successfully qualify for a 
Medicare or Medicaid 
EHR Incentive Program 
payment compared to 
baseline  

successfully qualify for a 
Medicare or Medicaid 
EHR Incentive Program 
payment compared to 
baseline 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

manage the cost of care of our  
patient  populations. 

 
4.18 Measure Description  
(Project 3.2.) (Customized Measure 
Report of claims based utilization  
data for targeted population and  
service lines compared to  
benchmarks) 
For a targeted population, acquire  
baseline patient care utilization for a 
specified set of services and  

Report Measure: 
Determine baseline 
utilization by reviewing 
data for a targeted 
population and specified 
set of services 
(no 
numerator/denominator 
- comparisons to 

Report Measure: 
Report of claims based 
utilization data for 
targeted population and 
service lines compared to 
benchmarks 

Report Measure: 
Report of claims based 
utilization data for 
targeted population and 
service lines compared to 
benchmarks 
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This project utilizes the structure of 
the ICO to assess information 
currently available from the 
disparate physician groups and 
information that will be needed to 
be able to manage our patient 
population in a cost effective, 
coordinated manner.  One of the key 
areas of focus will be review of 
utilization data that will allow us to 
understand the amount and types of 
services being rendered for a 
targeted population.  We can then 
determine the opportunities for 
redirecting care from Boston, for 
example, to the less costly local 
setting, or other cost reduction and 
quality improvement opportunities.   

DY 15  DY 16 DY 17 
 

 

Hospital-specific measures 

compare during the three years to  
determine opportunities for  
improved care efficiency and 
coordination. 

benchmark) 
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Appendix A   
Metric Funding Allocation Table       
           
Hospital Name:  Lawrence General Hospital   
DSTI Proportional Allotment Factor: .0689   
           

DY 15/SFY12    DY 16/SFY13   DY 17/SFY14 
Cat 1:  Integration    Cat 1:  Integration   Cat 1:  Integration  

Annual Metric Base Value  $3,349,333  Annual Metric Base Value  $5,024,000  Annual Metric Base Value  $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor  $230,933  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $346,400  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $346,400 

     

Project/ 
Metric 

Optional 
Adjust-ment 
(%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-ment 
(%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-ment 
(%)  Metric Value 

Project 1.1  Project 1.1   Project 1.1  

Metric Base Value Adjusted for # 
Metrics  $230,933  

Metric Base Value Adjusted for # 
Metrics  $346,400  

Metric Base Value Adjusted for # 
Metrics  $866,000 

Metric 1   $230,933  Metric 6   $346,400  Metric 11  $866,000 
Metric 2   $230,933  Metric 7   $346,400  Metric 12   $866,000 
Metric 3   $230,933  Metric 8   $346,400  Metric   $ 
Metric 4   $230,934  Metric 9   $346,400  Metric   $ 
Metric 5   $230,934  Metric 10   $346,400  Metric   $ 

Project Subtotal  $1,154,667  Project Subtotal  $1,732,000  Project Subtotal  $1,732,000 
           

Project 1.2   Project 1.2   Project 1.2  

Metric Base Value Adjusted for # 
Metrics  $577,333  

Metric Base Value Adjusted for # 
Metrics  $433,000  

Metric Base Value Adjusted for # 
Metrics   $346,400 

Metric 1   $ 577,333  Metric 3   $ 433,000  Metric 7   $ 346,400 
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Metric 2   $577,334  Metric 4   $433,000  Metric 8   $346,400 
Metric   $  Metric 5   $433,000  Metric 9   $346,400 
Metric   $  Metric 6   $433,000  Metric 10   $346,400 
Metric   $      $   Metric 11   $ 346,400 

Project Subtotal  $1,154,667  Project Subtotal  $1,732,000  Project Subtotal  $1,732,000 
           

CAT 2: Innovations   CAT 2: Innovations   CAT 2: Innovations  
Annual Metric Base Value 

  
$3,349,333 

 Annual Metric Base Value  $5,024,000  Annual Metric Base Value  $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $230,933  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $346,400  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $346,400 

Project/ 
Metric 

Optional 
Adjust-ment 
(%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-ment 
(%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-ment 
(%)  Metric Value 

Project 2.1   Project 2.1   Project 2.1  

Metric Base Value Adjusted for # 
Metrics  $164,952  

Metric Base Value Adjusted for # 
Metrics   $288,667  

Metric Base Value Adjusted for # 
Metrics  $288,667 

Metric 1   $164,952  Metric 8   $288,667  Metric 14   $288,667 
Metric 2   $164,952  Metric 9   $288,667  Metric 15   $288,667 
Metric 3   $164,952  Metric 10   $288,667  Metric 16   $288,667 
Metric 4   $164,952  Metric 11   $288,667  Metric 17   $288,667 
Metric 5   $164,952  Metric 12   $288,666  Metric 18   $288,666 
Metric 6 
Metric 7   

$164,953 
$164,953  Metric 13   $288,666   Metric 19   $ 288,666 

Project Subtotal  $1,154,666  Project Subtotal  $1,732,000  Project Subtotal  $1,732,000 
       
Project 2.2   Project 2.2   Project 2.2  

Metric Base Value Adjusted for # 
Metrics  $384,889  

Metric Base Value Adjusted for # 
Metrics   $433,000  

Metric Base Value Adjusted for # 
Metrics   $866,000 

Metric 1   $384,889  Metric 4    $433,000  Metric 8    $866,000 
Metric 2   $384,889  Metric 5    $433,000  Metric 9    $866,000 
Metric 3   $384,889  Metric 6    $433,000  Metric    $ 

Metric   $  Metric 7    $433,000  Metric    $ 
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Project Subtotal  $1,154,667  Project Subtotal  $1,732,000  Project Subtotal  $1,732,000 

                 

CAT 3: Payment Reform   CAT 3: Payment Reform   CAT 3: Payment Reform  
Annual Metric Base Value $3,349,333  Annual Metric Base Value $5,024,000  Annual Metric Base Value $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor $230,933  

Metric Base Value Adjusted for 
Proportional Allotment Factor $346,400  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $346,400 

      

Project/ 
Metric 

Optional 
Adjust-ment 
(%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-ment 
(%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-ment 
(%)  Metric Value 

Project 3.1      Project 3.1      Project 3.1     

Metric Base Value Adjusted for # 
Metrics  $230,933  

Metric Base Value Adjusted for # 
Metrics  $247,429  

Metric Base Value Adjusted for # 
Metrics  $866,000 

Metric 1   $230,933  Metric 6   $ 247,429  Metric 13   $ 866,000 
Metric 2   $230,933  Metric 7   $247,429  Metric 14   $866,000 
Metric 3   $230,933  Metric 8   $247,429  Metric   $ 
Metric 4   $230,933  Metric 9   $ 247,429  Metric   $ 
Metric 5   $230,933  Metric 10   $247,428  Metric   $ 

Metric   $  
Metric 11 
Metric 12   

$247,428 
$247,428  Metric   $  

Project Subtotal  $1,154,665  Project Subtotal  $1,732,000  Project Subtotal  $1,732,000 
          
Project 3.2   Project 3.2   Project 3.2  

Metric Base Value Adjusted for # 
Metrics  $384,889   

Metric Base Value Adjusted for # 
Metrics  $577,333  

Metric Base Value Adjusted for # 
Metrics  $866,000 

Metric 1   $384,889  Metric 4   $577,333  Metric 7   $866,000 
Metric 2   $384,889  Metric 5   $577,333  Metric 8   $866,000 
Metric 3   $384,889  Metric 6   $577,334  Metric    $ 

Project Subtotal  $1,154,667  Project Subtotal  $1,732,000  Project Subtotal  $1,732,000 
       

Project 3.3: Learning Collaborative  Project 3.3: Learning Collaborative  Project 3.3: Learning Collaborative 

  Learning Collaborative Annual 
Metric Base Value  $837,333  

  Learning Collaborative Annual 
Metric Base Value  $1,256,000  

  Learning Collaborative Annual 
Metric Base Value  $1,256,000 
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Metric Base Value Adjusted for 
Proportional Allotment Factor   $57,733  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $86,600  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $86,600 

Metric Base Value Adjusted for # 
Metrics  $ 288,667  

Metric Base Value Adjusted for # 
Metrics  $ 216,500  

Metric Base Value Adjusted for # 
Metrics   $216,500 

 
OptionalAdj. 
(%)    

OptionalAdj. 
(%)    

OptionalAdj. 
(%)   

Metric 1   $288,667  Metric 2   $216,500  Metric 4   $216,500 
Metric   $  Metric 3   $216,500  Metric 5   $216,500 

Project Subtotal  $288,667  Project Subtotal  $433,000  Project Subtotal  $433,000 

             

CAT 4: Population Health   CAT 4: Population Health   CAT 4: Population Health  
Annual Metric Base Value  N/A  Annual Metric Base Value  $3,078,431   Annual Metric Base Value  $2,907,407 

Metric Base Value Adjusted for 
Proportional Allotment Factor  N/A  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $212,255  

Metric Base Value Adjusted for 
Proportional Allotment Factor   $200,463 

Metric Base Value Adjusted for # 
Metrics  N/A  

Metric Base Value Adjusted for # 
Metrics  $   

Metric Base Value Adjusted for # 
Metrics  $ 

# Measures Reported  N/A  # Measures Reported   17  # Measures Reported   18 
                 

Category 4 Subtotal  $0  Category 4 Subtotal  $3,608,333  Category 4 Subtotal  $3,608,333 

                 
Plan Approval (50% total annual 
allotment) $7,216,667           

Annual Target Total  $14433333   Annual Target Total   $14433333   Annual Target Total   $14433333 
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I. Introduction 

A. Background 
 
Community Context: Hampden County, Massachusetts 
With a population of 465,621, Hampden County, Massachusetts consists of urban, suburban and rural regions in 
Western Massachusetts. Dominated by the two largest cities, Springfield and Holyoke, Hampden County 
resembles other diverse and economically-distressed areas. Hampden County is the proving ground for 
healthcare reform and the staging ground for transformation. Despite the challenging economic and 
demographic context, the work of fundamental health care transformation must take place here, in Hampden 
County, and in other similar regions of the country. These are precisely the difficult places that matter for 
moving the needles of cost efficiencies, health outcomes and the patient’s experience of care, especially for 
Medicaid beneficiaries. When gauging the challenges of health care transformations and their replication 
potential by other hospitals in regions with similar characteristics, economic and demographic contexts are 
important elements to consider. The clarion call to action is clear: Achieve significant transformational 
advances in Hampden County, Massachusetts, and similar advances might be achieved more easily elsewhere. 
To borrow a famous phrase: For our county, our Commonwealth and our country, this will be our finest hour. 
 
Figure 1. Mercy Medical Center’s Primary Service Area by City and Zip Code 
 

 
 
The primary service area consists of four parts: 1) Springfield; 2) Towns north of Springfield, including 
Chicopee, Holyoke and Ludlow; 3) Towns east of Springfield, including East Springfield, Indian Orchard; East 
Longmeadow, Longmeadow and Wilbraham; 4) Towns west of Springfield, including Feeding Hills, Agawam, 
Westfield; and West Springfield.  
 
Although Hampden County has pockets of considerable wealth in some suburban towns, its urban areas remain 
challenged by three, persistent economic realities: relatively high unemployment rates, low per capita income 
and high poverty rates.1 The unemployment rate for persons over 16 years of age is 10.4%, compared to 8.5% 
average for the state. Per capita income is only $19,541, nearly 25% lower than the state average. Nearly one-
third of Hampden County residents live below 200% of federal poverty levels and nearly one-quarter of 
Hampden County children less than 18 years of age live below 100% of the federal poverty line.  

                                                 
1 Massachusetts Community Health Information Profiles, Health Status Indicators Report for Hampden County, Massachusetts 
Department of Public Health. Retrieved from http://www.mass.gov/eohhs/researcher/community-health/masschip/ 

http://www.mass.gov/eohhs/researcher/community-health/masschip/


 

4 

Within Mercy Medical Center’s primary service area, the three most economically-challenged communities are: 
1) Holyoke; 2) Springfield, especially the North End and Downtown areas; and 3) Chicopee, especially the 
southern part of the city that abuts the North End of Springfield. As detailed in the following section, many 
residents in these cities face a complex array of health problems, all linked to poverty, the relatively low 
educational status of the adult populations and persistently high unemployment rates. In fact, Holyoke and 
Springfield lead the state on one of the most critical indicators of health and well-being: child poverty, with 
rates of 41.9 % for Holyoke and 34.3% for Springfield. Poverty rates are genuinely alarming: In Springfield 
43.6% live below 200% of the Federal Poverty Level, compared to 46.3% for Holyoke and 29.9% for Chicopee. 
The per capita income levels for Springfield, Holyoke and Chicopee are $15,232, $15,913 and $18,646, 
respectively.  

Greater Springfield Hospital and Health System Market Composition 

The Greater Springfield hospital and health systems market consists of Baystate Health Systems, with 52% 
market share of all acute care inpatient discharges, followed by Mercy Medical Center/Sisters of Providence 
Health Systems, with 20% market share, Cooley Dickinson Hospital, with 12% market share, Holyoke Medical 
Center, with 9% market share and other hospitals in the area accounting for the remaining 7% of acute care 
inpatient discharges.2 

Area Primary and Specialty Care Physicians  
 
According to information compiled and analyzed by Market Street Research, Inc., there are about 1,407 full-
time equivalent (FTE) physicians whose practices cover communities within Mercy Medical Center’s primary 
service area.3 Two-thirds (63.3%) of these physicians are based in Springfield. The Sisters of Providence Health 
System’s  service area has a significant oversupply of physicians in many specialties. Statistics suggest a need 
for the following numbers and types of physician practitioners:   
 

• About 60 family or general practitioners, primarily in the North and West areas 
• About 17 allergists, primarily in Springfield 
• About 12 anesthesiologists in the North and West areas 
• About 7 dermatologists, needed outside Springfield 
• About 3 obstetricians/gynecologists, needed outside Springfield 

As of 2010, specialties for which the greatest need exists include plastic surgery, pathology, pulmonary disease, 
psychiatry, physical medicine and rehabilitation, radiology, internal medicine, pediatrics, rheumatology, and 
urology. 
 
Mercy Medical Center’s Relationship with Primary Care Medical Group Practices 
 
Although the hospital does not employ its own primary care providers at this time (April 2012), Mercy Medical 
Center does have a number of ongoing business relationships with two of the larger physician groups located 
within its primary service area, Hampden County Physician Associates and Riverbend Medical Group. For 
more than a decade, Mercy Medical Center and Hampden County Physician Associates have collaborated, on 
creating a patient-centered medical network with a “Virtual ACO” that realigns incentives to achieve better 
clinical outcomes while lowering costs. Through this ongoing business relationship, the physicians group and 

                                                 
2 Decision Resources, Inc. (May 2011). Health Leaders Inter Study: Springfield Market Overview, 5-9. 
3 Market Street Research, Inc. (September 2010). 2010 Community Health and Human Services Needs Assessment Prepared for 
Sisters of Providence Health System, Phase 1, 62-63. 
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the hospital continue to operate a full-risk contract with Tufts Health Plan, covering 5,000 Medicare 
beneficiaries.  
Type of Facility Name of Facility Location 

Population Description 
 
Hampden County demographics and health status indicators resemble those in other diverse and economically-
distressed regions of the country. Hampden County is more diverse than the state as a whole, with Hispanic 
persons comprising 17.4% of the population, Black non-Hispanics are at 8.1%, White non-Hispanics are at 
72.6% and Asians make up 1.7% of the population. AFDC Medicaid beneficiaries account for 13.4% of the 
county’s population, compared to the state average of 7.1%. 
 
Starting at birth, health indicators for Hampden County4 largely reflect poverty levels. Notably, Hampden 
County ranks as the least healthy county in Massachusetts, in both Health Outcomes and Health Factors.5 In the 
University of Wisconsin report, every county in the nation received two summary ranks: 1) Health Outcomes 
and 2) Health Factors.  Each rank represents a weighted composite of key indicators. The “Health Outcomes” 
rank depicts how healthy a county is, as measured by mortality rates and morbidity indicators. The “Health 
Factors” rank is a composite measure of key health behaviors like adult smoking rates, socioeconomic factors 
and physical environment factors, such as air quality and liquor store density. Over 36% of pregnant women in 
Hampden County do not receive prenatal care in the first trimester, compared with the state average of 31.7%. 
Mothers receiving publically-funded prenatal care make up 59.7% of the total, compared to only 36.1% for the 
state average. The infant mortality rate for Black non-Hispanics is at 11.8 per 1,000 births, well above the state 
average of 7.6 per 1,000 births for the same population. The 13.4% rate of teen pregnancy is more than double 
the rate for the state. The rates for some infectious diseases in Hampden County are also troubling. The 
Gonorrhea rate for teens is more than double the state’s rate. Chlamydia rates for both adults and teens are 
nearly double the rates for the state as a whole. The number of persons with HIV/AIDS (1,600) in Hampden 
County computes to a crude rate of 342.8 per 10,000 persons, compared to a crude rate of 261 per 10,000 for 
the state as a whole. Chronic disease indicators in Hampden County are other causes for concern, with the age-
adjusted rates of total cancer deaths and cardiovascular deaths, both exceeding state averages, and the high rate 
of alcohol and drug-related hospital discharges in Hampden County, standing at 166% above the rate for 
Massachusetts as a whole. 
 
Unquestionably, the cities with the highest health risks are Springfield and Holyoke. Especially for these two 
communities, the health status indicators are troubling.6 For example, Springfield and Holyoke residents have 
some of the highest rates in the state for a variety of infectious diseases, including AIDS prevalence and 
AIDS/HIV-related deaths, Gonorrhea and Chlamydia. Alcohol and drug-related hospital discharge rates for 
Medicaid beneficiaries are nearly twice the state averages. Larger percentages of residents smoke cigarettes, 
compared to other cities in the region. Holyoke and Springfield residents are also more likely to utilize hospital 
emergency departments for treatment of diabetes, asthma, angina and other cardiovascular problems, and 
bacterial pneumonia. Rates for cardiovascular disease deaths and lung cancer deaths in these two communities 
are higher than state averages.  
  

                                                 
4 Ibid. 
5 County Health Rankings: Mobilizing Action Toward Community Health. “2010 Massachusetts.”  University of Wisconsin Population Health 
Institute. Retrieved from http://www.countyhealthrankings.org/massachusetts.  
6 Massachusetts Community Health Information Profiles, Health Status Indicators Reports for Springfield and Holyoke, 
Massachusetts Department of Public Health. Retrieved from http://www.mass.gov/eohhs/researcher/community-health/masschip/ 
 

http://www.countyhealthrankings.org/massachusetts
http://www.mass.gov/eohhs/researcher/community-health/masschip/
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Health System Description 
 
Since 1873, the Sisters of Providence Health System (SPHS) has been the leading, mission-driven, faith-based 
health system in Hampden County, renowned for its unwavering passion and perseverance to provide high 
quality and affordable healthcare and social services, especially for persons who are most in need. Today, 
Mercy Medical Center and the Sisters of Providence Health System share a compelling mission to being a 
transforming, healing presence in the communities we serve. With Mercy Medical Center serving as the hub, 
the Sisters of Providence Health System, is strategically positioned to develop a high-value, integrated, patient-
centered health care network, across a full continuum of care, including acute care, behavioral health, primary 
care, rehabilitation, long-term care, home care, laboratory services and end-of-life care. The SPHS Network 
includes: 
 

• Mercy Medical Center: A fully-accredited and nationally-recognized as a high quality provider, Mercy 
Medical Center is a 182-bed, acute care medical facility located in Springfield, offering  inpatient and 
outpatient surgery, emergency care, intensive care, critical care, cardiac care,  maternity services, cancer 
treatment, breast care, diagnostic imaging, diabetes education, and community health services. Mercy's 
hallmark programs include the Sister Caritas Cancer Center, the Mercy Breast Care Center, specialized 
neurosurgery, the Family life Center for Maternity, a newly-expanded Emergency Department and the 
state-of-the-art Mary E. Davis Intensive Care Unit.  

• Providence Behavioral Health Hospital: Functioning as the behavioral health campus of Mercy 
Medical Center in Holyoke and operating under its hospital license, Providence Behavioral Health 
Hospital is a 126-bed facility that is one of the largest providers of acute behavioral health services in 
the Commonwealth. Services include inpatient and outpatient psychiatric care for children and adults, an 
inpatient substance abuse treatment unit and 2 outpatient Methadone Maintenance Treatment programs. 

• Mercy Internal Medicine Service: Mercy's pioneering hospitalist program is a group practice 
composed of 17 Board-Certified hospitalists devoted to providing hospital care, 24/7.  

• Weldon Rehabilitation Hospital: A 60-bed hospital-based rehabilitation center.  
• Mercy Home Care: One of the largest home health providers in Western Massachusetts. 
• Mercy Hospice: patient-centered, culturally-competent, end-of-life care. 
• Mercy Continuing Care Network: Comprised of six long-term care facilities, an adult day health 

program and a soon-to-be-launched PACE program.  
• Life Laboratories:  A full-service medical diagnostic laboratory conducting over one million tests per 

year for hospitals, physician group practices, mental health facilities, and dozens of long-term care 
facilities. 

• Brightside for Families and Children: Brightside for Families and Children offers a range of family 
support services, including a home-based Family Stabilization and Treatment program, Community 
Support Programs, In-Home Therapy and Therapeutic Mentoring, as well as specialized assessments 
such as neuropsychological evaluations and other testing. 

Mercy Medical Center Nationally Recognized as High-Value Top 100 Hospital 

As evidence of our achievements in delivering high-value care, Cleverly and Associates, a leading health care 
financial consulting firm specializing in operational benchmarking and performance-enhancing strategies, 
recognized Mercy Medical Center as both a “Community Value Top 100” and “Community Value Five-Star” 
hospital in both 2010 and 2011. Mercy’s designation is noted in the independent organization’s recent 
publication: State of the Hospital Industry - 2011 Edition. “The concept of health care ‘value’ has become 
increasing important to payers (insurers), employers and individuals, not just here in Massachusetts, but also 
across the country. Mercy Medical Center’s reputation for providing high quality care at a reasonable cost has 
again been independently validated by the presentation of both the Community Value 100® and Community 
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Value Five Star® Awards,” said Daniel P. Moen, President and Chief Executive Officer, Sisters of Providence 
Health System.   

Hospital’s Strategic Opportunity as Advocate and Integrator of Community Health Improvements  

As a major area medical center and health system with a long commitment to providing compassionate, faith-
based care, tailored to the needs of the communities it serves, Mercy Medical Center and the Sisters of 
Providence Health System have a strategic opportunity to be a primary advocate and integrator for future 
community health improvements. This strategic opportunity is guided and inspired by a 140-year legacy of 
compassionate ingenuity.  
 
As a primary advocate and integrator for future community health improvements, we are not only referring to 
the hospital’s formidable clinical expertise, but also its rich tradition of being an advocate for transforming the 
deeper problems impacting the communities it serves. This tradition taps into its “organizational DNA,” setting 
Mercy Medical Center apart from other hospitals. Mercy Medical Center operates within a faith-based Mission 
that compels it to transform and heal communities, giving priority to those persons most in need and especially 
to those persons whom the larger society ignores.  
 
The genesis of what is now known as the Sisters of Providence Health System began in the 19th Century, with a 
massive engineering project that, inadvertently, created a public health catastrophe. When engineers literally 
harnessed the power of the Connecticut River with a dam in 1849, Holyoke transformed from a quaint New 
England town into a burgeoning city. Thousands of men from area farms moved to Holyoke to build the canals. 
Immigrants from Canada and Ireland and Scotland journeyed to Holyoke to work in the paper, cotton and 
woolen mills. If the Industrial Revolution advanced our notions of human progress, it also produced its share of 
dreaded consequences. Holyoke’s infrastructure was ill-equipped to support the sudden and massive influx of 
people. Overcrowded housing and inadequate sanitation set the stage for the spread of diseases. Following the 
epidemic of typhoid and a severe outbreak of smallpox in 1872, the death rates for Holyoke were the highest in 
Massachusetts, except for the town of Fall River.7  
 
Enter the Sisters of Providence from Kingston, Ontario--women of extraordinary faith who just happened to be 
in Western Massachusetts on a “begging tour,” right in the midst of an unfolding series of public health 
calamities. The Sisters of Providence witnessed first-hand the needs of the families and children of canal 
builders and mill workers. Once the Sisters perceived the enormous scope of suffering, there could be no going 
back to Canada. The Sisters were here in the Pioneer Valley to stay. Amazingly, the Sisters conducted no 
formal needs assessment or sophisticated planning process back in the early days. They identified and 
responded to the steadily multiplying needs immediately, tacitly and experientially. The Sisters took in 
orphaned children, set up schools, and cared for the sick. In 1873, the Sisters established Providence House, the 
first Catholic hospital in Western, Massachusetts.  
 
From this historic legacy, the Sisters of Providence Health System is now thriving into a third century of service 
in Western Massachusetts. Today’s most emblematic version of this mission-inspired service is Mercy Medical 
Center’s Health Care for the Homeless (Mercy HCH) program. For 28 years, Mercy HCH has provided 
essential health care services to the homeless population of Western Massachusetts. The Mercy HCH program 
began in a Springfield soup kitchen, operated by the Sisters of Providence.  Arriving with basic medical 
supplies in the back of her station wagon, Sr. Julie Crane, a Sister of Providence and nurse practitioner, began 
ministering to homeless persons who frequented the soup kitchen. Sr. Julie’s ministry soon expanded to local 
shelters, highway underpasses and other places “on the streets.” Today, the mobile, 20-member Mercy HCH 
clinical team follows a patient-centered model of health care, providing community health outreach, 
intervention, assessment, referrals, follow-up, case management and disease management education.  
                                                 
7 Dolores Liptak, RSM and Grace Bennett, editors. (1990). Seeds of Hope: The History of the Sisters of Providence, Holyoke, 
Massachusetts. Sisters of Providence: Holyoke, Massachusetts. 



 

8 

 
With its legacy of transformational, faith-based service as a foundation, Mercy Medical Center will continue to 
develop new and ambitious coalitions and collaborations with local government, public health departments, 
physician groups and social service agencies. There is no doubt that many of the region’s economic and 
demographic indicators paint a bleak picture of community health. From one perspective, it is a still-life portrait 
of people, many of whom are recent immigrants from Puerto Rico, Vietnam, Russia, Mexico, the Middle East 
and Africa, many imprisoned by poverty, trapped in a seemingly endless negative cycle, low educational 
expectations, and poor health. Yet, from another perspective, these indicators trace yet-another rolling wave of 
immigrants to Western Massachusetts, yearning, sometimes against all odds, for a better, healthier and more 
prosperous life. Mercy Medical Center is committed to being a transforming, healing force, especially for the 
poorest communities and individuals in its primary service area.  
 
The 5-Year Vision for the Hospital 
 
Mercy Medical Center, its network affiliates in the Sisters of Providence Health System, community physician 
groups and global payment collaborators partner with the Commonwealth, CMS and commercial payers as an 
appropriately-sized “Accountable Care Organization.” The hospital and the health system will develop 
adaptive-edge health care delivery and payment reform models into an integrated, patient-centered, Medical 
Home Network.  
 
Across the continuum of medical care in the health system and through collaborations with primary care and 
specialty physician groups, Mercy Medical Center will also integrate physical and behavioral health. Our 
combined efforts reduce per capita health care costs, boost the health status of the community and improve the 
health care experience for patients. With an increase of transformational investments from the Commonwealth, 
the Federal Government and foundations, the hospital and the health system significantly increase their 
organizational capacities in community health, behavioral health, disease management, care management, 
wellness and health promotion, data mining and warehousing, information technology for Health Information 
Exchanges and leverage the integrated care network to recruit additional primary care physician practices and 
Federally Qualified Health Centers and utilize the high-value, patient-centered, continuum of care for their 
patients.  
 
Beyond its “hospital walls,” Mercy Medical Center increases its efforts to make population health 
improvements in the community, in collaboration with local health and human service organizations and public 
health entities on regional, state and federal levels, to break the cycles of preventable chronic diseases, 
unhealthy behaviors and racial disparities—reaching the poorest of the poor, homeless persons and families, 
new immigrants, refugee and dual-eligible beneficiary populations. 
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Statement Regarding Directly Related Initiatives Funded by the U.S. Department of Health and Human 
Services 

Mercy Medical Center DSTI Projects are not directly related to any initiatives funded by the U.S. Department 
of Health and Human Services. Mercy does anticipate participating in two programs that are aligned with 
Mercy DSTI Category 3 Projects. Mercy has submitted a Letter of Intent to CMS for the Medicare Shared 
Savings Program, and has also submitted an application to CMS (through the Massachusetts Executive Office 
of Health and Human Services), for a PACE program. Mercy will provide updates on our participation in HHS-
funded initiatives related to DSTI projects in our biannual DSTI progress reports submitted to the 
Commonwealth. 
  

Figure 2.  Mercy Medical Center’s 6 DSTI Projects 
Converging to Shape the 5-Year Vision 
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B.  Executive Summary 
 
Mercy Medical Center faces financial challenges that are unique to Massachusetts “Safety-Net Hospitals,” 
because of the hospital’s significantly higher percentages of Medicaid patients and significantly lower 
percentages of patients covered by commercial insurance payers. Converting a potential liability into an asset, 
Mercy Medical Center used the challenging payer mix to become one of the most cost-effective, acute care 
hospitals in the Commonwealth, as evidenced by the Massachusetts Attorney General’s Report, “Examination 
of Health Care Cost Trends and Cost Drivers.” (March 16, 2010.) At the same time, Mercy Medical Center and 
the Sisters of Providence Health System have pursued a number of strategies to target the now-ubiquitous 
“Triple Aim:”8 1) better care for individuals; 2) better health for populations; and 3) reduced per capita costs. 
For example, with its recent participation in the Executive Office of Health and Human Services’ Infrastructure 
and Capacity Building Initiatives, Mercy Medical Center has positioned itself on the adaptive edge of health 
care transformation in the Commonwealth.   
 
With the opportunity to develop its Delivery System Transformation Initiatives (DSTI) proposal, Mercy 
Medical Center will work within a strategic framework to transform health care delivery and payment reform 
models into an integrated care network. The 6 projects are like puzzle pieces converging to shape the hospital’s 
5-year vision for the future. Mercy Medical Center is prepared to take on the essential role and functions of an 
“integrator”9 to implement the following DSTI Projects: 
 

1. Enhance Primary Care Capacity and Access (Mercy DSTI Project 1.1) 
2. Integrate Physical and Behavioral Health Care in Mercy Medical Center’s ED (Mercy  
            DSTI Project 1.2) 
3. Align New Organizational Structures, Human Systems and IT Infrastructure to Improve  
            Health Outcomes and Quality (Mercy DSTI Project 2.1) 
4. Develop Patient-Centered Care Transitions for Patients at the Highest Risk of  
            Readmission (Mercy DSTI Project 2.2) 
5. Develop Governance, Administrative and Operational Capacities to Accept Global  
            Payments/Alternate Payments (Mercy DSTI Project 3.1) 
6. Develop Administrative, Organizational and Clinical Capacities to Manage the Care of  
            Complex Patient Populations (Mercy DSTI Project 3.2) 
7. Participate in Learning Collaborative (Mercy DSTI Project 3.3) 

 
 
 
  

                                                 
8 Berwick, D., Nolan, T., and Whittington, J. (2008). The triple aim: care, health and cost. Health Affairs, 27(3), 759-769. Retrieved 
from: http://www.content.healthaffairs.org/content/27/3/759.abstract 
 
9 Ibid, 763. 

http://www.content.healthaffairs.org/content/27/3/759.abstract
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Mercy DSTI Project 1.1 will launch a number of interrelated activities to increase the number of primary care 
providers in the Greater Springfield area. Because Mercy Medical Center does not employ PCPs at the present 
time, the strategy is to involve PCPs from area physician groups on the Mercy Primary Care Committee to 
develop a building expansion plan for the hospital, for attracting and recruiting additional PCP and specialty 
providers to locate on the hospital campus. Concurrently, the Mercy Primary Care Committee will develop and 
implement its own recruitment and retention strategy. Finally, the hospital will forge an Affiliation Agreement 
with UMASS Medical School to create a 4th-Year Clerkship site at Mercy Medical Center, to stimulate student 
interest in primary care and internal medicine in the Greater Springfield area. This project is a pivotal element 
of Mercy Medical Center’s 5-Year Vision, because only expanded and more accessible primary care capacity 
will serve to reduce further the demand for non-emergent care in the hospital’s ED, provide continuity of care 
for patients with chronic conditions and deliver a better experience of care, one that can focus on prevention and 
disease management, especially for discharged hospital patients and complex patient populations in future 
global payment systems. Enhancing primary care capacity and access especially relates to DSTI Projects 2.2, 
3.1 and 3.2, because an adequate and accessible primary care supply for “High Risk” and complex patient 
populations is essential for reducing hospital readmission rates and per capita costs, while managing the care of 
patients in global payment and alternative payment systems. Mercy Medical Center is focused on creating a 
strong foundation of primary are that will serve as a key component for integrated delivery systems and 
evolving global payment systems.  

 

Mercy DSTI Project 1.2 will develop and implement an operational plan that integrates physical and 
behavioral health for patients that present with significant mental health and substance abuse issues in the 
hospital’s ED. This project will bring together the clinical and organizational resources of Mercy Medical 
Center in Springfield and the hospital’s behavioral health campus in Holyoke, Providence Behavioral Health 
Hospital, into the newly-renovated Mercy ED. This project will work to streamline and expedite clinical 
assessment and referral to treatment for ED patients with significant mental health and substance abuse issues, 
thereby reducing their ED length of stay, lowering costs, increase overall patient ED patient flow and improving 
the quality of care. This project supports the 5-Year Vision by setting the stage for future integration of physical 
and behavioral health care throughout the health system and with primary physician and specialty practices in 
the community. Integrating physical and behavioral health in the Mercy ED will significantly impact Mercy 
DSTI Project 2.1 because it aims to improve ED patient flow, to reduce the number of ED patients that leave 
without being seen and to achieve optimum throughput of ED patients with significant mental health and 
substance abuse issues. This project also will develop valuable organizational knowledge on how best to apply 
lessons learned to Mercy DSTI Projects 1.1, 2.2, 3.1 and 3.2, for these projects involve the care of “High Risk” 
or complex patient populations, many of whom have chronic physical and behavioral health conditions.  
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Mercy DSTI Project 2.1 will design and implement a new, patient-centered, care coordination and 
management system, Care Logistics™, that integrates departmental and hospital system workflows to reduce 
the time it takes to place patients in available beds, treat them effectively and discharge them safely to the next 
appropriate levels of care, across care transitions within the hospital setting. The task is to design an “airport 
control tower” solution to hospital operations, utilizing new staffing configurations into cross-department hubs, 
new IT system architecture and applications to track all inpatients and ED patients in real time. This project 
supports the hospital’s 5-Year Vision by reducing per capita costs, average length of stay, patient flow times, 
discharge process times, readmission rates, ED holds and the rates of ED patients who leave without being seen, 
while boosting quality measures and patient satisfaction. This project is closely related to several DSTI 
Initiatives, especially Projects 2.2 and 3.1, because of its cross-cutting approach to streamline the delivery of all 
patient services in ways that reduce costs, improve the quality of care and lower readmission rates, especially 
for “High-Risk” patients. 
 
Mercy DSTI Project 2.2 will design a patient-centered care management model and intervention for “High-
Risk” patients with the highest rates of <30-day hospital readmissions, using the STAAR Chart Review Tool. 
The project will re-engineer the hospital discharge process for all admitted patients and develop a home-based 
disease management program for all patients identified as “High Risk.” This project supports the 5-Year Vision, 
primarily in its aims to reduce per capita health care costs and increase its data mining and disease management 
capacities. This project is closely related to Mercy DSTI Projects 1.1, 2.1, 3.1 and 3.2, because developing 
patient-centered care transitions for “High Risk” patients requires an adequate supply of and access to PCPs, 
rigorous tracking of care delivered in inpatient settings, and special enrollment status for disease management 
and other supportive services to stave off preventable and costly hospital or skilled care nursing admissions in 
global and alternate payment systems. 
 
Mercy DSTI Project 3.1 will formalize and bring to scale the existing, PCP-driven, “virtual ACO” of Mercy 
Medical Center/Providence Behavioral Health Hospital and a large physician group into a free-standing legal 
entity that will be able to contract with various payers for future global payment systems. A major focus of the 
project is to increase HIT connectivity for Health Information Exchanges (HIE) between Mercy Medical Center 
and collaborating physician groups, to deliver expanded care management, disease management and case 
management services for larger groups of complex patients/beneficiaries. The project supports the 5-Year vision 
because it will innovate and bring to scale an Accountable Care Organization that will contract for new payment 
models, as an alternative to fee-for-service systems, and build organizational capacities in administrative 
leadership and HIT connectivity. This Project is closely related to Mercy DSTI Projects 1.1, 1.2, 2.1 and 3.2, 
because it will: 1) depend on enhanced capacity and access to primary care; 2) benefit from the organizational 
learning on how best to integrate physical and behavioral health, especially for “High Risk” patients with 
chronic conditions; 3) yield significant gains in patient quality and lowered per capita cost for hospitalized 
beneficiaries; and 4) develop valuable insights from “lessons learned” from training and orienting clinical staff 
to manage resources and care for complex patient populations in value-based purchasing. 
 
Mercy DSTI Project 3.2 will increase a variety of organizational operating and learning capacities to serve 
complex patient populations in value-based purchasing and alternative payment systems, from site selection, 
physical infrastructure development, service mix and employee skills training for managing patients and 
resources in new payment systems, to new care coordination, cost management and accounting systems. The 
project supports the 5-year vision, particularly in areas ranging from scaling health care delivery and payment 
reform models into an integrated care network, to improving the health care experience, increasing 
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organizational capacity in administrative leadership and reducing per capita costs. This Project is most directly 
related to Mercy DSTI Projects 2.2 and 3.1 because: 1) many, if not all, of the beneficiaries in the complex 
patient population, predictably, will fit the “High Risk” patient criteria and require well-managed discharge 
processes, if and when they are hospitalized; 2) many of the capacity building activities to increase connectivity 
for Health Information Exchanges between Mercy Medical Center and collaborating physician groups will carry 
over to this project.   
 
Mercy DSTI Project 3.3. Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have 
the potential to significantly transform the care experience for Massachusetts residents served by eligible safety 
net hospitals.  As important as individual hospital efforts will be, there is even greater potential value in 
leveraging the hospitals’ efforts for delivery system transformation through the sharing of best practices. 
Participation in a learning collaborative will provide a forum for eligible DSTI safety net providers to learn 
from other providers that share similar goals and to capitalize on potential synergies in their efforts. The 
learning collaborative model supports the development of a shared culture of continuous improvement and 
innovation, which will facilitate and enhance the individual hospitals’ efforts to advance the Triple Aim through 
their DSTI projects. Through this project, each hospital participating in DSTI will join an existing learning 
collaborative – such as the Brookings-Dartmouth ACO Learning Network or another ongoing learning 
collaborative that aligns with DSTI goals – or will develop a new learning collaborative designed to support its 
transformation goals. Demonstration Year 15 (SFY 2012) goals will be for eligible DSTI safety net hospitals to 
explore existing and/or potential new opportunities for participation in a learning collaborative relative to 
measure. 
 
Category 4 Measures and Their Relevancy to the 5-Year Vision 
An integrated, patient-centered, Medical Home network requires a rigorous evaluation framework to obtain 
quantitative and qualitative data sets in five domains: 1) The patient’s (and caregiver’s) experience of care and 
their level of satisfaction; 2) specific measures of the effectiveness of care transitions; 3) patient safety, 
including the effectiveness of medication and disease management during transitions, and quality of care, 
including readmission rates; 4) health care utilization and costs, including length of stay; and 5) access to 
primary care providers. Common measures 4.3 and 4.4 elicit measures of patients’ (and caregivers’) responses 
to their experience of care and also relate to the effectiveness and safety of their care transitions. Common 
measures 4.1, 4.2, 4.5, 4.6, 4.7, 4.8, and 4.9 elicit key measures of patient safety, medication effectiveness, 
disease management and the quality of care. Common measures 4.10, 4.11 and 4.12 elicit measures related to 
health care utilization and costs. Hospital-specific measure 4.1 obtains a measure of relative access to primary 
care providers for patients that seek non-emergent care in the Mercy Medical Center ED. Hospital-specific 
measure 4.2 obtains a measure of health care utilization and costs related to the care of the mental 
health/substance abuse patients in the Mercy Medical Center ED. Hospital-specific measure 4.3 obtains a metric 
related to ED patient satisfaction and health care utilization, especially for uninsured and Medicaid 
beneficiaries. Hospital-specific measure 4.4 is a pivotal metric for health care utilization and costs, and also 
relates to the patient’s experience of care, while measure 4.5 is a metric for patient safety and quality of care. 
Hospital-specific measures 4.6 and 4.7 are metrics of the effectiveness of care transitions, as well as health care 
utilization and costs. Hospital-specific measures 4.8 and 4.9 are indicators of the effectiveness of care 
management, care coordination, disease management, health care utilization and cost. 
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Project Title Description Three Year Goals 
Category 1 – Further 
Development of a Fully 
Integrated Delivery System: 

  

1.1  Enhance Primary Care 
Capacity and Access 

Mercy Medical Center will initiate a 
set of interrelated activities to 
enhance primary care capacity and 
access in Greater Springfield:  
1) Establishing the Mercy Primary 
Care Committee to assess existing 
physical space and develop an 
expansion plan to attract and recruit 
additional PCP clinical and specialty 
services to locate on the hospital 
campus; 2) Forging an Affiliation 
Agreement with UMASS Medical 
School to create 4th Year Clerkship at 
Mercy to stimulate students’ interest 
in primary care and internal medicine 
in the Greater Springfield area;  3) 
Selecting a vendor to conduct a study 
of regional PCP supply, 
demographics and succession 
planning; 4) Developing a  primary 
care recruitment and retention 
strategy of the Mercy Primary Care 
Committee, based on the findings of 
the PCP study; 5) Completing a new 
PCP and specialty practice building 
on the Mercy Medical Center campus. 

An expanded primary care and specialty 
building expansion on the Mercy Medical 
Center campus will further develop 
Mercy’s integrated care network with 
physician groups, enhance patient access, 
improve care transitions for many hospital 
patients and sharpen the network’s focus to 
achieve the “triple aim” of boosting health 
quality outcomes, providing patients with a 
better experience of care and reducing 
health costs. With a physician-led effort to 
develop and implement a PCP recruitment 
and retention strategy for Greater 
Springfield, combined with a new 
affiliation agreement with UMASS 
Medical School, this project promises to 
attract new primary care physicians to the 
area.  
 
 

 
 
 

 

Project Title Description Three Year Goals 
1.2  Integrate Physical and 

Behavioral Health Care in 
Mercy Medical Center ED 

This project will develop and 
implement an operational plan that 
integrates physical and behavioral 
health care for patients that present 
with significant mental health and 
substance abuse issues (MH/SA) in 
Mercy Medical Center’s (Mercy) ED, 
expediting assessment and referral to 
inpatient or outpatient mental health 
or substance abuse treatment or 
discharge  and coalescing the clinical 
and organizational resources of 
Mercy’s ED in Springfield and the 
hospital’s behavioral health campus 
in Holyoke, Providence Behavioral 
Health Hospital (Prov.), into the 
newly-expanded Mercy ED. 
 
 
 
 
 
 

This project will plan and implement a new 
model of organizational integration of 
physical and behavioral health, extending 
Clinical Assessment Center resources and 
clinical personnel of Prov. into the newly-
renovated “Psych Pods” of the Mercy ED, 
collecting qualitative and quantitative 
baseline measures for MH/SA patients and 
implementing a rigorous quality 
improvement process to reduce ED length 
of stay, lower costs, increase ED patient 
flow and improve the quality of care.  
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Project Title Description Three Year Goals 
Category 2 – Improved Health 
Outcomes & Quality:   

2.1 Align New Organizational 
Structures, Human Systems 
and IT Infrastructure to 
Improve Health Outcomes 
and Quality 

This project will design and 
implement a new, patient-centered, 
care coordination and management 
system, Care Logistics™, that 
integrates departmental and hospital 
system workflows to reduce the time 
it takes to place patients in available 
beds, treat them effectively and 
discharge them safely to the next 
appropriate levels of care, across care 
transitions within the hospital 
setting. The task is to design an 
“airport control tower” solution to 
hospital operations, utilizing new IT 
system architecture and real time 
applications plus new staffing 
configurations into cross-department 
hubs, to track all inpatients and ED 
patients in real time. 
 
 
 

This project will transform the current state 
of care management at Mercy Medical 
Center to reduce case costs, average length 
of stay, patient flow times, discharge 
process times, readmission rates, ED holds 
and the rates of ED patients who leave 
without being seen, while boosting quality 
measures and patient satisfaction. 

Project Title Description Three Year Goals 
2.2 Develop Patient-Centered  
         Care Transitions for  
         Patients at the Highest   
         Risk of Readmission 

This project will design a patient-
centered care management model and 
intervention for “high-risk” patients 
with the highest rates of 30-day 
hospital readmissions, using the 
STAAR Chart Review Tool. The 
project will re-engineer the hospital 
discharge process for all admitted 
patients and develop a home-based 
disease management program for all 
patients identified as “High Risk.”  
 
 
 

Goals include: 1) instituting the Mercy 
Medical Center/Sisters of Providence 
Health System Care Cross Continuum 
Team, drawing representation from acute 
care, home care, skilled nursing and 
ambulatory care to analyze readmissions 
data and to develop selection criteria for 
identifying “High Risk” patients; 2) 
deploying additional Advanced Practice 
Nursing and disease management resources 
for discharged “High Risk” patients; 3) 
studying the feasibility of providing 
wellness program on Mercy Medical 
Center campus for patients with “high-
risk” diagnoses. 
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Project Title Description Three Year Goals 
Category 3 - Ability to respond 
to statewide transformation to 
value-based purchasing and to 
accept alternatives to fee-for-
service payments: 

  

3.1 Develop Governance, 
Administrative and 
Operational Capacities to 
Accept Global 
Payments/Alternative 
Payments   

This project will formalize and bring 
to scale the existing, PCP-driven, 
“virtual ACO” of Mercy Medical 
Center/Providence Behavioral Health 
Hospital and a large physician group 
into a free-standing legal entity that 
will be able to contract with various 
payers for future global payment 
systems. A major focus of the project 
is to increase HIT connectivity for 
Health Information Exchanges (HIE) 
between Mercy Medical Center and 
collaborating physician groups, to 
deliver expanded care management, 
disease management and case 
management services for larger 
groups of complex 
patients/beneficiaries.  

Goals include: 1)  transforming the current  
“virtual ACO” of the hospital and 
physician group into a legal entity; 
devising an Operating Agreement that 
details roles and responsibilities for 
collaborating entities--Mercy Medical 
Center, Noble Hospital, physician groups 
and other entities in the new ACO 
configuration; 2) deploying a new Health 
Information Exchange (HIE)  platform at 
Mercy Medical Center to provide greater 
connectivity with collaborating physician 
groups;  
3) establishing a Specialist Advisory 
Council to promote integration and 
coordination of care for beneficiaries; and 
4) developing a Quality and Cost Incentive 
Plan for future ACO participation; 5) 
instituting new quality and cost 
benchmarking, reporting measures; 6) 
delivering a pilot program proposal to 
serve a dual-eligible and/or Medicaid 
population. 

Project Title Description Three Year Goals 
3.2 Develop Administrative, 

Organizational and Clinical 
Capacities to Manage the 
Care of Complex Patient 
Populations 

This project will increase a variety 
of organizational operating and 
learning capacities to serve 
complex patient populations in 
value-based purchasing and 
alternative payment systems, from 
site selection, physical 
infrastructure development, service 
mix and employee skills training 
for managing patients and 
resources in new payment systems, 
to new care coordination, cost 
management and accounting 
systems.  
 

Goals include: 1) selecting a physical 
site for pilot program operations; 
2)developing program policies and 
procedures and HIT infrastructure to 
align with value-based purchasing 
requirements; 3) identifying the mix of 
health care and supportive services that 
meet the needs of a complex patient 
population;  
4) delivering a comprehensive training 
and orientation program for new and 
current health system employees on 
managing care for complex patient 
populations in value-based purchasing 
and alternative payment systems for 
health system employees; and 5) 
delivering reports on “lessons learned” 
from devising a service mix and 
training and orienting clinical and 
administrative staff to manage 
resources and care for a complex 
patient population  in value-based 
purchasing. 
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Project Title Description Three Year Goals 
3.3 Participate in Learning 
Collaborative  
 
 
 
 
 
 

Collectively, the DSTI projects 
proposed in Categories 1, 2 and 3 
of this plan have the potential to 
significantly transform the care 
experience for Massachusetts 
residents served by eligible safety 
net hospitals.  As important as 
individual hospital efforts will be, 
there is even greater potential 
value in leveraging the hospitals’ 
efforts for delivery system 
transformation through the sharing 
of best practices. Participation in 
learning collaborative will provide 
a forum for eligible DSTI safety 
net providers to learn from other 
providers that share similar goals 
and to capitalize on potential 
synergies in their efforts.  

The learning collaborative model 
supports the development of a shared 
culture of continuous improvement and 
innovation, which will facilitate and 
enhance the individual hospitals’ 
efforts to advance the Triple Aim 
through their DSTI projects. Through 
this project, each hospital participating 
in DSTI will join an existing learning 
collaborative – such as the Brookings-
Dartmouth ACO Learning Network or 
another ongoing learning collaborative 
that aligns with DSTI goals – or will 
develop a new learning collaborative 
designed to support its transformation 
goals. Demonstration Year 15 (SFY 
2012) goals will be for eligible DSTI 
safety net hospitals to explore existing 
and/or potential new opportunities for 
participation in a learning 
collaborative. 
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Project Title Description Three Year Goals 
Category 4 – Population-Focused 
Improvements   

Common Measure 4.1 Care Transitions Measure Set 
(CTM-3) 
 

Report Measure in FY14 

Common Measure 4.2 Patients who reported that staff 
"Always" explained about 
medicines before giving it to them. 

Report in FY13 and FY14 

Common Measure 4.3 Patients at each hospital who 
reported that YES, they were given 
information about what to do 
during their recovery at home. 

Report in FY13 and FY14 

Common Measure 4.4 ED Wait Time: Door to Diagnostic 
Evaluation by a Qualified Medical 
Personnel 

Report in FY13 and FY14 

Common Measure 4.5 Pneumonia Immunization Report in FY13 and FY14 

Common Measure 4.6 Influenza Immunization Report in FY13 and FY14 

Common Measure 4.7 Percent of discharged patients 
under age 75 who were hospitalized 
for Chronic Obstructive Pulmonary 
Disease 

Report in FY13 and FY14 

Common Measure 4.8 Percent of discharged patients 
under age 75 who were hospitalized 
for Congestive Heart Failure 

Report in FY13 and FY14 

Common Measure 4.9 Low Birth Weight Rate: number of 
low birth weight infants per 100 
births 

Report in FY13 and FY14 

Common Measure 4.10 Hospital 30-day, all-cause 
readmission rate to the index 
hospital following a hospitalization 
for all patients 18 and older 

Report in FY13 and FY14 

Common Measure 4.11 Percent of Emergency Department 
visits for children age 18 or less 
with a primary diagnosis of asthma 
 

Report in FY13 and FY14 

Common Measure 4.12 Percent of patients with elective 
vaginal deliveries or elective 
cesarean sections at greater than or 
equal to 37 weeks and less than 39 
weeks of gestation completed 

Report in FY 13 and FY 14 
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Hospital Specific Measure 4.1 Percentage of Mercy Non-Emergent 
ED Patients sampled that are 
unable to identify a Primary Care 
Physician 

 
 

Report in FY13 and FY 14 

 

Hospital Specific Measure 4.2 
 

Average Length of stay for Mental 
Health/Substance Abuse Patients in 
Mercy ED 
 

 

 

Hospital Specific Measure 4.3 The rate of ED patients who leave 
without being treated by a Licensed 
Independent Practitioner 
 

Report in FY 13 and FY 14 

Hospital Specific Measure 4.4 Average Length of Stay for all 
Mercy Medical Center Inpatients 
 

Report in FY13 and FY14 

Hospital Specific Measure 4.5 Central Line-Associated BSI Report in FY13 and FY 14 

Hospital Specific Measure 4.6 Percentage of High Risk Patients 
readmitted <30 days 
 

Report in FY13 and FY14 

Hospital Specific Measure 4.7 Percentage of Patients who 
reported that their nurses “Always” 
communicated well 
 
 

Report in FY13 and FY14 

Hospital Specific Measure 4.8 Percentage of “Virtual” ACO 
beneficiaries readmitted < 30 days 
 

Report in FY13 an dFY14 

Hospital Specific Measure 4.9 Number of Dual Eligible ED visits Report in FY13 and FY14 
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II. Category 1 – Further Development of a Fully Integrated Delivery System 
 
Narrative: Project 1.1 – Enhance Primary Care Access and Capacity  
Master Plan Project 1.3 
 

• Goal: To enhance existing capacity of and access to an expanded network of primary care providers (PCPs), including physicians, nurse 
practitioners, and physician assistants, that are focused on patient-centered care delivery models. Mercy Medical Center does not currently 
employ PCPs directly or through an affiliated entity. To enhance primary care capacity and access, therefore, the hospital must utilize its 
network to leverage additional primary care resources. There are several major challenges for the hospital: 1) Competition is stiff: 
Compared to more affluent cities in the Commonwealth, recruiting PCPs to Greater Springfield has proven to be a difficult task, because 
this distressed, urban area is among the poorest in the state; 2) PCP supply is relatively low: According to a study done by the American 
Academy of Family Physicians, the number of recent medical school graduates that select residency slots in family medicine declined 
nearly 54%, from 1997-200910; 3) The hospital’s historic reliance on region’s PCP group practices: Mercy Medical Center does not 
employee PCPs, but collaborates with several, large group practices in the region; 4) Limited existing hospital office space: The hospital 
may need to expand Mercy Medical Center campus facilities to attract primary care and specialty practices that want to enhance the care 
for their patients by providing them direct access to the health system’s emerging, patient-centered, medical home network.  

 
To overcome these challenges, this project will launch several, interrelated activities over a 3-year period. Establishing the Mercy Primary 
Care Committee to assess physical space for primary care physician services and devising a PCP clinical services expansion plan is a 
major activity that will result in new construction on the Mercy Medical Center campus. Construction of new facilities will enhance 
access to primary care for hospital patients and serve as a recruitment tool for new PCPs.  A related activity will analyze the region’s 
physician supply, demographics and succession planning. Results from this study will inform the primary care physician recruitment and 
retention strategy. A third set of activities will forge an affiliation agreement with UMASS Medical School for Mercy to serve as a 
clerkship placement site for 4th year medical students and to develop a curriculum in primary care and internal medicine for the clerkship. 
These later activities represent a supporting strategy for attracting 4th year medical students to enter primary care medicine and to 
seriously consider the Greater Springfield area as a future practice location. While there may be no direct evidence that the 4th-year 
Clerkship supportive strategy, in and of itself, will solve the shortage of PCPs, it does link the region directly to a supply chain of 
potential PCPs at nearby UMASS Medical School in Worcester. Furthermore, the transformational advancements in DSTI Project 3.1 will 
allow these PCP prospects a first-hand look at how many PCPs of the future work in collaboration with hospitals to deliver an integrated 
model of care in an Accountable Care Organization that Mercy Medical Center and its collaborating physician group partners are bringing 
to scale. We believe that this fairly distinctive feature in Greater Springfield will complement other strategies, even though this supporting 
strategy may have a 2-3 year payoff.   

  

                                                 
10 Lloyd, J. (2008, August 18), Doctor shortage looms as primary care loses its pull. USA Today. Accessed from http://www.usatoday.com/news/health/2009-08-17-doctor-gp-shortage_N.htm. 
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●   Rationale: Enhanced primary care capacity and access is a foundational element of Mercy Medical Center’s integrated delivery  
system. While we readily acknowledge that there are larger forces at work to restrict the supply chain of primary care physicians and 
nurses, an expanded primary care and specialty network on the Mercy Medical Center campus can further develop Mercy’s integrated 
care network, enhance patient access, improve care transitions for patients, and help to achieve the “triple aim” of boosting health quality 
outcomes, providing patients with a better experience of care and reducing health costs. Yet, the existing capacity of primary care 
physicians in the Commonwealth is insufficient. The 2011 Physician Workforce Study by the Massachusetts Medical Society indicated 
that less than 50% of Primary Care Physicians were accepting new patients.11 Since 2006, Mercy Medical Center’s Emergency 
Department has seen a significant increase in the number of patients that are seeking care (more than 72,000 visits in 2011), and a 
corresponding increase of those seeking care with non-emergent conditions. Not all ED patients who seek non-emergent care lack a PCP. 
Many patients seeking non-emergent care simply cannot obtain timely appointments with their PCPs for their immediate concerns. The 
average wait time to see an internist in Massachusetts is 48 days, while the average time to see a family practice doctor is 36 days.12 Other 
patients seeking non-emergent care at the ED report that they have not established any relationship with a PCP for a variety of reasons, 
not the least of which is many PCPs in the area are not accepting new Medicaid patients. In a sample of all Mercy ED patients seen from 
February 1, 2012 through February 7, 2012, 112 reported that they had no primary care physician, representing 8.2% of all 1,358 ED 
patients seen that week. In response to the demand for non-emergent care, the Mercy ED has made over 2,700 ED patient referrals to a 
Federally Qualified Health Center (The Caring Health Center) in 2011 for primary care. If access to primary care is lacking, patients with 
chronic conditions generally receive little, if any, continuity of care in an ED, and are at-risk of preventable, acute episodes that typically 
require costly hospital admissions. Enhancing capacity and patient access to PCPs, therefore, will help improve health quality outcomes, 
improve the patients’ experience of care and lower health care costs.   

 
• Expected Results: The five-year goal of the expanded and more accessible primary care network will further develop Mercy’s integrated 

care network, improve health outcomes for chronic conditions, provide patients a better experience of care and reduce per capita health 
costs. Establishing and engaging Mercy Medical Center’s Primary Care Committee will engage a vendor to gauge key demographic and 
succession planning features of the regional supply of PCPs and craft a physician recruitment and retention strategy from the findings.  To 
enhance primary care and specialist access, especially for its discharged hospital patients, Mercy Medical Center will devise a clinical 
services expansion plan and complete construction on a new clinical services building on the hospital’s campus. DSTI funding will not be 
utilized to pay for the building construction. Newly-designed and expanded clinical office space on Mercy Medical Center’s campus will 
enhance primary care physician recruitment efforts by creating a more conducive environment for coordinating care between PCP’s and 
Mercy. 

 
• Relation to other Projects: Enhancing primary care capacity and access especially relates to DSTI Projects 2.2, 3.1 and 3.2, because an 

adequate and accessible primary care supply for “High Risk” and complex patient populations is essential for reducing hospital 
readmission rates and per capita costs, while managing the care of patients in global payment and alternative payment systems. Mercy 
Medical Center is focused on creating a strong foundation of primary care that will serve as a key component for integrated delivery 
systems and evolving global payment systems.  

                                                 
11 Massachusetts Medical Society. (September 2011). Physician Workforce Study, 73. Accessed from http://www.massmed.org/workforce. 
12 Ibid, 71. 



 

22 

Project 1.1: Development of Primary Care Capacity (Master Plan Project 1.3) 
SFY 2012  SFY 2013 SFY 2014 
1.1.1 Milestone:  Establish Mercy Primary Care Committee to 
complete infrastructure capacity assessment of physical space 
at Mercy Medical Center’s campus and engage vendor to study 
regional PCP supply, demographics and succession planning 
1.1.1 (MP-P1) Metric:  Mercy Primary Committee 
Membership List and Committee Charge 
1.1.1 Data Source:  Documentation Mercy Primary Care 
Committee Membership List and Committee Charge 
 
1.1.2 Milestone: Conduct infrastructure capacity assessment of 
physical space for PCP clinical services on the Mercy Medical 
Center campus. 
1.1.2 (MP-P3) Metric: Infrastructure Capacity Assessment of 
Physical Space for Clinical Services on the Mercy Medical 
Center Campus Report 
1.1.2 Data Source: Documentation of Infrastructure Capacity 
Assessment of Physical Space for PCP Clinical Services on the 
Mercy Medical Center Campus Report 
 
1.1.3 Milestone: Devise PCP Clinical Services Building 
Expansion Plan for Mercy Medical Center Campus 
1.1.3 (MP-P3) Metric: Plan to expand physical space for 
primary care  services 
1.1.3 Data Source:  Documentation of Plan    
 
1.1.4 Milestone: Establish Affiliation Agreement with 
UMASS Medical School to create 4th Year Clerkship for 
students interested in primary care and internal medicine. 
1.1.4 (MP-P7)Metric: Executed Affiliation Agreement 
1.1.4 Data Source:  Executed Affiliation Agreement 
 
1.1.5 Milestone: Establish baseline for the number of referrals 
to PCPs for Mercy ED patients that were unable to identify a 
PCP at time of ED admission 
1.1.5 (MP-P11) Metric: The number of PCP referrals for 
Mercy ED patients 
1.1.5 Data Source: Documentation of PCP referrals 

1.1.6 Milestone: Complete study of regional PCP supply, 
demographics and succession planning 
1.1.6 (MP-P2) Metric: Vendor Study of Regional PCP Supply, 
Demographics and Succession Planning 
1.1.6 Data Source: Documentation of Vendor Study 
 
1.1.7 Milestone:  Develop PCP recruitment and retention strategy 
based on findings of Study of Regional PCP Supply, Demographics 
and Succession Planning 
1.1.7 (MP-P3) Metric: PCP Recruitment Strategy Report of Mercy 
Primary Care Committee 
1.1.7 Data Source: Documentation of Mercy Primary Care 
Committee PCP Recruitment Strategy Report 
 
1.1.8 Milestone: Begin construction of Clinical Services Building 
1.1.8 (MP-P6) Metric: Building Permit 
1.1.8 Data Source: Documentation of Building Permit 
 
1.1.9 Milestone:  Develop curriculum for Mercy/UMASS Medical 
School 4th Year Clerkship for students interested in primary care 
and internal medicine 
1.1.9 (MP-P7) Metric: Completion of curriculum approved by 
Medical School 
1.1.10 Data Source: Documentation  of  4th Year Clerkship 
Curriculum 
 
1.1.10 Milestone: Launch of 4th-Year Clerkship for X number of 
UMASS Medical Students that Select Mercy Medical Center as a 
Clerkship Site 
1.1.10 (MP-P8) Metric: 4th-Year Clerkship List of UMASS 
Medical School students who select Mercy Medical Center as 
Clerkship Site 
1.1.10 Data Source: Documentation of Mercy Medical Center’s 
4th-Year Clerkship List of   Students Who Select Mercy Medical 
Center as Clerkship Site  
 
1.1.11 Milestone: Increase  the number of referrals to PCPs for 
Mercy ED patients that were unable to identify a PCP at time of ED 
admission  
1.1.11 (MP-I12) Metric: Increase by 10%  the number of PCP 
referrals for Mercy ED patients 
1.1.11 Data Source: Documentation of PCP referrals 

1.1.12 Milestone: Implement PCP 
recruitment and retention strategy 
1.1.12 (MP-I5) Metric: Progress Report on 
PCP recruitment and retention efforts to date 
1.1.12 Data Source: Documentation of  
recruitment and retention  
 
1.1.13 Milestone: Complete New Clinical 
Services Building Initiative for Primary Care 
and Specialty Services on Mercy Medical 
Center Campus 
1.1.13 (MP-I4) Metric:  Certificate of 
Occupancy 
1.1.13 Data Source: Documentation of 
Certificate of Occupancy  
 
1.1.14 Milestone:  Develop plan to 
incorporate outpatient placements to be 
included as part of Mercy/UMASS Medical 
School 4th Year Clerkship for students 
interested in primary care and internal 
medicine 
1.1.14 (MP-P9) Metric: Completion of 
Outpatient Placement Plan 
1.1.14 Data Source: Documentation of Plan 
 
1.1.15 Milestone: Report on the number of 
4th-Year Clerkship Students from UMASS 
Medical School that select Mercy Medical 
Center as their Clerkship Site 
1.1.15 (MP-P8) Metric: 4th-Year Clerkship 
List of UMASS Medical School students 
who select Mercy Medical Center as 
Clerkship Site 
1.1.15 Data Source:  Documentation of 
Mercy Medical Center’s 4th-Year Clerkship 
List of   Students Who Select Mercy Medical 
Center as Clerkship Site 
1.1.16 Milestone: Increase  over SFY 2013 
the number of referrals to PCPs for Mercy 
ED patients that were unable to identify a 
PCP at time of ED admission 
1.1.16 (MP-I12) Metric: Increase by 10% 
the number of PCP referrals for Mercy ED 
patients 
1.1.16 Data Source: Documentation of PCP 
referrals 
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II. Category 1 – Further Development of a Fully Integrated Delivery System 
 
Narrative: Project 1.2 - Integrate Physical and Behavioral Health Care in Mercy Medical Center ED 
Master Plan Project 1.2 
 

• Goal: To develop and implement an operational plan that integrates physical and behavioral health care for patients that present with 
significant mental health and/or substance abuse issues (MH/SA) in Mercy Medical Center’s (Mercy) ED. The operational plan will bring 
together the clinical and organizational resources of Mercy’s ED in Springfield, including the SBIRT Program and the Psychiatric POD, and 
the hospital’s behavioral health campus in Holyoke, Providence Behavioral Health Hospital (Prov.), including the Clinical Assessment 
Center, into the newly-expanded Mercy ED, for appropriate referral and/or admission to inpatient or outpatient mental health treatment. By 
focusing on process and patient-centered improvements, identified through the Health Metrics analysis, with MH/SA patients in the Mercy 
ED, Mercy Medical Center and Prov. will apply an integrated model of care to a significant and challenging population. From an 
organizational perspective, integrating physical and behavioral clinical domains into the Mercy ED provides an appropriately-scaled focal 
point to develop and transfer significant organizational learning for future integration applications throughout the health system and with 
other partners in the community. Although they share the same hospital license and exist within the same health system (Sisters of Providence 
Health System) Mercy and its behavioral health campus, Prov., this project represents one of the first attempts to integrate the considerable 
capacities, cultures and “silos” of both entities into a single physical location. In joining forces with the Mercy ED, Prov. will be able to 
leverage its formidable array of mental health and substance abuse resources, which include the Clinical Assessment Center, inpatient 
psychiatric treatment facilities for children, adolescents, adults and older adults, inpatient substance abuse unit, 2 outpatient Methadone 
Maintenance Treatment clinics, and other outpatient treatment programs for mental health and substance abuse. Specific project activities 
include: 1) Engaging a vendor (Health Metrics) to provide  data analysis, process description, patient-centered measures on medical and 
psychiatric health, comparison data and actionable recommendations for process and cost improvements in treating MH/SA patients in the 
Mercy’s ED; 2) Developing and implementing a plan for Prov.’s “Psychiatric Provider of the Day” (either a psychiatrist, an Advanced 
Practice RN or a Physician’s Assistant for the Mercy ED to reduce patient wait times, expedite the MH/SA patient’s assessment, treatment 
acceptance and transfer to next appropriate level of care; 3) Deploying a Prov. MSW clinician into the Mercy ED for pilot phase in order to 
facilitate further expansion of the Prov. Clinical Assessment Center in the ED;  4) Developing a MH/SA Patient Registry for MH/SA patients 
that visit the Mercy ED in order to facilitate more patient-centered effective and efficient care in the appropriate setting ; 5) Creating 
streamlined performance processes between Mercy and Prov. for assessing, referring and admitting MH/SA patients to the next, appropriate 
level of care, in both inpatient and outpatient settings.  
 
Utilizing chart audits and satisfaction surveys from both patients and staff will help to assess and identify areas in the process that could  be 
improved to facilitate the best possible care for  mental health patients. Information being collected includes, but is not limited to: diagnosis, 
disposition, and length of stay, type of insurance and basic identifying factors of the patients.  Mercy Medical Center will maintain 
responsibility for implementing any and all operational changes related to recommendations made by HealthMETRICS. The behavioral 
Health staff in the ED POD will be available for all Emergency patients who are identified as at risk, or who request assistance for any mental 
health or substance abuse related concern.  It is anticipated that the data collection will identify the factors that contribute to delays in mental 
health and substance abuse patients receiving care. Patient-centered measures will include tracking the time to initiate psychiatric medications 
when deemed appropriate and tracking the time to admit patients to either a mental health or substance abuse treatment facility. 
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The project has a two-fold focus for the clinical assessment of the behavioral health of patients in the Mercy ED: 1) major mental health 
issues including, but not limited to, severe depression and anxiety, risks of harm to self and/or others, psychosis and schizophrenia; 2) major 
chemical dependency issues, including but not limited to alcohol, crack cocaine, prescription narcotics, crystal meth, marijuana, heroin and 
benzodiazepines. Because of the dynamic interplay of physical and behavioral health for numerous medical conditions, both focal points have 
equal priority in clinical assessment. For example, strong evidence suggests that a patient with a Heart Failure, for example, ought to be 
screened for depression following diagnosis.13 Tobacco, alcohol or illicit drug use during pregnancy, to use another example, is associated 
with a range of adverse outcomes for the fetus.14 If mental health status and/or substance abuse behaviors are not routinely assessed for 
patients with these and numerous other physical conditions, decreases in health quality, patient safety and corresponding increases in health 
costs are likely consequences. 

  
 The project will also  utilize and enhance the existing SBIRT (Screening, Brief Intervention and Referral to Treatment) program in the Mercy 

ED. Project activities will extend the health  system’s existing Clinical Assessment Center (CAC) function into the Mercy ED, expediting 
MH/SA patient flow and referral to the next  level of substance abuse treatment. For ED patients that screen positive for substance abuse, the 
CAC will expedite patient referral for inpatient and outpatient substance abuse treatment. An integral feature of CAC extension into the ED is 
to provide clinical supervision of ED’s 2 SBIRT social workers, by the MSW CAC case manager. Under new clinical supervision, SBIRT 
social workers will be trained to register and admit patients that screen positive for substance abuse to Prov.’s inpatient and outpatient 
substance abuse programs, or refer them to other inpatient or outpatient treatment venues in the community. SBIRT is a featured, evidence-
based practice of the Substance Abuse and Mental Health Services Administration of the U.S. Department of Health and Human Services. “A 
growing body of evidence about SBIRT’s effectiveness--and cost effectiveness--[demonstrates] that SBIRT is an effective way to reduce 
drinking and substance abuse problems.”15  

 Blue Cross Blue Shield Foundation of Massachusetts recently awarded Mercy HCH with a $375,000 grant to provide specialized outreach 
 and clinical services to a subset of the chronically homeless population that frequently seeks non-emergent care at area hospital EDs. Over the 
 course of the proposed 3-year grant term, it is expected that 120 homeless persons who are identified as “high-end utilizers” of area 
 hospital EDs will be appropriately “redirected” from accessing hospital EDs for non-emergent conditions to Mercy HCH and will receive 
 primary care and intensive case management services to resolve a wide-range of underlying, chronic conditions. Purposely keeping this 
 vulnerable target population relatively small will maximize cost savings, by giving the Mercy HCH clinical team ample time to provide 
 intensive services, referral and follow-up. Project activities will closely align to provide Mercy HCH with referrals of homeless “high-end  
 utilizers, for primary care, case management and treatment for chronic conditions that typically include mental health and substance abuse 
      issues. Mercy HCH has strong working and business relationships with the City of Springfield’s Departments of Community Health and  

Health and Human Services and will link this DSTI project into the ongoing planning efforts, which include connecting homeless individuals    
who present in the ED with primary care and mental health counseling. 

                                                 
13 Adams, K.F., Arnold, J.M., et. al. (2006). Executive summary: hfsa 2006 comprehensive heart failure practice guideline. Journal of Cardiac Failure, 12(1), 9. 
14 National Institute on Drug Abuse. (May 2011). Topics in brief: prenatal exposure to drugs of abuse. Retrieved from: http://www.drugabuse.gov/publications/topics-in-
brief/prenatal-exposure-to-drugs-abuse 
15 SAMHSA News. (November/December 2009, Volume 17, Number 5). Screening, brief intervention, and referral to treatment: new populations, new effectiveness data, 3. 
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• Rationale: ED patients that present with MH/SA issues are particularly challenging to manage and care for effectively and efficiently. 

Patients with significant MH/SA issues typically come to the hospital ED as a “gateway” to behavioral health inpatient and/or outpatient 
services.  These patients often arrive at the ED in distress, frequently exhibit behaviors that may be unsafe and/or disruptive to other patients 
and require careful management. Currently, these ED patients typically spend a fairly long time in the ED as they await clinical evaluation 
and possible placement to the next level of appropriate care. To reduce costs, increase patient flow and improve health outcomes in the ED, 
safe and efficient management of the MH/SA patient is an essential, if challenging, imperative. Creating an enhanced therapeutic model of 
care for Mercy ED patients that present with  MH/SA problems would address a number of unresolved issues. Currently, there is considerable 
frustration on the part of both MH/SA patients and Mercy ED staff, mainly centered on the time intervals between ED admission and referral 
or discharge. MH/SA patients frequently present numerous safety issues, stemming from their assaultive or self-harming behaviors. Typically, 
the management of MH/SA patients adversely affects overall patient flow in the ED, sometimes impacting how other patients receive 
effective and timely care for their conditions. There are numerous process and procedure issues for managing MH/SA patients safely in the 
ED, clinically assessing them effectively and efficiently transferring them to the next appropriate level of care (or discharging them). The 
HealthMETRICS study will identify how MH/SA patients’ expectations are set up and managed in the ED; what is causing delays in the ED; 
what can be done to remove “bottlenecks;” and what kinds of processes other EDs are doing with MH/SA patients that are working well. The 
major delivery system solution will be to design a new clinical assessment treatment pilot, integrating the behavioral health resources of Prov. 
into Mercy’s ED to improve patient and ED staff satisfaction, increase ED capacity and improve patient health outcomes for these 
challenging patients by rigorously analyzing current processes and identifying specific ways to improve processes and outcomes to optimal 
levels and reduce per capita costs. 

    
• Expected Results: Achieving the “triple aim” for MH/SA patients in the ED is strategic: Lowering the cost of their care, improving the 

quality of care and increasing the MH/SA experience of ED care likely will yield improvements to the overall ED patient flow and quality of 
care for other ED patients. Expediting clinical assessment and appropriate referral to treatment of MH/SA patients in the ED will result in a 
lower average length of stay in the ED and a higher rate of admission to the next appropriate levels of mental health or substance abuse 
treatment. This project will develop a new model of organizational realignment and integration between physical and behavioral health into a 
single physical location, paving the way for future integration of physical and behavioral healthcare throughout the Sisters of Providence 
Health System.  

 
• Relation to other Projects: Integrating physical and behavioral health in the Mercy ED will significantly impact Mercy DSTI Project 2.1 

because it aims to improve ED patient flow, to reduce the number of ED patients that leave without being seen and to achieve optimum 
throughput of ED patients with significant mental health and substance abuse issues. This project also will develop valuable organizational 
knowledge on how best to apply lessons learned to Mercy DSTI Projects 1.1, 2.2, 3.1 and 3.2, for these projects involve the care of “High 
Risk” or complex patient populations, many of whom have chronic physical and behavioral health conditions.  
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Project 1.2:  Integrate Physical and Behavioral Health Care in Mercy Medical Center ED (Master Plan Project 1.2) 
SFY 2012  SFY 2013 SFY 2014 
1.2.1 Milestone: Receive approval from DPH on remodeled 
Mercy ED Behavioral Health “Psych Pods”  
1.2.1 (MP-P5) Metric: Approval  from DPH 
1.2.1 Data Source: DPH Approval Letter 
 
1.2.2 Milestone: Develop guidelines for management of the 
behavioral health patient in the Mercy ED Behavioral Health 
“Psych Pod” 
1.2.2 (MP-P6) Metric: Signed approval of guidelines by 
appropriate health system leadership 
1.2.2 Data Source: Appropriately-Signed Guidelines for 
Management of the Behavioral Health Patient in the 
Behavioral Health Pod of the Emergency Department 
 
1.2.3 Milestone: Engage vendor to provide  data analysis, 
process description, costs, comparison data from other 
hospitals  and actionable recommendations for process 
improvements in treating MH/SA patients in the Mercy’s ED 
1.2.3 (MP-P7) Metric:  Letter of Agreement/Contract 
1.2.3 Data Source: Documentation of Copy of 
Agreement/Contract 
 
1.2.4 Milestone: Host site visit to Mercy ED by vendor to 
conduct clinical and administrative staff interviews to gather 
qualitative data on delivery of care to BH patients 
1.2.4 (MP-P7) Metric: Vendor’s Report on Clinical and 
Administrative Interviews  
1.2.4 Source: Documentation of Vendor’s Report on Clinical 
and Administrative Interviews  
 
1.2.5 Milestone: Deploy Prov. MH/SA   case manager with 
Masters Level Training in Mercy ED for pilot phase 
1.2.5 (MP-I5) Metric-: Placement of . Masters Level 
Clinician   in Mercy ED 
1.2.5 Data Source:  Position Description 
 
1.2.6 Milestone: Establish baseline for the percentage of 
Mercy ED “High-End” Utilizers assessed for MH/SA issues 
1.2.6 (MP-P18) Metric: The percentage of ED “High-End” 
Utilizers assessed for MH/SA issues 
1.2.6 Data Source: Documentation of ED “High-End” 
Utilizers assessed for MH/SA issues 
 

1.2.7 Milestone: Develop plan for Prov. 
“Psychiatric Provider of the Day” (Psychiatrist, 
Physician Assistant or Advanced Practice RN) for 
Mercy ED to expedite assessment, treatment, 
acceptance and transfer of patients to next 
appropriate level of care. 
1.2.7 (MP-P12) Metric: Plan for providing 
“Psychiatric Provider of the Day” to Mercy ED”  
1.2.7 Data Source: Documentation of Plan    
 
1.2.8 Milestone: Designate Prov. “Psychiatric 
Provider Of the Day” for Mercy ED  
1.2.8 (MP-P13) Metric: “Psychiatric Provider of 
the Day” Schedule  
1.2.8 Source: “Psychiatric Provider of the Day” 
Schedule  
 
1.2.9 Milestone: Mercy ED-based  Screening, 
Brief Intervention and Referral to Treatment 
“SBIRT “ social workers re-assigned to  Prov. 
MSW case manager for clinical supervision 
1.2.9 (MP-P14) Metric:  New SBIRT Position 
Description 
1.2.9 Data Source: Documentation of New 
SBIRT Position Description 
 
1.2.10 Milestone: Determine baseline satisfaction 
levels for at least 75 MH/SA ED patients and all 
appropriate ED clinical staff 
1.2.10 (MP-P16) Metric: Returned Satisfaction 
surveys from ED patient defined sample and 
select ED staff deemed appropriate 
1.2.10 Data Source: Vendor surveys of Mercy 
ED Patients and Clinical ED Staff 
 
1.2.11 Milestone: Increase by 10% over baseline 
the percentage of Mercy ED “High-End Utilizers 
that are assessed for MH/SA issues.  
1.2.11 (MP-I8) Metric: The percentage of ED 
“High-End” Utilizers assessed for MH/SA issues 
1.2.11 Data Source: Documentation of ED 
“High-End” Utilizers assessed for MH/SA issues 

1.2.15 Milestone: Analyze vendor’s Final 
Report detailing actionable 
recommendations to measurably improve 
Mercy ED processes with MH/SA patients 
1.2.15 (MP-P8) Metric: Final Report 
1.2.15 Data Source: Final Report 
 
1.2.16 Milestone: Develop Joint Plan to 
Optimize  Performance Processes between 
Mercy Medical Center and Providence 
Behavioral Health Hospital for Integrating 
Physical and Behavioral Health in Mercy 
ED 
1.2.16 (MP-P9) Metric: Joint Plan 
1.2.16 Data Source: Copy of Plan 
 
1.2.17 Milestone: Develop guidelines for 
management of the CAC “secured 
assessment area” at Providence Behavioral 
Health Hospital 
1.2.17 (MP-P10) Metric: Approval of 
CAC Secured Assessment Area guidelines  
1.2.17 Data Source: Documentation of  
approval  
 
1.2.18 Milestone: Determine satisfaction 
levels for new sample of at least 100 
MH/SA ED patients and all appropriate ED 
clinical staff 
1.2.18 (MP-P16) Metric: Returned 
Satisfaction surveys from ED patient 
defined sample and select ED staff deemed 
appropriate 
1.2.18 Data Source: Vendor surveys of 
Mercy ED Patients and Clinical ED Staff 
 
1.2.19 Milestone: Increase by 10% over 
SFY 2013 the percentage of Mercy ED 
“High-End Utilizers that are assessed for 
MH/SA issues.  
1.2.19 (MP-I8) Metric: The percentage of 
ED “High-End” Utilizers assessed for 
MH/SA issues 
1.2.19 Data Source: Documentation of ED 
“High-End” Utilizers assessed for MH/SA 
issues 
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Project 1.2:  Integrate Physical and Behavioral Health Care in Mercy Medical Center ED 
SFY 2012  SFY 2013 SFY 2014 
 1.2.12 Milestone: Document baseline ED 

performance for MH/SA patients in cost-
productivity; patient-centered  measures and 
clinical outcomes, including ED length of stay, 
number and/or percentage of SA patients 
receiving SBIRT services, presenting problems, 
primary and secondary psych and medical 
diagnoses; unit cost and staff productivity 
measures, patient and staff satisfaction  
1.2.12 (MP-P17) Metric: Vendor Report on 
Mercy Medical Center’s ED Performance with 
MH/SA Patients 
1.2.12 Data Source: Documentation of Vendor 
Report  
 
1.2.13 Milestone: Identify specific data 
elements for MH/SA Patient Registry 
1.2.13 (MP-P19) Metric: Data elements for 
MH/SA Patient Registry 
1.2.13 Data Source: Documentation of data 
elements for MH/SA patient registry. 
 
1.2.14 Milestone:  Develop plan to expand 
Prov.’s Clinical Assessment Center (CAC) hours 
to 24/7 by January 1, 2013 
1.2.14 (MP-P11) Metric: Plan to Expand Prov. 
CAC hours to 24/7 
1.2.14 Data Source: Documentation of  Plan to 
Expand Prov. CAC hours to 24/7 

1.2.20 Milestone: Develop MH/SA 
Patient Registry, that includes registry 
maintenance and cost assessment, for 
patients that  visit Mercy ED 
1.2.20 (MP-P15) Metric:  MH/SA 
Patient Registry    
1.2.20 Data Source: Documentation of 
BH/SA Patient Registry  
 
1.2.21 Milestone: Expand Prov.’s CAC 
hours to 24/7 
1.2.21 (MP-I8) Metric:  Prov.’s CAC 
Schedule of Operations 
1.2.21 Data Source: Documentation of 
Prov,’s CAC Schedule of Operations 

 



 

28 

III. Category 2 – Improved Health Outcomes & Quality 
 
Narrative: Project 2.1 - Align New Organizational Structures, Human Systems and IT Infrastructure to Improve Health Outcomes and 
Quality 
Master Plan Project 2.7 
 

• Goal: To design and implement a new patient-centered, care coordination model for all Mercy Medical Center ED patients and inpatients, 
involving every department of the hospital—e.g., housekeeping, transportation, physical therapy, operating rooms, nursing, laboratory, 
radiology, and so forth. By the end of 2014, Mercy Medical Center will employ a new care coordination and management system throughout 
the entire hospital, with cross departmental hubs tracking all inpatients and ED patients in real-time. To accomplish the goal, the sisters of 
Providence Health System will contract with Care Logistic™ to devise with hospital staff a care coordination and management system, 
operating 24/7, that integrates departmental and hospital system workflows, providing actionable data, to both clinical staff and patients, on 
key performance indicators(KPIs), such as, but not limited to, length of stay (LOS), patient flow times (e.g., the time it takes to get a patient’s 
bed ready or the time it takes to obtain an MRI), discharge process times, re-admission rates, the number of ED patient holds (ED patients 
awaiting hospital beds), and patient satisfaction levels upon discharge. With a transformational care coordination and management model, 
hospital staff in all departments will be able to “follow” each patient throughout his or her day on a visual board, displaying the patient’s 
name, DRG (diagnostic related group), risk status and real-time tracking of all scheduled tests and procedures. The underlying objective is to 
significantly reduce or eliminate the “white space” in a patient’s hospital stay--the time the patient spends simply waiting for a bed or for 
transportation to radiology. With a transformative care coordination and management system, hospital staff, across departmental silos, will be 
able to see how much time has been allotted for each ordered departmental service for each patient. The Care Logistics™ Model helps 
hospitals reduce their average LOS, increase operational capacities, lower case costs, boost quality metrics and improve patient satisfaction 
scores. Three hospital case studies are featured on the Care Logistics™ website as case study evidence16: Baptist Medical Center South in 
Montgomery, Alabama, St. Rita’s Medical Center in Lima, Ohio, and Mercy Community Regional Medical Center in Lorain, Ohio. All three 
hospitals reported marked reductions in LOS, leveraging significant cost savings, capacity increases and quality health improvements. 
Recently, the Sisters of Providence Health System CEO and the Sr. V.P. of Patient Care Services conducted a site visit to Mercy St. Vincent 
Hospital in Toledo, Ohio to gain new ideas on best practices with qualitative and quantitative, evidence-based information. Mercy St. Vincent 
Hospital applied the Care Logistics™ model to transform hospital care coordination and management, from 2008 through 2010, and achieved 
significant reductions in infection rates, such as, but not limited to, Central line-associated BSI, Ventilator-associated pneumonia and Foley-
related Urinary Tract Infection, and surgical site infections. Mercy St. Vincent Hospital reported significant improvements related to the Care 
Logistics™ transformational process, including, but not limited to: 1) LOS decreased from 5.1 days to 3.8; 2) infection rates fell by 49%;     
3) core measure performance increased by 37% and  5) a 97th percentile achievement in patient satisfaction. 

 
 
 
                                                 
16 http://www.carelogistics.com 
 

http://www.carelogistics.com/
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 Because the Care Logistics™ methods constitute proprietary information, our explanation of the model will be limited to general descriptions 

and terms. For more detailed information on Care Logistics’™ specifics methods, consult the website listed below. This project will entail a 
robust analysis of Mercy Medical Center’s current state of patient care management, operational and quality features and, based upon 
findings, engage hospital executives and cross functional teams of leaders to design new organizational structures, human systems and IT 
infrastructure that can measurably improve patient-centered care coordination and management. To implement a new hospital care 
coordination system, the Care Logistics™ team and process will engage Mercy Medical Center’s leadership cadre and operational teams of 
clinicians and technicians to complete a rigorous, onsite audit to analyze various performance elements throughout the entire span of hospital 
operations, on every level of the hospital—from frontline staff to managers and executives. This constitutes the “current state milestone.” 
Once the current state of care management operations is mapped out, Care Logistics™ consultants will devise an “ideal, future state” of 
operations, building transition pathways from the current state. The design of the “ideal future, state” is another milestone in the project that 
will key on optimum quality and safety metrics, throughput that meets or exceeds targets, patients’ experience of care and resource 
management. Basically, the ultimate task is to design a sort of “airport control tower” solution to all hospital care coordination and 
management operations, utilizing new IT system architecture and real-time applications, plus corresponding staffing reconfigurations across 
departmental silos, to reduce the time it takes to place patients in available beds, treat them effectively and discharge them safely to the next 
appropriate levels of care.  
 
This project entails much more than a technological fix. It will also involve “human systems re-engineering” that reconfigures the current 
“silos” of patient care departments into new care coordination “hubs.” Human systems re-engineering means that a new “mindset” needs to be 
developed by employees at all levels and across all departments, a mindset that centers on each patient’s experience of care, moving through 
the hospital system in real time. This organizational transformation must be driven to boost optimal efficiencies and effectiveness, 
maximizing existing hospital capacities, while further reducing preventable hospital readmissions. Inherent in making these organizational 
and technological transformations will be continuous learning to devise, operate and constantly improve a new model of care coordination 
and management throughout the hospital. Recent advances in hospital care coordination and management systems and HIT architecture and 
software applications are necessary, yet insufficient, to make transformational changes in hospital operations. What is also required in care 
management transformations are organizational realignments among key departments into cross-functional teams. The realignment process 
will require a new “operational mindset” to link human performance, process performance and system performance into transformational 
performance for the hospital’s operating system as a whole.  

 
• Rationale: “Transformation” is not just a buzz word; it is an imperative to literally transform our fragmented processes of health care into 

seamless, team-based approaches that place each patient at the absolute center of care-- from arrival to the ED, triage assessment, and waiting 
for room assignment, to being scheduled for medical tests, waiting for results, being transported to surgery, visiting with family members and, 
finally, listening to discharge instructions before entering a rehabilitation hospital. In response to financial challenges, the hospital has 
instituted several workforce reductions in the past few years. These workforce reductions, in turn, have created a more challenging 
environment to efficiently manage existing hospital resources and to provide the highest levels of patient care in a sustained effort. Another 
set of challenges consists of finding real-time solutions to eliminate wasteful practices that create “white space,” delaying the provision of 
patient care services. Reducing average LOS for patients is pivotal, not only for containing health care costs, but also for boosting quality 
metrics. For example, keeping patients in the hospital for shorter stays, on average, can reduce the number of hospital-acquired infections 
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and/or injuries like falls. Ideally, the patient flow ought to be a seamless, logistical stream that connects the patient and cross-functional teams 
of hospital staff with information during and between each milestone, every step of the way. Not only will no patient get lost between one 
delivered hospital service and the next scheduled one, the patient will be less likely to feel “lost in transition” when she asks a nurse how long 
it will take to get her lab results; the attending clinician can track her lab process in real-time and give the patient the actual number of 
minutes or hours to expect.  

  
 The prolonged economic downturn, both in the region and nationally, has accelerated significant financial losses and prompts the need for a 

transformational intervention to enhance operational performance, efficiencies and system capacities. With the advent of new payment 
models that tie directly to key efficiency and quality metrics, both within the hospital and across care transitions, traditional practices of care 
management put the hospital at risk of further financial losses.  Accountability for efficiency and quality performance has intensified and the 
hospital must adapt to a rapidly changing environment if it expects to increase its value to patients and payers, by reducing costs, boosting 
quality of care and increasing patient satisfaction.   

 
• How the Project Can Refine Innovations, Test, and Disseminate Findings: The comprehensive Carelogistics™ methodology is 

transformational by design to: 1) identify and refine innovations in care management and care delivery; 2) test new ways for meeting the 
needs of target populations; and 3) disseminate findings about promising practices to improve quality, enhance patient services and reduce 
costs. Specifically, Sisters of Providence Health System executives and Mercy Medical Center’s clinical leadership will lead cross-functional 
teams in a radical, data-driven, organizational development process to redesign the flow of patients, physicians, information and resources in 
the hospital. One component of organizational development will be to fundamentally change the ways in which the hospital tracks and obtains 
quality and service data, so both can be viewed, literally, in real time.  A second  component is to shift from departmental to hospital-wide 
coordination, eliminating “departmental silos” to create a seamless transition in the care delivery process. Transformation within an acute care 
community hospital will require new organizational structures and corresponding “mindsets” to effectively realign staff, processes and 
appropriate technology applications. Carelogistics™ project activities will test new ways of delivering patient-centered care, with ongoing 
training, daily huddles, weekly care reviews and consistent, regular feedback. A strategic communication process is inherent in the 
Carelogistics™ method to disseminate findings about promising practices developed by cross-functional teams, so there will be a constant 
diffusion of innovations in areas such as, but not limited to, admissions, unit transfers, discharges and transportation. 
 

• Expected Results: The overarching aims for results are ambitious: 1) to improve health outcomes for patients; 2) to boost quality and safety 
metrics for the hospital; 3) to increase patient satisfaction levels; and 4) to reduce health care costs.  

 
• Relation to other Projects: This project is closely related to several DSTI Initiatives, especially Projects 2.2 and 3.1, because of its cross-

cutting approach to streamline the delivery of all patient services in ways that reduce costs, improve the quality of care and lower readmission 
rates, especially for “High-Risk” patients. 
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Project 2.1:  Align New Organizational Structures, Human Systems and IT Infrastructure to Improve Health Outcomes and Quality (Master Plan 
Project 2.7) 
SFY 2012  SFY 2013 SFY 2014 
2.1.1 Milestone: Health System CEO 
and Sr. V.P. of Patient Care conduct site 
visit to hospital that has undergone 
transformational steps in patient care 
management using the Care Logistics™ 
Model, to gain new ideas on best 
practices with qualitative and 
quantitative, evidence-based information 
2.1.1 (MP-P1) Metric: Attendance at 
hospital site visit in Toledo, Ohio 
2.1.1 Data Source: Documentation of 
visit to Ohio hospital 
 
2.1.2 Milestone: Engage members of 
Senior Leadership Team to  learn 
essential features of the Care Logistics 
model for transformational improvement 
2.1.2 (MP-P2) Metric: Send delegation 
of Senior Leadership Team to attend 1-
day Care Logistics™ Care Coordination 
Model Overview, Methodology and 
Technology Intensive Seminar 
2.1.2 Data Source: Care Logistics 
Seminar Participant List 
 
2.1.3 Milestone: Engage Vendor to 
implement Care Logistics Model    
2.1.3 (MP-P3) Metric: Agreement with 
Care Logistics™ 
2.1.3 Data Source: Documentation of 
Agreement 
 
2.1.4 Milestone: Conduct “Boot Camp” 
sessions for hospital leadership and 
executives 
2.1.4 (MP-P4) Metric: Completion of 
“Boot Camp” sessions  
2.1.4 Data Source: Leadership and 
executive “Boot Camp” evaluation 
surveys 
 

2.1.5 Milestone; Define current state of care 
management 
2.1.5 (MP-P5) Metric: Report on the Current 
State of Care Management 
2.1.5 Data Source: Report on the Current State 
of Care Management 
 
2.1.6 Milestone: Define operational procedures 
needed to improve overall efficiencies in care 
management 
2.1.6 (MP-P6) Metric: Report on at least 2 
New Operational Procedures  needed to 
improve overall efficiencies in care 
management 
2.1.6 Data Source: Report on 2 New 
Operational Procedures 
 
2.1.7 Milestone: Establish baseline measures 
and set improvement targets on a minimum of 
2 key performance indicators. (Key 
performance indicators could include, but are 
not limited to: length of stay, patient flow 
times, discharge process times, ED patient 
holds.) 
2.1.7 (MP-P21) Metric: Report on Baseline 
Measures,  Key Performance Indicators and 
Improvement Targets 
2.1.7 Data Source: Documentation of Report 
on Baseline Measures, Key Performance 
Indicators and Improvement Targets 
 
2.1.8 Milestone: Identify and train “Super-
Users” on new Care Coordination Model 
2.1.8 (MP-P9) Metric: List of “Super-User” 
Trainee Names and Training Sign-Up Sheets 
2.1.8 Data Source: Documentation of “Super-
User” Names and Training Sign-Up Sheets 
 
2.1.9 Milestone: Finalize Communication Plan 
2.1.9 (MP-P11) Metric: Mercy Care 
Coordination Communication Plan 
2.1.9 Data Source: Documentation of Plan 
 

2.1.10 Milestone: Schedule and train majority of hospital staff on new Care 
Coordination Model prior to operational “go live” 
2.1.10 (MP-P9) Metric: List of Hospital Staff  Trainee Names and Training 
Sign-Up Sheets 
2.1.10 Data Source: Documentation of List of Hospital Staff  Trainee Names 
and Training Sign-Up Sheets 
 
2.1.11 Milestone: Adopt New Care Coordination Model throughout entire 
hospital in operational “go live”  
2.1.11 (MP-P7) Metric: Mercy Medical Center’s New Model of Care 
Coordination Report on Operational “Go-Live” 
2.1.11 Data Source: Mercy Medical Center’s New Model of Care 
Coordination Report on Operational “Go Live”  
 
2.1.12 Milestone: Test Care Logistics™ software  and interfaces  
2.1.12 (MP-P8) Metric: Report on Test of Care Logistics™ Software and 
Interfaces  
2.1.12 Data Source: Health system HIT documentation 
 
2.1.13 Milestone: Implement a minimum of 2 operational procedures needed 
to improve overall efficiencies in care management 
2.1.13 (MP-I3) Metric: Report on Implementation of New Operational 
Procedures to Improve Overall Efficiencies in Care Management 
2.1.13 Data Source: Documentation of Report 
 
2.1.14 Milestone: “Go live” with Care  Logistics™ software and interfaces  
2.1.14 (MP-I1)Metric: HIT System Configuration Confirmation 
2.1.14 Data Source: Documentation of HIT System Configuration 
Confirmation 
 
2.1.15 Milestone: Achieve X% improvement for a minimum of 2 key 
performance indicators (Note:Baseline and Improvements Targets established 
in Milestone 2.1.7) 
2.1.15 (MP-I6) Metric: Report on Key Performance Indicators’ Improvement 
from Baseline 
2.1.15 Data Source: Documentation of Report 
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III. Category 2 – Improved Health Outcomes & Quality 
 
Narrative: Project 2.2 - Develop Patient-Centered Care Transitions for Patients at the Highest Risk of Readmission 
Master Plan Project 2.3 
 

• Goal: To develop a patient-centered, care transitions model for patients at the highest risk of hospital readmission. The Sisters of Providence 
Health System is focused on expanding the Mercy Homecare Disease Management Program that has played an integral role in the “virtual 
ACO” model collaborative with Hampden County Physician Associates and Mercy Medical Center. The strategic direction is clear: Develop 
a truly comprehensive, seamless continuum of care in a “medical home” approach that ensures that no patient gets “lost in transition.” 
Implementation challenges are numerous. The optimum care management model will entail the development of a patient-centered approach 
that provides direct referrals and strong “hand offs” between levels of the care continuum (e.g., acute care to home care) to reduce the 
potential for adverse events and complications. A patient-centered approach must take into account the experience and unique characteristics 
of each patient, as it provides new referral channels between various components (e.g., PCP to disease management or homecare). The formal 
care management function and operational framework must be supported by an appropriate technology infrastructure, as well by enhanced 
system capacities to provide outpatient disease management clinics for patients with serious, chronic conditions. This project will design a 
patient-centered care transition intervention for patients that are identified as “High-Risk,” using the Massachusetts State Action on Avoidable 
Re-hospitalizations (STAAR) Chart Review Tool. 

 
• Rationale: Unplanned hospital readmissions of “High-Risk” patients in the United States rack up annual medical costs in the $17 billion 

range. Patients who have these serious conditions (and their care givers) typically face a chasm as they transition from acute care to the next 
appropriate level of care, whether it be their homes or another facility. Typically, a relatively high percentage of “High-Risk” patients return 
to the hospital within 30 days. Typically, this is because they did not have a follow-up appointment with their primary care provider or 
specialist within 2 to 5 days after discharge, were released to the wrong post-acute care setting, or did not have their medications reconciled 
with a nurse or pharmacists within first or second day after discharge. In a patient-centered model, it will be essential for providers to take 
into account that many “High-Risk” patients (and their care givers) often feel anxious and confused about how to manage chronic conditions. 
When devising care management interventions, it is vital for providers to understand that their patients and their families often feel burdened 
with a fragmented health system and are frequently confused about the plan of care at discharge and what “red flags” to watch for that signal 
a need to contact the right provider immediately. There may be linguistic, cultural, racial, literacy, psychological or cognitive barriers that 
block communication between the patient and provider, especially during care transitions. These barriers may result in missed appointments 
or no-shows for follow-up tests or medication problems. The discontinuity of care during transitions typically results in patients with serious 
conditions falling through the cracks and, all too frequently, leads to an otherwise preventable hospital readmission.17 Yet, for all the 
formidable challenges facing high-risk patients in their care transitions, there is a growing body of evidence suggesting that carefully guided 
interventions can significantly reduce hospital readmission rates. Eric Coleman and his colleagues provided an experimental group of elderly 
hospital patients with a “transitions coach,” specialized tools to enhance communication between care sites and taught them to take a more 

                                                 
17 Coleman, E., Parry, C., et. al.  (2003). The care transitions intervention: a patient-centered approach to ensuring effective transfers between sites of geriatric care. Home Health 
Care Serv Q, 22 (3), 1-17. Retrieved from http://www.ncbi.nim.nih.gov/pubmed/14629081?dopt=AbstractPlus 

http://www.ncbi.nim.nih.gov/pubmed/14629081?dopt=AbstractPlus
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assertive stance in managing their diseases and making their preferences known to providers, resulting in significantly lower hospital 
readmission rates, at 30 and 90 days, than patients in the control group.18  
 

• How the Project Can Refine Innovations, Test, and Disseminate Findings: This project is intended to accomplish three major goals: 1) 
identify and refine innovations in care management and care delivery for “High Risk” patients; 2) test new ways for meeting the needs of this 
patient population; and 3) disseminate findings about promising practices to improve quality, enhance “High Risk” patient services and 
reduce costs. For “High Risk” patients and family members, the Sisters of Providence Health System’s Care Cross Continuum Team will 
identify and refine innovations to more closely involve family caregivers and community providers “…as full partners in completing 
assessment of patients’ home-going needs,”19  reconciling medications at admission and creating a customized care plan prior to discharge. It 
is anticipated that the Care Cross Continuum Team will devise ways for “High Risk” patients and caregivers to inform operational aims, goals 
and methods in this project. Project activities include re-engineering the discharge process, testing new ways to provide effective teaching and 
learning on the part of patients and caregivers, on topics ranging from understanding discharge instructions to knowing what condition 
“warning signs” to watch for that would warrant an immediate call to a provider. Hospital clinicians will test new ways for the hospital to fill 
the critical gap between discharge and the “High Risk” patient’s next physician appointment and to increase the percentage of “High Risk” 
patients that have customized care plans prior to discharge and reduce <30-day readmission rates. Finally, this project will develop a “lessons 
learned” report and share it throughout the health system. The report will detail the promising practices devised, the challenges of 
implementation and the initial results for quality improvement, patient satisfaction and <30-day readmission rates. 

 
• Expected Results: Expected results aim to decrease the rates of 30-day hospital readmissions for high-risk patients, and to improve these 

patients’ quality of life by providing more seamless care transitions from the acute care setting to the next level of care. Milestones will 
include the development of a cross-functional care transitions task force, with representatives from acute care, home care, nursing homes, 
case management, quality and medical staff at the hospital. A key result will be to develop a “high risk tool” to identify the patients at greatest 
risk of hospital readmission. The highest risk patients will likely benefit from home care nursing visits and disease management services that 
can be scheduled prior to discharge. Another expected result will strengthen referral linkages between Mercy Home Care and two, large 
primary care physician practices to access expanded disease management services for “High Risk” patients. This project will re-engineer the 
hospital’s discharge process for all patients, with a focus on assessment of post-hospital needs, patient and family education regarding 
diagnosis, post-discharge services and medication plan. A key project feature will evaluate the feasibility of providing a follow-up visit by a 
Mercy Medical Center Advanced Practice RN between hospital discharge and PCP appointment, for all patients that have the highest risk of 
<30 day hospital readmission.  
 

                                                 
18 Coleman, E., Parry, C., et. al. (2006). The care transitions intervention: results from a randomized controlled trial. Archives of Internal Medicine. 166: 1822-1828. Retrieved 
from http://www.caretransitions.org/documents/The%20CTI%20RCT%20-%20AIM.pdf 
 
19 Institute for Healthcare Improvement. State Action on Avoidable Rehospitalization: Improvement Areas.  Accessed from: www. 
http://www.ihi.org/offerings/Initiatives/STAAR/Pages/Improvement.aspx 
 

http://www.caretransitions.org/documents/The%20CTI%20RCT%20-%20AIM.pdf
http://www.ihi.org/offerings/Initiatives/STAAR/Pages/Improvement.aspx
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• Relation to other Projects: This project is closely related to Mercy DSTI Projects 1.1, 2.1, 3.1 and 3.2, because developing patient-centered 
care transitions for “High Risk” patients requires an adequate supply of and access to PCPs, rigorous tracking of care delivered in inpatient 
settings, and special enrollment status for disease management and other supportive services to stave off preventable and costly hospital or 
skilled care nursing admissions in global and alternate payment systems. 
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20 The basis for selecting a sample of 30 “High Risk” patients that are readmitted <30-days is not to establish a baseline and follow-up improvement measure per se, but rather to 
perform a gap analysis  to gauge the number of Advanced Practice RN hours that would be needed to provide bridge visits to “High Risk” patients discharged from the hospital. 

Project 2.2: Develop Patient-Centered Care Transitions for Patients at the Highest Risk of Readmission (Master Plan Project 2.3) 
SFY 2012  SFY 2013 SFY 2014 
2.2.1 Milestone: Develop Mercy/Sisters of 
Providence Health System Care Cross 
Continuum Team to include representatives 
from Acute Care, Skilled Nursing, Ambulatory 
Care and Home Care  
2.2.1 (MP-P1) Metric: Mercy/Sisters of 
Providence Health System Care Cross 
Continuum Team  
2.2.1 Data Source: Documentation of Sisters of 
Providence Health System Care Cross 
Continuum Team  
 
2.2.2 Milestone; Identify baseline for Mercy 
Medical Center’s High-Risk Diagnostic-Related 
Groups (DRGs) by analyzing 30-day 
readmissions for acute care and home care 
patients using STARR Chart Review Tool 
2.2.2 (MP-P3) Metric: STARR Chart Review 
Report on <30-day Readmissions identifying 
High-Risk Diagnoses 
2.2.2 Data Source: Documentation of Chart 
Review Report on <30-day Readmissions 
 
2.2.3 Milestone: Re-engineer hospital discharge 
process for all admitted patients 
 2.2.3 (MP-P16) Metric: “High-Risk Tool” and 
“Discharge Checklist”. 
2.2.3 Data Source: Documentation of “High-
Risk Tool” and “Discharge Checklist” 
 
2.2.4 Milestone: Develop Home-Based Disease 
Management Program Plan for Discharged 
High-Risk Patients  
2.2.4 (MP-P9) Metric: Home-Based Disease 
Management Program Plan for High-Risk 
Patients  
2.2.4 Data Source: Documentation of Disease 
Management Program Plan 
 
 

2.2.6 Milestone: Conduct baseline study of at 
least 30 High-Risk patients20 that  readmitted 
<30-days in SFY 2013 to determine average 
time interval between hospital discharge and 
PCP visit and feasibility to provide follow-up 
visit by Advanced Practice RN to all High-Risk 
Patients 
2.2.6 (MP-P12) Metric: Study of Sample of at 
least 30 High Risk Patients Readmitted <30-
days 
2.2.6 Data Source: Patient Medical Records 
 
2.2.7 Milestone: Dedicate additional Advanced 
Practice RN resources, as feasible, to provide 
bridge visit to high-risk patients between 
hospital discharge and patients’  PCP visit 
2.2.7 (MP-P15) Metric: Advanced Practice RN 
Position Description and Work Schedule 
2.2.7 Data Source; Documentation of 
Advanced Practice RN Position Description and 
Work Schedule 
 
2.2.8 Milestone: Expand number of RN hours 
allocated to Home-Based Disease Management 
Program for High-Risk Patients 
2.2.8 (MP-P11) Metric:  Increase RN Hours for 
Home Care Program  
2.2.8 Data Source:  Documentation of RN 
Hours Increase  
 
2.2.9 Milestone: Implement Home-Based 
Disease Management Program for High-Risk 
Patients Discharged from Mercy Medical Center 
for at least 30 patients 
2.2.9 (MP-I1)Metric: Home Health 
Certification and Plan of Care signed by RN and 
Patient’s PCP 
2.2.9 Data Source: Home Health Certification 
and Plan of Care 

2.2.11 Milestone: Develop Mercy/ Sisters of 
Providence Health System Care Cross Continuum 
Team report on “lessons learned” and share it 
throughout the health system 
2.2.11 (MP-P17) Metric: Sisters of Providence 
Health System Care Cross Continuum Team 
report on “lessons learned”  
2.2.11 Data Source:  Documentation of  
Mercy/Sisters of Providence Health System Care 
Cross Continuum Team Report on “lessons 
learned”  
 
2.2.12 Milestone: Conduct study of at least 30 
High-Risk patients that are readmitted <30-days to 
determine average time interval between hospital 
discharge and PCP visit and compare results with 
SFY 2013 baseline study 
2.2.12 (MP-P12) Metric: Study of at least 30 
High-Risk patients that are readmitted <30-days in 
SFY 2014 
2.2.12 Data Source: Documentation of Study 
 
2.2.13 Milestone: Collect baseline patient-
centered measures for sample of 30 high-risk 
patients to determine percentages for participating 
in teach back method and warm hand-offs 
2.2.13 (MP-P13) Metric: Report on Baseline 
Patient-Centered Measures for 30 High-Risk 
Patients 
2.2.13 Data Source: Documentation of Report 
 
2.2.14 Milestone: Conduct study to determine 
feasibility of providing wellness program on 
Mercy Medical Center campus for patients with 
high-risk diagnoses 
2.2.14 (MP-P10) Metric:  Feasibility Study for 
Providing Wellness Program on Mercy Medical 
Center Campus for Patients with High-Risk 
Diagnoses 
2.2.14 Data Source: Documentation of Mercy 
Medical Center Wellness Center Plan 
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 Project 2.2: Develop Patient-Centered Care Transitions for Patients at the Highest Risk of Readmission 
SFY 2012  SFY 2013 SFY 2014 
2.2.5 Milestone: Establish baseline measure for 
the percentage of “High Risk” patients  with 
customized care plans before discharge 
2.2.5 (MP-P25) Metric: Percentage of “High 
Risk” patients  with customized care plans 
before discharge 
2.2.5 Data Source: Report on “High Risk” 
patients with customized care plan before 
discharge 
 

2.2.10 Milestone: Increase  by 5% over baseline  
the percentage of “High Risk” patients  with 
customized care plans before discharge 
2.2.10 (MP-I11) Metric: Percentage of “High 
Risk” patients  with customized care plans 
before discharge 
2.2.10 Data Source: Report on “High Risk” 
patients with customized care plan before 
discharge 

2.2.15 Milestone: Increase  by 5% over SFY 2013 
the percentage of “High Risk” patients  with 
customized care plans before discharge 
2.2.15 (MP-I11) Metric: Percentage of “High 
Risk” patients  with customized care plans before 
discharge 
2.2.15 Data Source: Report on “High Risk” 
patients with customized care plan before discharge 
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IV. Category 3 – Ability to Respond to Statewide Transformation to Value-Based Purchasing and to Accept Alternatives 
to Fee-For-Service Payments 
 
Narrative: Project 3.1 - Develop Governance, Administrative and Operational Capacities to Accept Global Payments/Alternative Payments 
Master Plan Project 3.3 
 

• Goal: Formalize existing, PCP-driven, “virtual accountable care organization”21 collaborative of Mercy Medical Center, Hampden County 
Physician Associates, Accountable Care Associates (ACA), LLC, Noble Hospital and Independent Practice Associates (IPA) into a free-
standing legal entity that will be able to contract with various payers for future global payment systems and build system capacities within the 
hospitals, physician groups and new free-standing entity to deliver expanded care management, disease management and case management 
services for new and much larger groups of beneficiaries. None of the PCPs in the physician groups are hospital employees. Mercy Medical 
Center and its collaborators are riveted on 5 transformational goals for this project: 1) improve care and reduce per capita costs; 2) advance 
the management of chronic disease; 3) reduce hospital admissions and preventable readmissions; 4) boost patient satisfaction; and 5) manage 
financial risk for performance under a global payment arrangement.  

 
Project activities are geared to build capacities in three areas: governance, administration and operations. Project activities for the first year 
include creating a new legal entity and governing board for an Accountable Care Organization, drawing representation form Mercy Medical 
Center, Noble Hospital, physician groups and the community. Other first-year activities include devising an operating agreement, detailing   
respective roles and responsibilities of Mercy Medical Center, Noble Hospital, physician groups and other entities in the new configuration. 
The first project year activities also include developing plans for Health Information Exchange (HIE) platform components, tools or 
applications, in order to increase the hospital’s connectivity with physician groups. As part of this process, the hospital will review the 
Massachusetts Statewide HIE Plan and align its efforts with the state-wide plan. Second year activities include establishing a Specialist 
Advisory Council to enhance the integrated model of care among hospitals and physician groups, and to enlist specialist participation in 
future program proposals to serve Dual-Eligible and/or Medicaid, non-elderly populations.  Second year activities also include implementing 
a HIE component for physician groups. Rounding out second year activities is planning new quality, cost benchmarking and measurement 
reports for ACO beneficiaries that are hospitalized at Mercy Medical Center. Third year activities include developing a plan to expand HIT 
care management and care coordination capacities at the hospital and implementing the plan for quality, and cost benchmarking, measurement 
and reporting. Following the implementation of another HIE component, third year activities will culminate in developing a pilot program 
proposal to serve a Dual-Eligible and/or Medicaid population, such as, but not limited to the Commonwealth’s anticipated Dual-Eligible 
Initiative for non-elderly adults enrolled in both Medicaid and Medicare. 
 

• Rationale: The dominant business model of “illness-based” health care and fee-for-service reimbursement is being upended by unsustainable 
costs, fragmented services and relatively poor health outcomes for unmanaged care. Driven by growing concerns over spiraling health care 
costs, and the uneven quality of care for unmanaged Medicare patients, Mercy Medical Center in partnership with Hampden County 

                                                 
21 Fisher, E.S., Staiger, D.O., Bynum, J.P.W., Gottlieb, D.J., (2007). Creating accountable care organizations: the extended hospital.  Health Affairs, 26 (1), w44-w57. (Published 
online) Retrieved from http://www.content.healthaffairs.org/cgi/content/full/26/1/w44. 
 

http://www.content.healthaffairs.org/cgi/content/full/26/1/w44
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Physician Associates, developed a pilot for 6,200 Medicare members, in partnership with commercial insurance payers. On a relatively small 
scale, this “virtual ACO” shifted from a fee-for-service business model to a new payment model: performance incentives were aligned so that 
health cost savings were shared by patients, physicians, the hospital and the insurance payer, but only if quality and cost effectiveness 
benchmarks were achieved. Created more than a decade ago, this “virtual ACO” has far-reaching potential for replication for emerging global 
payment systems in the Commonwealth and nationally, especially as it allows for relatively small physician practices to participate. The 
integrated model of care delivery and payment reform is precisely what leading authorities like Elliott Fisher have pointed to as a remedy for 
the overuse, high-cost and low-value of medical care in a fragmented health care system.22 On a relatively small scale, the “virtual ACO” in 
Hampden County, Massachusetts bent the health care cost curve by integrating care management, care delivery and disease management into 
a single, high-performance network. Compared to metrics of unmanaged Medicare populations, hospital utilization rates and average LOS 
diminished significantly, as did hospital readmission rates. Financial performance has been outstanding, yielding surpluses in both the 
hospital’s service fund and the physician service fund. With its robust disease management program for “high-risk” patients, the “virtual 
ACO” was able to reduce utilization costs and enhance shared savings margins. Thus, cost efficiencies were inextricably tied to quality 
outcomes for beneficiaries.  

 
• Expected results: The former “Virtual ACO” will establish itself as a legal entity, thereby positioning itself within the emerging market for 

value-based purchasing and other alternatives to fee-for-service payment, including risk-bearing arrangements. Mercy Medical Center will 
expand its operational capacities to develop new Health Information Exchanges, and increase its connectivity for sharing patient medical 
information with area physician groups. By collaborating with physician groups and another community hospital in a physician-led ACO, 
Mercy Medical Center will advance organizational learning on how to serve much larger patient populations in a new business model that 
aims to lower cost, increase quality and boost patient satisfaction. 
 

• Relationship to other Projects: This Project is most directly related to Mercy DSTI Projects 2.2 and 3.1 because: 1) many, if not all, of the 
beneficiaries in the complex patient population, predictably, will fit the “High Risk” patient criteria and require well-managed discharge 
processes, if and when they are hospitalized; 2) many of the capacity building activities to increase connectivity for Health Information 
Exchanges between Mercy Medical Center and collaborating physician groups will carry over to this project.   

  

                                                 
22 Fisher, E.S. (2009, June 18). Doctor’s pay, a key to health care reform: share saving with doctors. The New York Times. Message posted to  
http://www.roomfor debate.blogs.nytimes.com/2009/06/18/better-medical-carefor. 
 

http://www.roomfor/
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Project 3.1: Develop Governance, Administrative and Operational Capacities to Accept Global Payments/Alternative Payments 
(Master Plan Project 3.3) 
SFY 2012  SFY 2013 SFY 2014 
3.1.1 Milestone: Create new legal entity that 
will be able to contract for an array of future 
global payment systems with Medicare, 
Medicaid and commercial payers. 
3.1.1 (MP-P1) Metric: Certificate of 
Organization filed with the Commonwealth 
of  Massachusetts  
3.1.1 Data Source: Documentation of 
Submission by the Commonwealth of 
Massachusetts’ Secretary of State 
 
3.1.2 Milestone: Develop Operating 
Agreement  that details roles and 
responsibilities for collaborating entities 
3.1.2 (MP-P2) Metric: Operating Agreement 
3.1.2 Data Source: Documentation of 
Operating Agreement  
 
3.1.3 Milestone: Select Health Information 
Exchange (HIE) Platform for Mercy Medical 
Center to provide health data exchange with 
collaborating physician groups  
3.1.3 (MP-P11) Metric: Agreement/contract 
with HIE platform vendor 
3.1.3 Data Source: Documentation of 
agreement/contract 
 
3.1.4 Milestone: Develop implementation 
plan for at least 2 HIE Platform components, 
tools or applications, which could include 
Laboratory and Radiology Reports, to go 
“live,” one in SFY 2013 and the other in SFY 
2014 
3.1.4 (MP-P4) Metric: Implementation Plan 
for 2 HIE Platform Components, Tools or 
Applications 
3.1.4 Data Source: Documentation of 
Implementation Plan 
 
 
 
 
 
 

3.1.6 Milestone: Establish Specialist Advisory Council to 
promote integration and coordination of care for 
beneficiaries 
3.1.6 (MP-P9) Metric: Specialist Advisory Council 
Membership List that includes representation from at 
least 5 specialties such as , but not limited to: cardiology, 
pulmonology, oncology,  orthopedics, general 
surgery/GYN  
3.1.6 Data Source: Documentation of Specialist 
Advisory Council Membership List 
 
3.1.7 Milestone: Survey sample collaborating physician 
groups to determine interest levels and most compelling 
provider agreement features that would attract their 
participation in a dual-eligible and/or Medicaid  pilot 
3.1.7 (MP-P7) Metric: Report on Physician Survey 
Results 
3.1.7 Data Source: Documentation of Report 
 
3.1.8 Milestone: Specialist Advisory Council develops 
Quality and Cost Performance Incentive Plan 
3.1.8 (MP-P10) Metric: Quality and Cost Performance 
Incentive Plan 
3.1.8 Data Source: Documentation of Plan 
 
3.1.9 Milestone: Implement plan to “go live” with 1 HIE 
component, tool or application for physician groups 
3.1.9 (MP-I1)Metric: Screen Shot(s) of HIE component, 
tool or application 
3.1.9 Data Source: Sisters of Providence Health System 
IT  
 
3.1.10 Milestone: Develop plan to institute quality and 
cost benchmarking,  measurement and reporting, utilizing 
the CMS-approved MSSP Quality Performance 
Standards 
3.1.10 (MP-P11) Metric: Plan for Patient Quality and 
Cost Benchmarking Reporting Measures  
3.1.10 Data Source: Documentation of  Plan  

3.1.12 Milestone: Develop plan to expand 
HIT care management and care coordination 
capacities  
3.1.12 (MP-P6) Metric: HIT Expansion Plan 
3.1.12 Data Source: Documentation of  HIT 
Expansion Plan 
 
3.1.13 Milestone: Implement plan to “go 
live” with 1 additional HIE component, tool 
or application for physician groups 
3.1.13 (MP-I1) Metric: Screen Shot(s) of 
HIE component, tool or application 
3.1.13 Data Source: Sisters of Providence 
Health System IT 
 
3.1.14 Milestone: Implement plan to institute 
quality and cost benchmarking, measurement 
and reporting that includes elements of 
Specialist Advisory Council Quality and Cost 
Performance Incentive Plan  and  the CMS-
approved MSSP Quality Performance 
Standards 
3.1.14 (MP-I2) Metric: Copies of quality and  
cost benchmarking, and measurement reports 
3.1.14 Data Source: Documentation of  
quality, cost benchmarking and measurement  
reports 
 
 
3.1.15 Milestone: Develop a pilot program 
proposal to serve non-elderly, Dual-Eligible 
and/or Medicaid population 
3.1.15 (MP-P8) Metric: Copy of proposal to 
payer 
3.1.15 Data Source: Documentation of  
proposal 
 
 
 



 

40 

   
 Project 3.1: Develop  Governance, Administrative and Operational Capacities to Accept Global Payments/Alternative Payments 
SFY 2012  SFY 2013 SFY 2014 
3.1.5 Milestone: Establish baseline for the 
number of physician offices utilizing HIE 
platform components, tools or applications 
3.1.5 (MP-P5) Metric: The number of physician 
offices utilizing HIE platform components, tools 
or applications 
3.1.5 Data Source: Sisters of Providence Health 
System IT Report 

3.1.11 Milestone: Increase the number of 
physician offices utilizing HIE platform 
components, tools or applications by 5 offices 
over baseline 
3.1.11 (MP-I3) Metric:  Increase by 5 the  
number of physician offices utilizing HIE 
platform components, tools or applications 
3.1.11 Data Source: Sisters of Providence 
Health System IT Report 

3.1.16 Milestone: Increase the number of physician 
offices utilizing HIE platform components, tools or 
applications by 5 over SFY 2013 
3.1.16 (MP-I3) Metric: Increase by 5 the  number 
of physician offices utilizing HIE platform 
components, tools or applications 
3.1.16 Data Source: Sisters of Providence Health 
System IT Report 
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IV. Category 3 – Ability to Respond to Statewide Transformation to Value-Based Purchasing and to Accept Alternatives 
to Fee-For-Service Payments. 
 
Narrative: Project 3.2 - Develop Administrative, Organizational and Clinical Capacities to Manage the Care of Complex Patient Populations 
Master Plan Project 3.5 
 

• Goal: Paving the way for the Mercy Medical Center and the Sisters of Providence Health System to develop cost-effective and patient-
centered care for complex populations, this project will increase a variety of organizational learning opportunities, from site selection, 
physical infrastructure development and employee skills training in new service delivery models, to new health information care management 
technologies and billing systems that mesh with new payer requirements. A new program site will be designed and built by renovating an 
existing building. A number of challenges are involved in implementing this pioneering program thrust to care for a dual-eligible population. 
Value-based purchasing to care for complex populations at risk of hospital admissions and/or skilled nursing home placement will require 
hospital and health system employees to utilize a new model of care and a new, operational mindset, one that evaluates a patient’s perceived 
benefit of potential diagnosis and treatment and manages resources prudently. This patient-centered orientation represents a fundamental shift 
away from the current mode of diagnosing all possible conditions for fee-for-service payments. Instead, by shifting to alternate payment 
systems for serving complex patient populations, a new philosophy and operating framework will be instilled for all clinical and 
administrative staff. Value-based purchasing to care for patients at risk of hospital and/or skilled nursing home placement will require 
employees to utilize a new model of care within an ethical framework. Other challenges include training employees who can listen to a 
patients’ individualized care needs and can respond with flexibility and creativity to help patients live in the least restrictive setting in the 
community. A final challenge will consist of developing, for a specialized demographic of patients, plans to renovate existing space for a 
primary care and specialty clinic, day programs, rehabilitation therapy facilities and administrative offices. The vision for facility and 
program development is to become a Center of Excellence for serving the broad range of needs of a specific patient demographic, one that 
includes not only global payment program beneficiaries, but other patients as well. Specific project activities include: 1) Selecting a physical 
site for program operations/approval of program operations site by hospital and health system Board of Trustees and property owners;  

 2) Devising a comprehensive orientation and training program on complex patient program philosophy and clinical model, to include  
      elements that impact patients’ health status, such as transportation, meals, safe housing and access to exercise; 3) Engaging an architect to 

provide feasibility study on site development; 4) Completing a report that will include an analysis of existing capacities necessary to manage 
the care of dual eligible/complex patients under new payment methodologies, including current employee IT competencies, IT infrastructure, 
IT capacities of community vendors, Health System care coordination, cost management, accounting, claims adjustment and coordination of 
benefits; 5) Developing a plan for providing  optimum mix of health and supportive services on the new program site; and 6) enrolling 
program beneficiaries. 

 
• Rationale: This project will operate on two levels for the hospital and the health system: 1) For clinical and administrative staff, this 

represents a pioneering effort to develop infrastructure, train and reorient staff to care for a complex patient population in a global payment 
system; 2) For the hospital and health system, the project represents a significant organizational learning opportunity to prepare for new 
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payment systems and models of care for complex patient populations. In a patient-centered model of coordinated care, a defined, complex 
patient population will be able to live in the least restrictive setting in the community. Patients’ autonomy will not only be respected; it will be 
deeply honored. With a convenient and reorganized hub of health and supportive services, complex patients can receive all of their health care 
in one location. With “one-stop shopping” caregivers of complex patients are relieved of a significant burden of having to navigate a 
fragmented health system. Government payers expect costs savings from maintaining beneficiary health and a reduction of preventable 
hospital readmissions or premature placement in specialized care facilities. Beyond the value to develop capacities to manage care for a 
defined set of complex patients in the community, this project also will have considerable carryover value for the health system’s 
development of value-based purchasing for other complex patient populations. The lessons learned from developing program policies and 
procedures, the optimum mix of integrated services, comprehensive orientation and training of clinical and administrative staff and analyzing 
care coordination, cross-referral and cost management HIT and accounting systems will inform future health system initiatives to develop a 
continuum of care for new patient-centered care delivery models with other patient populations.  
 

• Expected results: A defined set of complex patients will receive health care at lower cost, greater quality and increase their satisfaction in a 
new model of care. This project will enhance organizational learning and system capacities, throughout the Sisters of Providence Health 
System, to serve complex patient populations in future global payment systems.  

 
• Relation to other Projects: This Project is most directly related to Mercy DSTI Projects 2.2 and 3.1 because: 1) many, if not all, of the 

beneficiaries in the complex patient population, predictably, will fit the “High Risk” patient criteria and require well-managed discharge 
processes, if and when they are hospitalized; 2) many of the capacity building activities to increase connectivity for Health Information 
Exchanges between Mercy Medical Center and collaborating physician groups will carry over to this project.   
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Project 3.2:  Develop Administrative, Organizational and Clinical Capacities to Manage the Care of Complex Patient Populations 
(Master Plan Project 3.5) 
SFY 2012  SFY 2013 SFY 2014 
3.2.1 Milestone: Selection of physical site for 
program operations 
3.2.1 (MP-P1) Metric: Approval of Site by 
Sisters of Providence Board of Trustees and 
Property Owners 
3.2.1 Data Source: Board of Trustee Minutes 
 
3.2.2 Milestone: Develop program policies and 
procedures to align with requirements and 
specifications of insurance payers 
3.2.2 (MP-P2) Metric: Policies and procedures 
are developed to meet various requirements and 
specifications for dual-eligible population in 
global payment configurations 
3.2.2 Data Source: Sisters of Providence 
Health System Policies and Procedures,  
 
3.2.3 Milestone: Finalize engineering study for 
site development 
3.2.3 (MP-P3) Metric: Engineering Study 
3.2.3 Data Source: Documentation of  
Engineering  Study 
 
3.2.4 Milestone: Complete analysis of existing 
health system information technology, care 
coordination, cost management and accounting 
systems in light of global payment and care 
management requirements 
3.2.4 (MP-P4) Metric: Analysis Report: 
Findings and Recommendations 
3.2.4 Data Source: Analysis Report: Findings  
and Recommendations 
 

3.2.5 Milestone: Implement at least 3 recommendations 
of report on existing health information technology, care 
coordination, cost management and accounting systems 
3.2.5 (MP-I1) Metric: Report  on  How 
Recommendations on Health System Information 
Technology, Care Coordination, Cost Management and 
Accounting Systems Were Implemented 
3.2.5 Data Source: Documentation of Report 
 
3.2.6 Milestone: Identify the mix of  health care and 
supportive services to be selected from, but not limited 
to: transportation, meals, housing, preventative,  primary, 
acute, behavioral, pharmacy, long-term, end-of-life care 
3.2.6 (MP-P5) Metric: Plan for Health and Supportive 
Services Mix 
3.2.6 Data Source: Plan for Health and Supportive 
Services  Mix 
 
3.2.7 Milestone: Development of  comprehensive 
training and orientation program on Complex Patient 
Program Philosophy and Clinical Model  
3.2.7 (MP-P6) Metric: Successful production of 
Comprehensive Training and Orientation Program  for 
Health System Employees 
3.2.7 Data Source: Comprehensive Training and 
Orientation Program  
 
3.2.8 Milestone: Establish contracts for services to be 
provided, based on Plan for Health and Supportive 
Services Mix 
3.2.8 (MP-P7) Metric: Agreements in place for services 
to be provided  
3.2.8 Data Source:  Provider contracts 
 
3.2.9 Milestone: Deliver Comprehensive Training and 
Orientation Program  on Complex Patient Program 
Philosophy and Clinical Model for  a minimum of 7 
employees 
3.2.9 (MP-I3) Metric: Completion of training and 
orientation program 
3.2.9 Data Source: Documentation of completion of 
training and orientation program 

3.2.10 Milestone: Train and orient health system 
employees in the complex patient program 
philosophy and clinical model. 
3.2.10 (MP-P8) Metric: Completion of Complex 
Patient Training  
3.2.10 Data Source: Copies of Employee 
Certificates of Completion 
 
3.2.11 Milestone: Enroll first group of program 
participants 
3.2.11 (MP-I2) Metric: Enrollment Forms 
3.2.11 Data Source: Enrollment records 
 
3.2.12 Milestone: Conduct baseline study on 
patients’ experience of care and utilization data 
3.2.12 (MP-P10)Metric: Study of Patients’ 
Experience of Care and Utilization 
3.2.12 Data Source: Study of Patients’ 
Experience of Care and Utilization 
 
3.2.13 Milestones: Deliver  reports to hospital 
and health system leaders on  “lessons learned”  
from  (1) selecting a mix of site-based, health 
care and supportive services for a complex 
patient population, and (2) training and 
orientation of clinical and administrative staff to 
manage resources and care for patients in a global 
payment system 
3.2.13 (MP-P9) Metric: Lessons Learned Report  
3.2.13 Data Source: Documentation of Report  
 
3.2.14 Milestone: Deliver Comprehensive 
Training and Orientation Program  on Complex 
Patient Program Philosophy and Clinical Model 
for  a minimum of  20 employees 
3.2.14 (MP-I3) Metric: Completion of training 
and orientation program 
3.2.14 Data Source: Documentation of 
completion of training and orientation program 
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IV. Category 3 – Ability to Respond to Statewide Transformation to Value-Based Purchasing and to Accept Alternatives 
to Fee-For-Service Payments. 
 
Narrative: Project 3.3 – Participate in Learning Collaborative 
Master Plan Project 3.9 
 

• Goal:  Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to significantly transform the care 
experience for Massachusetts residents served by eligible safety net hospitals.  As important as individual hospital efforts will be, there is 
even greater potential value in leveraging the hospitals’ efforts for delivery system transformation through the sharing of best practices.  
 

• Rationale: Participation in learning collaborative will provide a forum for eligible DSTI safety net providers to learn from other providers 
that share similar goals and to capitalize on potential synergies in their efforts.  
 

• Expected Results: Through this project, Mercy Medical Center will join an existing learning collaborative – such as the Brookings-
Dartmouth ACO Learning Network or another ongoing learning collaborative that aligns with DSTI goals – or will develop a new learning 
collaborative designed to support its transformation goals. Demonstration Year 15 (SFY 2012) goals will be for eligible DSTI safety net 
hospitals to explore existing and/or potential new opportunities for participation in a learning collaborative.  

• Potential project elements Include (All DSTI hospitals must select from among the following project elements): 
A. Explore existing and/or potential new opportunities for participation in learning collaborative whose goals align with the  

                    Triple Aim and DSTI transformation objectives.  
B.   Select a learning collaborative in which to participate, which may consist of either: 

1.  Identifying and joining an existing learning collaborative whose goals align with the Triple Aim and DSTI objectives; OR 
2.  Developing a new learning collaborative structure designed to support the hospital’s delivery system transformation goals  
     and to align with the Triple Aim and DSTI objectives. 

C. In the case that a hospital elects to develop a new learning collaborative, establish and implement a new learning collaborative designed 
to support the hospital’s delivery system transformation goals under DSTI and to align with the Triple Aim and DSTI objectives. 

D. Participate actively in the selected or new learning collaborative. 
E. Report on lessons learned from participation in learning collaborative as they relate to the hospital’s delivery system transformation goals 

under DSTI. 
 

• Relation to Other Projects: The learning collaborative model supports the development of a shared culture of continuous improvement and 
innovation, which will facilitate and enhance the individual hospitals’ efforts to advance the Triple Aim through their DSTI projects. 
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 Project 3.3: Participate in Learning Collaborative (Master Plan Project 3.9) 
SFY 2012  SFY 2013 SFY 2014 
3.3.1 Milestone: Explore existing and/or 
potential new opportunities for participation in 
learning collaborative. 
3.3.1 (MP-P1) Metric: Hospital meeting 
minutes and/or documentation of research 
findings on learning collaboratives. 
3.3.1 Data Source: Internal hospital 
documentation 
 

3.3.2 Milestone: Participate actively in learning 
collaborative. 
3.3.2 (MP-P5) Metric: Documentation of 
attendance at and/or participation in learning 
collaborative activities. 
3.3.2 Data Source(s):Internal hospital 
documentation and/or learning collaborative 
documents 
 
Choice of one of the following options for 
Project Element B (select a learning 
collaborative in which to participate): 
 
Option 1 of Project Element B: 
3.3.3 Milestone: Select and join an existing 
learning collaborative (if selecting option 1 of 
Project Element B). 
3.3.3 (MP-P2) Metric: Documentation of 
hospital joining learning collaborative. 
3.3.3 Data Source: Internal hospital 
documentation and/or learning collaborative 
documents 
OR: 
 
Option 2 of Project Element B: 
3.3.3 Milestone: Develop a new learning 
collaborative structure (if selecting option 2 of 
Project Element B). 
3.3.3 (MP-P4) Metric: Documentation of new 
learning collaborative goals, structure and 
membership and/or signed agreement with 
facilitator of new learning collaborative (if 
applicable). 
3.3.3 Data Source(s): Learning collaborative 
documents and/or agreement 
 

3.3.4 Milestone: Participate actively in learning 
collaborative. 
3.3.4 (MP-P5) Metric: Documentation of 
attendance at and/or participation in learning 
collaborative activities. 
3.3.4 Data Sources(s): Internal hospital 
documentation and/or learning collaborative 
documents 
 
3.3.5 Milestone: Report on lessons learned from 
participation in learning collaborative as they relate 
to the hospital’s delivery system transformation 
goals under DSTI. 
3.3.5 (MP-P6) Metric: Hospital report on lessons 
learned. 
3.3.5 Data Source: Hospital report 
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V. Category 4 – Population Focused Improvements 
Pursuant to Section X of Attachment J to the Massachusetts Section 1115 Demonstration Special Terms and Conditions, the purpose of Category 4 is 
to evaluate the impact of the investments and system changes described in Categories 1, 2 and 3 through population-focused measures. Category 4 
metrics recognize that the population-focused objectives do not guarantee outcomes but result in learning, adaptation, and progress. As such, eligible 
safety net hospitals will measure and report on selected measures but will not have milestones associated with the achievement of specific 
improvements. Hospitals shall commence reporting Category 4 measures starting in Demonstration Year 16 (SFY 2013). 

A. Common Measures  
All participating safety net hospitals will develop plans to report on a core set of Category 4 measures pursuant to Table 1 of Section X.D of 
Attachment J. Hospitals shall report on 11 Common Measures in Demonstration Year 16 (SFY 2013) and report on one additional Common Measure 
in Demonstration Year 17 (SFY 2014), for a total of 12 Common Measures in Demonstration Year 17. Because this category involves evaluating the 
initiatives and system changes described in Categories 1, 2, and 3 through population-focused objectives, the common measure set is organized 
around the Triple Aim: 
 
Better Care:. Improve the overall quality of the US health system by making health care more patient-centered, reliable, accessible, and safe.  These 
goals, set forward by the Institute of Medicine in Crossing the Quality Chasm, are important domains for assessing the effectiveness of care 
improvements. In the context of the DSTI program, there is a focus on both the quality and experience of patient care.  
 
One area of increasing national attention has been a focus on improvement of care transitions between providers or settings of care. Health care 
transitions, such as moves in and out of hospitals to post-acute care/nursing home care, home care (with and without home care supports), or 
outpatient care have been shown to be prone to medical errors; poor care coordination, infections and incorrect usage of medications—leading to 
potentially avoidable hospital readmissions, less than optimal patient health outcomes, and added health care costs.   This is especially the case for 
complex care needs, patients with social acuity, and co-occurring health conditions.  

Given the importance of examining patient care transitions and their effect on patient outcomes, three Common Measures, utilizing patient 
experience of care measures from the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey focus on whether 
patients’ felt they had a good understanding of their medications and care needs post-discharge. Medication adherence and errors are a leading source 
of unnecessary emergency and acute care; therefore, it is an area of shared focus.23  Included within the HCAHPS measures is the Three-Item Care 
Transition Measure (CTM-3). This measure set has recently been added as a voluntary option to the HCAHPS survey.  

Better Care also includes a focus on care in Emergency Departments. Reducing the time patients remain in the emergency department (ED) can 
improve access to treatment and increase quality of care. Reducing this time potentially improves access to care specific to the patient condition and 

                                                 
23 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge from the Hospital.” Ann Intern Med. (2003) 138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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increases the capability to provide additional treatment. Overcrowding and heavy emergency resource demand have led to a number of problems, 
including prolonged patient waiting times, increased suffering for those who wait, rushed and unpleasant treatment environments, and potentially poor 
patient outcomes. 

Better Care  
Common Measures 

DY 16 
Measure-
ment 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.1 (MP-CM4.1) Care Transitions 
Measure Set (CTM-3) 
 
Voluntary HCAHPS questions 
 
Data Source: Hospital vendor or 
Hospital Compare as available 

Not 
applicable in 
DY16. 
Requires new 
data capture. 

Not 
applicable in 
DY16. 
Requires new 
data capture. 

07/01/12 – 
06/30/13 

7/31/14 

4.2: (MP-CM4.2) Patients who 
reported that staff "Always" 
explained about medicines before 
giving it to them. 
 
HCAHPS Composite (Questions 
16 & 17) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.3: (MP-CM4.3) Patients at each 
hospital who reported that YES, 
they were given information 
about what to do during their 
recovery at home. 
 
HCAHPS Composite (Questions 
19 & 20) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 
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Better Care  
Common Measures 

DY 16 
Measure-
ment 
Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment 
Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.4: (MP-CM4.4) ED Wait Time: 
Door to Diagnostic Evaluation by 
a Qualified Medical Personnel  
 
CMS IQR  measure (OP-20) 
 
Data Source: Hospital Compare 

01/1/2012 - 
06/30/12 

1/31/13 07/1/2012 - 
06/30/13 

1/31/14 

  

Better Health: Improve the health of the population by supporting proven interventions and enhancing the quality of care delivered. Many of today’s 
individual health care processes are designed to respond to the acute needs of individual patients, rather than to anticipate and shape patterns of care 
for important subgroups. Population health focuses on segmenting the population, perhaps according to health status, level of support from family or 
others, and socioeconomic status, to facilitate efficient and appropriate care delivery. The Category 4 common measures share a focus on examining 
population dynamics. Two CMS Inpatient Quality Reporting/Joint Commission measures report on proven immunization interventions that can 
improve the health of hospitalized populations following discharge—preventing subsequent care interventions.24 Two other ambulatory- sensitive 
measures examine acute admissions for chronic obstructive pulmonary disease (COPD) and congestive heart failure (CHF) patients—two patient 
populations of particular concern given their chronic care needs. A fifth measure looks at maternal and child health—examining the incidence of low-
birth weight children, a leading determinant of newborn health especially important for Medicaid populations. 

                                                 
24 See Specifications Manual for National Hospital Inpatient Quality Measures for selected references on clinical effectiveness of immunizations. Available at 
http://www.qualitynet.org 
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Better Health Common Measures 
DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.5: (MP-CM4.5) Pneumonia 
Immunization 
 
CMS IQR/Joint Commission measure  
IMM-1a 25 
 
Data Source: Hospital Compare 

01/01/12 – 
06/30/12 

 

01/31/13 07/01/12 – 
06/30/13 

 

01/31/14 

4.6: (MP-CM4.6) Influenza 
Immunization (seasonal measure) 
 
CMS IQR/Joint Commission measure  
IMM-2 26 
 
Data Source: Hospital Compare 

01/01/12 - 
03/30/12 

 

01/31/13 10/01/12-
03/30/13 

 

01/31/14 

4.7: (MP-CM4.7) Percent of 
discharged patients under age 75 
who were hospitalized for Chronic 
Obstructive Pulmonary Disease 
(Ambulatory Sensitive-Condition 
Admissions Measure) 

Modified AHRQ PQI-5: denominator 
modified to include only discharged 
hospital inpatients 

Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

                                                 
25 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a includes all inpatients.  
26 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 includes all inpatients. 
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Better Health Common Measures 
DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.8: (MP-CM4.8) Percent of 
discharged patients under age 75 
who were hospitalized for 
Congestive Heart Failure 
(Ambulatory Sensitive-Condition 
Admissions Measure) 

Modified AHRQ PQI-8; denominator 
modified to include only discharged 
hospital inpatients 

Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.9: (MP-CM4.9) Low Birth Weight 
Rate: number of low birth weight 
infants per 100 births27  

AHRQ PQI-9 

Data Source: Hospital records 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

 

Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for individuals, families, employers, and the government.  
Measures that provide insights both into improved opportunities for health care delivery and health care cost-effectiveness are an area of particular 
focus in the Triple Aim. Many of the DSTI Category 1-3 projects include a specific focus on improving population health outside of the walls of the 
hospital (e.g. Primary Care Medical Homes, Health Information Exchanges, ACO development, etc.); therefore, it will be important to examine 
measures within the Category 4 Common Measures that look at hospital care indicators that are ambulatory-sensitive and that have the potential for 
better care coordination or care venues.  Preventable readmissions are an area of nationwide focus, both for their cost and health implications, but 
also because many readmissions are the result of poor care hand-offs and lack of care coordination post discharge. Similarly, many pediatric asthma 
emergency department visits are potentially avoidable with concerted outpatient management and care plans; therefore, an ambulatory-care sensitive 

                                                 
27 Hospitals without maternity services are exempted from this measure. 
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pediatric asthma measure, relevant to Medicaid populations, has been included.  Lastly, a measure of early elective delivery examines a practice of 
care for which the evidence-base suggests can lead to unnecessary newborn complications and health care costs.28 

 

Cost-Effective Care Common 
Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.10: (MP-CM4.10) Hospital 30-day, 
all-cause readmission rate to the 
index hospital following a 
hospitalization for all patients 18 and 
older (not risk adjusted) 

See CMS IQR Readmissions 
Measures (AMI, CHF, and 
Pneumonia) for a list of standard 
exclusions, including: 1) index 
admissions for patients with an in-
hospital death, 2) patients 
transferred from the index facility to 
another acute care facility, and 3) 
patients discharged against medical 
advice.29  

Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

                                                 
28 Clark, S., Miller, D., Belfort, M., Dildy, G., Frye, D., & Meyers, J. (2009). Neonatal and maternal outcomes associated with elective delivery. [Electronic Version].   
 Am J Obstet Gynecol. 200:156.e1-156.e4. 
29 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is counted as a readmission. No admissions within 30 days of 
discharge from an index admission are considered as additional index admissions. The next eligible admission after the 30-day time period following an index admission will be 
considered another index admission. 
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Cost-Effective Care Common 
Measures 

DY 16 
Measure-
ment Period 

DY 16 
Reporting 
Date(s) to 
EOHHS 

DY 17 
Measure-
ment Period 

DY 17 
Reporting 
Date(s) to 
EOHHS 

4.11: (MP-CM4.11) Percent of 
Emergency Department visits for 
children age 18 or less with a 
primary diagnosis of asthma--
Ambulatory Sensitive-Condition  

See AHRQ PDI-14 for numerator 
specification. Denominator 
specification includes children ages 
2 to 17 with an ED visit 

Data Source: Hospital ED billing 
data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.12: (MP-CM4.12) Percent of 
patients with elective vaginal 
deliveries or elective cesarean 
sections at greater than or equal to 37 
weeks and less than 39 weeks of 
gestation completed30  

MassHealth Maternity Measure-3 

Data Source: MassHealth Quality 
Exchange(MassQEX) 

07/01/11-
06/30/12 

01/31/13 07/01/12-
06/30/13 

01/31/14 

   
B. Hospital-Specific Measures 
 
In addition to the common measures listed in above, hospitals must select hospital-specific measures on which to report according to the projects they 
have selected in Categories 1-3. Hospitals must select for reporting in Category 4 a minimum of one measure per project up to a total of 15 Category 
4 hospital-specific measures for projects selected in Categories 1-3. Project 3.9:  Participate in a Learning Collaborative will not have associated 

                                                 
30 Hospitals without maternity services are exempted from this measure. 
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Category 4 hospital-specific measures.  Hospitals shall choose from the options listed in the Master DSTI Plan, which are associated with the project 
in Categories 1-3 to which they pertain.31  

 
1. Project 1.1: Enhance Primary Care Capacity and Access 

 
• Rationale for Measure: The overarching goal of this project is to increase primary care capacity and access in the hospital’s primary service 

area. Measuring the percentage of non-emergent ED patients that are unable to identify a primary care provider, therefore, is one key 
metric for gauging the lack of capacity and access to primary care physicians in the hospital’s primary service area. Project activities will 
aim to increase the number of primary care providers and refer non-emergent ED patients that lack primary care physicians to a Federally 
Qualified Health Center (The Caring Health Center) and other providers.  

 
2. Project 1.2: Integrate Physical and Behavioral Health Care in Mercy Medical Center’s ED 

 
• Rationale for Measures: The primary goals of this project are to improve the quality of care, lower the cost and enhance the experience of 

ED care for patients that present with significant mental health and substance abuse (MH/SA) issues. Establishing a baseline for the 
average length of stay (LOS) for the MH/SA ED patient is a key improvement metric for patient flow, gauging the time interval between 
ED admission and referral to appropriate treatment and/or discharge for patients that present with significant mental health and/or 
substance abuse issues. Reducing the LOS will not only reduce per capita costs for these patients, it also may leverage improvements in the 
overall patient flow in the ED and reduce waiting times for all ED patients. When MH/SA ED patients are managed more effectively to 
reduce the time they spend in the ED, assessed more efficiently and receive expedited referral and/or admission to appropriate treatment, it 
is likely that that the quality of care, safety and the experience of care for these patients will improve. As a corresponding measure, the rate 
of ED patients that leave without being treated by a Licensed Independent Practitioner will serve as an indicator of ED overcrowding 
and/or patient flow, as well as ED patient satisfaction and safety. Evidence suggests that there is a strong correlation between uninsured or 
Medicaid status and ED patients that leave without being treated.32 Uninsured and Medicaid patients generally face numerous obstacles in 
seeking timely treatment elsewhere. Another study found that 45% of ED patients who left without treatment needed “…immediate 
medical attention and 11 percent who left were hospitalized within the next week.”33 

 

3. Project 2.1: Align New Organizational Structures, Human Systems and IT Infrastructure to Improve Health Outcomes and Quality 
 

                                                 
31 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a hospital’s denominator population for a given measure is not 
sufficiently large to produce statistically valid data, then hospitals shall not be required to report the data under Category 4 measures.  
32 Ru, D., McCarthy, M., Guohua, et. al., (December 2006). Patients who leave without being seen: their characteristics and history of emergency department use. Annals of 
Emergency Medicine, 48 (3), 686-689. 
33 United States General Accounting Office. (March 2003). Hospital emergency departments: crowded conditions vary among hospitals and communities. Report to the Ranking 
Minority Member, Committee on Finance, United States Senate. 
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• Rationale for Measures: The primary goals of this project are to improve health quality and safety outcomes, to boost patient satisfaction, 
to enhance hospital capacity and to reduce health care costs. When average LOS is reduced, typically there are improvements in health 
quality and safety, patient satisfaction, and hospital capacity, with corresponding reductions in per capita costs. By eliminating non-value 
added and wasteful “white space” during a patient’s hospital stay, diagnostic and treatment procedures can be delivered more timely and 
effectively for patient-centered care, while leveraging more bed capacity. Keeping patients in the hospital for shorter stays can reduce the 
number of hospital-acquired infections and/or injuries like falls. The Central Line-Associated BSI measure is a key indicator of patient 
safety. Project activities will reengineer various processes for patient care quality and safety.  

4. Project 2.2: Develop Patient-Centered Care Transitions for Patients at the Highest Risk of Readmission 

• Rationale for Measures: The primary goals for this project are to decrease the rates of 30-day hospital readmissions for “High Risk” 
patients and to improve the patient safety and health quality by providing more seamless care transitions from the acute care setting to the 
next level of care. Tracking the percentage of “High Risk” patients readmitted <30-days, therefore, is a pivotal metric for gauging project 
success. By re-engineering the hospital discharge process, utilizing the “High Risk Tool” and “Discharge Checklist,” additional resources 
in disease management and Advanced Practice Nursing will be deployed to “High Risk” patients to increase the likelihood that the 
transition from acute care will result in fewer missed appointments or follow-up tests, better  outpatient medication management or less 
patient confusion about what “red flags” to watch for that warrant an immediate call to a medical provider. A second, hospital-specific 
measure for this project is the percent of patients who reported that their nurses “Always” communicated well. This HCAHPS measure 
refers to how well patients rate how well nurses treated them with courtesy and respect, listened carefully to them and explained things in 
ways they could understand. This measure is especially important for “High Risk” patients who may typically feel vulnerable and 
powerless about their conditions and prognoses. Patient-centered care requires clear and understandable communication with all patients 
on a number of dimensions, including: 1) the coordination and integration of care; 2) information about their health status; 3) the process of 
care, self-care and health promotion; 4) physical comfort, especially pain management, assistance with daily living activities and hospital 
surroundings. 

 
5. Project 3.1: Develop Governance, Administrative and Operational Capacities to Accept Global Payments/Alternate Payments 
 

• Rationale for Measure: The primary goals for this project are to boost governing, administrative and operational capacities to accept global 
payments by transforming a “virtual ACO” into a legal entity. Measuring the percentage of “virtual ACO” Managed Medicare 
beneficiaries that are readmitted <30-days will be an important baseline measure to track during the project’s development, because it is a 
key indicator of a number of outcomes that the newly-formed legal entity will seek to accomplish with new and larger patient populations, 
namely: 1) improved care quality; 2) reduced per capita costs; 3) reduced preventable readmissions; and 4) increased patient satisfaction. 
By utilizing this metric as an organizational learning reference point, the newly-formed ACO and Mercy Medical Center will be able to 
build sufficient capacities in HIT connectivity, Health Information Exchanges, disease management, care coordination among 
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collaborating entities and quality and cost benchmarking to develop pilot program proposals to serve new Dual-Eligible and/or Medicaid 
populations.  

 
6. Project 3.2: Develop Administrative, Organizational and Clinical Capacities to Manage the Care of Complex Patient Populations 

 
• Rationale for Measure: The primary goals for this project are to develop capacities for delivering health care to a complex patient 

population at lower cost, higher quality and with increased patient satisfaction. Measuring the number of ED visits for this complex patient 
population will be a key indicator for a number of intended outcomes. A reduced number of ED visits will be a function of more 
effectively managing the needs and complex medical conditions of this patient population. By shifting the care delivery model from the 
currently-configured, fragmented dispersion of clinical and supportive services in the community to a site-based, clinical and supportive 
services model, patients (and care givers) will have more convenient access to care management, reducing the likelihood that patients will 
seek care at the ED. By reducing the number of ED visits, patients will obtain better care and receive it at lower cost.  
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   Hospital-specific measures 

Project 1.1 – Enhance Primary Care Capacity and  
Access 
 
4.1 (MP Project 1.3) Measure Description:  Percentage of Mercy 

Non-Emergent  
ED Patients sampled that are unable to identify a Primary Care  
Physician 
 
This measure will be obtained by counting the number of  
ED patients that report that they have no primary care  
physician when they register and dividing that number by  
the total number of ED patients seen. 

N/A Report measure 

Percentage of Mercy Non-
Emergent ED Patients 
sampled that are unable to 
identify a Primary Care 
Physician 

Report measure 

Percentage of Mercy Non-
Emergent ED Patients 
sampled that are unable to 
identify a Primary Care 
Physician 

Project 1.2 - Integrate Physical and Behavioral Health  
Care in Mercy Medical Center ED 
 
4.2 (MP Project 1.2) Measure Description:  Average Length of 
stay for Mental Health/Substance Abuse Patients in Mercy ED 

This measure will be obtained by adding  medical  
records data on the individual length of stay in hours for  
all ED patients that present with significant behavioral  
 health issues dividing the total number of hours by the   
 number of ED patients that presented with significant  
 behavioral health issues during that same month of  
 September to compute the average length of stay. 
 
4.3  (MP Project 1.2) Measure Description: The rate of ED 

patients who leave without being treated by a Licensed 
Independent Practitioner 

 
This measure will be obtained by counting the number of ED 
patients that are registered and triaged and leave the ED without 
being seen by a Licensed Independent Practitioner and dividing 
this number by the total number of patients that are registered 
and triaged. 

N/A Report measures 

A. Average Length of stay 
for Mental 
Health/Substance Abuse 
Patients in Mercy ED 
 

B. The rate of ED patients 
who leave without being 
treated by a Licensed 
Independent Practitioner 

Report measures 

A. Average Length of stay 
for Mental 
Health/Substance 
Abuse Patients in 
Mercy ED 
 

B. The rate of ED patients 
who leave without 
being treated by a 
Licensed Independent 
Practitioner 
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Project 2.1 - Align New Organizational Structures,  
Human Systems and IT Infrastructure to Improve  
Health Outcomes and Quality 
 
4.4 (MP Project 2.7) Measure Description: Average Length of 
Stay for all Mercy Medical Center Inpatients 

This measure will be calculated by dividing the number of  
 acute care inpatient days by the number of acute care  
 inpatient discharges, excluding the following: 1) patients  
 with an admission service of Rehab, Psych, Substance  
 Disorder, Long Term Acute Care, Hospice,  
 Skilled Nursing, deliveries and newborns, cases which  
 exceed 365 days LOS, and cases missing a principal diagnosis. 
 
4.5 (MP Project 2.7) Measure Description: Central Line-
Associated BSI  

This measure will be calculated by dividing the number of cases 
of BSI infections by 1,000 central line days. 

N/A 

 
 
 
 
 
 
 
 
 
 

 

Report measure 

A. Average Length of 
Stay for all Mercy 
Medical Center 
Inpatients 

 

B. Central Line-
Associated BSI  

 
 

 

Report measure 

A. Average Length of 
Stay for all Mercy 
Medical Center 
Inpatients 

 

B. Central Line-
Associated BSI 
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  Project 2.2 - Develop Patient-Centered Care  
Transitions for Patients at the Highest Risk of  
Readmission 
 

4.6 (MP Project 2.3) Measure Description: Percentage of High 
Risk Patients readmitted <30 days 

This measure will be obtained by utilizing the STARR tool 
methodology to identify “High Risk” patients and dividing the  
number of <30-day readmissions by the total number of  
discharges, excluding rehab, psych, skilled nursing LTAC,  
hospice, substance abuse disorder (based on admission,  
deliveries and newborns, elective admissions and patients with a 
 discharge disposition of death. 
 
4.7 (MP Project 2.3) Measure Description: Percentage of 

Patients who reported that their nurses “Always” 
communicated well 

 
This measure will be obtained by dividing the number of  
patients who reported  that their nurses “Always” communicated 
well on completed surveys by the total number of completed  
survey items on this question 

N/A Report measure 

 

 

A. Percentage of High Risk 
Patients readmitted <30 
days 

 

 

 

B. Percentage of Patients 
who reported that their 
nurses “Always” 
communicated well 

Report measure 

 

 

A. Percentage of High 
Risk Patients 
readmitted <30 days 

 

 

 

B. Percentage of Patients 
who reported that their 
nurses “Always” 
communicated well 
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Project 3.1 - Develop Governance, Administrative and  
Operational Capacities to Accept Global  Payments/  
Alternative Payments 
 
4.8  (MP-Project 3.3) Measure Description:  Percentage of 

“Virtual” ACO beneficiaries readmitted < 30 days 
 
This measure will be obtained by dividing the number of  
“Virtual ACO” Medicare Advantage beneficiaries that are  
readmitted <30-days by the total number of discharges. 

N/A Report measure 

Percentage of “Virtual” ACO 
beneficiaries readmitted < 30 
days 

Report measure 

Percentage of “Virtual” 
ACO beneficiaries 
readmitted < 30 days  

Project 3.2 - Develop Administrative, Organizational  
and Clinical Capacities to Manage the Care of  
Complex Patient Populations 
 

4.9  (MP Project 3.5) Measure Description: Number of Dual   
Eligible ED visits  

This measure will be obtained by counting the number of ED 
visits made by dual eligible patients. 

N/A Report measure 

Number of Dual Eligible ED 
visits  

 
 

Report measure 

Number of Dual Eligible 
ED visits 
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Appendix A 
  Metric Funding Allocation Table 

      

           Hospital Name: Mercy Medical Center 
  DSTI Proportional Allotment Factor: .0727 
  

           DY 15/SFY12    DY 16/SFY13   DY 17/SFY14 
Cat 1:  Integration    Cat 1:  Integration  

 
Cat 1:  Integration  

Annual Metric Base Value  $3,349,333 
 

Annual Metric Base Value  $5,024,000 
 

Annual Metric Base Value  $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor  $243,413 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor  $365,120 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor  $365,120 

     

Project/ 
Metric 

Optional 
Adjust-ment 
(%) Metric Value 

 

Project/ 
Metric 

Optional 
Adjust-ment 
(%)  Metric Value 

 

Project/ 
Metric 

 Optional 
Adjust-ment 
(%)  Metric Value 

Project 1.1 
 

Project 1.1  
 

Project 1.1  

Metric Base Value Adjusted for # 
Metrics  $243,413 

 

Metric Base Value Adjusted for # 
Metrics  $304,267 

 

Metric Base Value Adjusted for # 
Metrics  $365,120 

Metric 1.1.1   $243,413 
 

Metric 1.1.6   $304,267 
 

Metric 1.1.12 
 

$365,120 
Metric 1.1.2   $243,413 

 
Metric 1.1.7   $304,267 

 
Metric 1.1.13   $365,120 

Metric 1.1.3   $243,413 
 

Metric 1.1.8   $304,267 
 

Metric 1.1.14   $365,120 
Metric 1.1.4   $243,413 

 
Metric 1.1.9   $304,267 

 
Metric 1.1.15   $365,120 

Metric 1.1.5   $243,413 
 

Metric 1.1.10   $304,267 
 

Metric 1.1.16   $365,120 
   

 
Metric 1.1.11   $304,267 

  
  

       

 

   

 

   

Project Subtotal  $1,217,067 Project Subtotal  $1,825,600 Project Subtotal  $1,825,600 
   

 
   

 
   

Project 1.2  
 

Project 1.2  
 

Project 1.2  

Metric Base Value Adjusted for # 
Metrics  $202,844 

 

Metric Base Value Adjusted for # 
Metrics  $228,200 

 

Metric Base Value Adjusted for # 
Metrics  $260,800 

Metric 1.2.1   $202,844 
 

Metric 1.2.7   $ 228,200 
 

Metric 1.2.15   $260,800  
Metric 1.2.2   $202,844 

 
Metric 1.2.8   $228,200 

 
Metric1.2.16   $260,800 

Metric 1.2.3   $202,844 
 

Metric 1.2.9   $228,200 
 

Metric 1.2.17   $260,800 
Metric 1.2.4   $202,844 

 
Metric 1.2.10   $228,200 

 
Metric 1.2.18   $260,800 
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Metric 1.2.5   $202,844 
 

Metric 1.2.11   $228,200  
 

Metric 1.2.19   $260,800 
Metric1.2.6   $202,844 

 
Metric 1.2.12   $228,200 

 
Metric 1.2.20   $260,800 

 
  

 

Metric 1.2.13  $228,200 

 

Metric 1.2.21  $260,800 
   Metric 1.1.14  $228,200    
Project Subtotal  $1,217,067 Project Subtotal  $1,825,600 Project Subtotal  $1,825,600 
           

CAT 2: Innovations  
 

CAT 2: Innovations  
 

CAT 2: Innovations  
Annual Metric Base Value 

  
$3,349,333 

 
Annual Metric Base Value  $5,024,000 

 
Annual Metric Base Value  $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $243,413 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $365,120 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $365,120 

Project/ 
Metric 

Optional 
Adjust-ment 
(%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-ment 
(%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-ment 
(%)  Metric Value 

Project 2.1   Project 2.1   Project 2.1  

Metric Base Value Adjusted for # 
Metrics  $304,267  

Metric Base Value Adjusted for # 
Metrics  $365,120  

Metric Base Value Adjusted for # 
Metrics  $304,267 

Metric 2.1.1   $304,267 
 

Metric 2.1.5   $365,120 
 

Metric 2.1.10   $304,267 
Metric 2.1.2   $304,267 

 
Metric 2.1.6   $365,120 

 
Metric 2.1.11   $304,267 

Metric 2.1.3   $304,267 
 

Metric 2.1.7   $365,120 
 

Metric 2.1.12   $304,267 
Metric 2.1.4   $304,267 

 
Metric 2.1.8   $365,120 

 
Metric 2.1.13   $304,267 

 
  

  
Metric 2.1.9   $365,120 

 
Metric 2.1.14   $304,267 

 
    

  
    

 
Metric 2.1.15   $304,267 

Project Subtotal  $1,217,067 
 

Project Subtotal  $1,825,600 
 

Project Subtotal  $1,825,600 
  

 
  

  Project 2.2  
 

Project 2.2  
 

Project 2.2  

Metric Base Value Adjusted for # 
Metrics  $243,413 

 

Metric Base Value Adjusted for # 
Metrics   $365,120 

 

Metric Base Value Adjusted for # 
Metrics   $365,120 

Metric 2.2.1   $243,413 
 

Metric 2.2.6    $365,120 
 

Metric 2.2.11    $365,120 
Metric 2.2.2   $243,413 

 
Metric 2.2.7    $365,120 

 
Metric 2.2.12    $365,120 

Metric 2.2.3   $243,413 
 

Metric 2.2.8    $365,120 
 

Metric 2.2.13    $365,120 
Metric2.2.4   $243,413 

 
Metric 2.2.9    $365,120 

 
Metric 2.2.14    $365,120 

Metric 2.2.5   $243,413 
 

Metric 2.2.10    $365,120 
 

Metric 2.2.15    $365,120 
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Project Subtotal  $1,217,067 
 

Project Subtotal  $1,825,600 
 

Project Subtotal  $1,825,600 

  
 

  
 

  
 

  
 

  
 

  

CAT 3: Payment Reform  
 

CAT 3: Payment Reform  
 

CAT 3: Payment Reform  
Annual Metric Base Value $3,349,333 

 
Annual Metric Base Value $5,024,000 

 
Annual Metric Base Value $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor $243,413 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor $365,120 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor  $365,120 

    
  

Project/ 
Metric 

Optional 
Adjust-ment 
(%) Metric Value  

Project/ 
Metric 

Optional 
Adjust-ment 
(%)  Metric Value  

Project/ 
Metric 

 Optional 
Adjust-ment 
(%)  Metric Value 

Project 3.1      Project 3.1      Project 3.1     

Metric Base Value Adjusted for # 
Metrics  $243,413 

 

Metric Base Value Adjusted for # 
Metrics  $304,267 

 

Metric Base Value Adjusted for # 
Metrics  $365,120 

Metric 3.1.1   $243,413 
 

Metric 3.1.6   $304,267 
 

Metric 3.1.12   $365,120  
Metric 3.1.2   $243,413 

 
Metric 3.1.7   $304,267 

 
Metric 3.1.13   $365,120 

Metric 3.1.3   $243,413 
 

Metric 3.1.8   $304,267 
 

Metric 3.1.14   $365,120 
Metric 3.1.4   $243,413 

 
Metric 3.1.9   $304,267  

 
Metric 3.1.15   $365,120 

Metric 3.1.5   $243,413 
 

Metric 3.1.10   $304,267 
 

Metric 3.1.16   $365,120 

 
  

  
Metric 3.1.11   $304,267 

  
  

 Project Subtotal  $1,217,067 
 

Project Subtotal  $1,825,600 
 

Project Subtotal  $1,825,600 
  

 
   

 
   

Project 3.2  
 

Project 3.2  
 

Project 3.2  

Metric Base Value Adjusted for # 
Metrics  $304,267  

 

Metric Base Value Adjusted for # 
Metrics  $365,120 

 

Metric Base Value Adjusted for # 
Metrics  $365,120  

Metric 3.2.1   $304,267  
 

Metric 3.2.5   $365,120 
 

Metric 3.2.10   $365,120  
Metric 3.2.2   $304,267  

 
Metric 3.2.6   $365,120 

 
Metric 3.2.11   $365,120  

Metric 3.2.3   $304,267  
 

Metric 3.2.7   $365,120 
 

Metric 3.2.12   $365,120  
Metric 3.2.4   $304,267  

 
Metric 3.2.8   $365,120 

 
Metric 3.2.13   $365,120  

 
   

 
Metric 3.2.9   $365,120 

 
Metric 3.2.14   $365,120  

 
   

  
  

   
    

Project Subtotal  $1,217,067 
 

Project Subtotal  $1,825,600 
 

Project Subtotal  $1,825,600 

       
Project 3.3: Learning Collaborative 

 
Project 3.3: Learning Collaborative 

 
Project 3.3: Learning Collaborative 

  Learning Collaborative Annual 
Metric Base Value  $837,333 

 

  Learning Collaborative Annual 
Metric Base Value  $1,256,000 

 

  Learning Collaborative Annual 
Metric Base Value  $1,256,000 
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Metric Base Value Adjusted for 
Proportional Allotment Factor   $60,853 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $91,280 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $91,280 

Metric Base Value Adjusted for # 
Metrics  $304,267 

 

Metric Base Value Adjusted for # 
Metrics  $ 228,200 

 

Metric Base Value Adjusted for # 
Metrics   $228,200 

 
OptionalAdj. 
(%)    

OptionalAdj. 
(%)    

OptionalAdj. 
(%)   

Metric 3.3.1   $304,267  Metric 3.3.2   $228,200  Metric 3.3.4   $228,200 

 
  

  
Metric 3.3.3   $228,200 

 
Metric 3.3.5   $228,200 

 
  

   
   

  
   

 
  

   
   

  
   

 
  

   
   

  
   

 
    

  
   

  
   

Project Subtotal  $304,267 
 

Project Subtotal  $456,400 
 

Project Subtotal  $456,400 

  
 

  
 

   
 

   

CAT 4: Population Health  
 

CAT 4: Population Health  
 

CAT 4: Population Health  
Annual Metric Base Value  N/A 

 
Annual Metric Base Value  $3,078,431  

 
Annual Metric Base Value  $2,907,407 

Metric Base Value Adjusted for 
Proportional Allotment Factor  N/A 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor  $223,725 

 

Metric Base Value Adjusted for 
Proportional Allotment Factor   $211,296 

Metric Base Value Adjusted for # 
Metrics  N/A 

 

Metric Base Value Adjusted for # 
Metrics  $190,167 

 

Metric Base Value Adjusted for # 
Metrics  $181,111 

# Measures Reported  N/A 
 

# Measures Reported  20 
 

# Measures Reported  21 
     

 
     

 
     

Category 4 Subtotal  $0 
 

Category 4 Subtotal  $3,803,333 
 

Category 4 Subtotal  $3,803,333 

  
 

  
 

  
 

  
 

  
 

  
Plan Approval (50% total annual 
allotment) $7,606,667 

  
  

 
  

 
  

Annual Target Total  $15,213,333   Annual Target Total   $15,213,333   Annual Target Total   $15,213,333 
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I.  Introduction 
 
A. Background 

 
Community Context:  
The Greater Brockton community, approximately 430,000 (2010) people, is served by four major 
hospitals, Signature Healthcare Brockton Hospital, Steward Good Samaritan Medical Center, Steward 
Morton Hospital and South Shore Hospital, and several Academic Medical Centers located 25 miles to 
the north in Boston, MA.  The Signature Healthcare system is comprised of Signature Healthcare 
Brockton Hospital and Signature Medical Group, an employed group of primary care physicians.  Four 
major groups of primary care physicians provide population management to the community, including: 
Signature Medical Group; Steward Medical Group, a primary care group employed by Steward Good 
Samaritan Medical Center; Compass Medical, an independent group of over 50 primary providers 
contracting through Steward Good Samaritan Medical Center but serving multiple hospitals; and the 
Brockton Area Neighborhood Health Center, a Federal 330 organization.   
 
Several providers offer post-acute services, including: the Brockton VNA; Steward’s Home Health 
Company; numerous skilled nursing centers; Kindred and New England Sinai-Long Term Acute Care 
hospitals; and Braintree Rehabilitation Hospital.  A number of other for-profit outpatient service providers 
supply diagnostic and treatment services to the population.  The Signature Healthcare System and the 
Steward Good Samaritan Medical Center System care for approximately 40 percent of the population; the 
remaining population receives care through South Shore Hospital (11%), Morton Hospital (11%) and the 
Boston Academic Medical Centers (24%).  Competition among health systems to capture the local 
population through employment or affiliation with primary care is intense, and consequently there are 
very few independent primary care providers in the area.  Most of the few independent physicians 
contract through Tufts Medical Center’s New England Quality Care Alliance.  More importantly, access 
to these physician groups is not equal for all payer groups.   
 
Signature Healthcare works collaboratively with Brockton’s Department of Health, the Brockton Area 
Neighborhood Health Center and numerous community social service agencies to coordinate public health 
initiatives and address the at-risk population needs.  For the past two years, the focus of this community 
collaborative has been obesity and nutrition, as 57.2 percent of the population is overweight/obese; prior 
years were dedicated to the treatment of asthma.  Signature Healthcare is part of Brockton’s Promise 
Healthy Start Team which has taken on the challenge of managing the “Mass in Motion” funds; i.e., a 
grant provided to selected communities to make wellness a priority in all areas of daily living.  The 
Healthy Start Team is presently in year two of the grant funding process, which includes implementation 
of the program initiatives including community gardens at some of the BPS, Senior Center, and Housing 
Authority sites. Also, the Healthy Start Team wants to expand upon the Farmers Market that takes place 
at City Hall and will be adding Credit/Debit/EBT machines to make healthy fruits and vegetables more 
accessible.  Signature Healthcare, in collaboration with the Brockton Area Neighborhood Health Center, 
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launched a program to coordinate the care and follow-up for Brockton Area Neighborhood Health Center 
patients seen in the Signature Healthcare ER, with the goal of reducing repeat visits and/or re-admissions.  
Additionally, Signature Healthcare offers specialty care clinics in TB, endocrinology and gynecology to 
which the Brockton Area Neighborhood Health Center refers patients.  Signature Healthcare developed 
Healthy Beginnings, a community outreach program for pregnant women who require medical care, 
social support, financial counseling and translator services.  Given the diverse nature of the patient 
population, Signature Healthcare supplies 24/7 translator services with 15 employed translators speaking 
36 languages.   
 
The payer mix of Signature Healthcare’s patient panel is as expected given the demographics of the 
community with 3.4% residually uninsured, 22% Medicaid and Medicaid Managed care, and 66% public 
pay in total.1  Additionally, the commercial payer rates vary considerably in Massachusetts per the 
Attorney General’s 2008 report which revealed a greater than 300 percent variation in rates paid to the 
hospitals by a commercial payer.  Signature Healthcare Brockton Hospital fell in the lowest quartile and 
had the 14th lowest rates of all 68 hospitals.   These fiscal challenges resulted in operating margins at the 
hospital of -3.18% in FY 08 and 2.11% in FY 09.  These margins do not take into account the overall 
Signature Healthcare system (hospital and medical group) experience, which were a loss of 7.3% in FY 
08 - a consequence of the investment in the integrated care delivery model which includes physicians - 
and a loss of 2.9% in FY 09. In FY 10 Signature Healthcare saw a modest gain of 1.0%, which reflects a 
transitional relief payment of $5,965,000.   
 
Population Description 
The City of Brockton, MA is an ethnically diverse community:  42.0% are White non-Hispanic, 31.2%  
Black , 10.0 % Hispanic or Latino origin and 2.3% Asian/Pacific Islander (2010 US Census).  The 
percentage of Brockton residents who are foreign born was 24.3% for 2005 to 2009 as compared to 14.1% 
for the State of Massachusetts for the same time period.  More than 34% of the residents, age 5 and up 
speak a language other than English at home; the Massachusetts State percentage is 20.4%.     
 
The City has a stable population (declining only -0.5% from 2000 to 2010) with 7.3% under 5 years of 
age,  25.7% under 18 years of age and 11.9% 65 years of age or older; the average age is 35.9.  Women 
comprise 51.9 percent of the total population.  The levels of educational achievement show that, of the 
Brockton population, 24.1% have less than a high school degree and 35.7% have graduated from high 
school, as compared to the state wide averages of 15.2% and 27.3% respectively (MA Dept. of Public 
Health and US Census 2000).  The per capita income is $22,108 with a median household income of 
$50,197. Unemployment rates are 8.9% (December, 2011) as compared to a statewide rate of 6.5%.  The 
top three major employers in the Brockton area are Signature Healthcare, Steward Good Samaritan 
Medical Center and Massasoit Community College.  
 
 
                                                 
1 66% total public pay includes Medicaid and Medicaid Managed Care; Health Safety Net Fund; Commonwealth Care; 
Medicare and other government payment 
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Health System Description 
Signature Healthcare, founded as Brockton Hospital in 1896, is the oldest and largest inpatient facility in 
the service area.  For 116 years, Signature Healthcare Brockton Hospital has maintained its mission of 
serving as the provider of last resort and is the only not-for-profit, full service acute care hospital in the 
area.  Several years ago, Signature Healthcare acquired a geographically dispersed multi-specialty group 
of physicians comprised of 17 different specialties, now called Signature Medical Group.  The high 
percentage of medically complex, underinsured patients has been historically underserved by both 
primary care and specialists, many of whom (outside of Signature Healthcare and Brockton Area 
Neighborhood Health Center) limit their practices’ acceptance of Medicaid and Health Safety Net 
patients.  This created long waits for many underinsured patients requiring the care of sub-specialists.  In 
addition to working with Brockton Area Neighborhood Health Center to provide specialty care to their 
patients, Signature Healthcare continued to expand both primary care and specialty physician coverage in 
the local area, resulting in significant financial losses from the physician group.  Signature Healthcare is 
the sole provider of inpatient pediatric care and psychiatric care (22 beds), with one of the busiest ER 
Departments in Massachusetts and a Level II Special Care Nursery.   
 
As consequence of the fiscal realities, Signature Healthcare has been restricted in their physical plant 
investment which has a 15.9 average age of plant (FY 11).  Within the past year Signature Healthcare 
incurred $185,000 for four unbudgeted and unplanned repairs to the building exterior, mechanical, 
plumbing and electrical systems.   
 
The Vision – Progress Made and Challenges Ahead 
In 2008, Brockton Hospital recognized the need to create a fully integrated health care delivery system 
and aggressively sought to move away from traditional fee for service medicine and embrace population 
care management and preventative health. The Signature Healthcare system has progressed well, earning 
a reputation as a quality provider with low costs.  In 2010, Signature Healthcare received the Premier 
award for Quality with most CORE measures well above the state and national average; the Harvard 
Pilgrim Physician Group Honor Roll: Pediatrics; and the Tufts Health Plan Blue Ribbon designation in 
Primary Care.  In 2010 Signature Healthcare successfully achieved the ranking as the highest performing 
group in the state in 3 of the 4 measures relative to diabetic care.  In 2010, Massachusetts Health Quality 
Partners conducted a phone survey to measure the satisfaction of Signature Healthcare’s ambulatory 
physician practice patients, and found improvement in 7 of the 8 questions. 
 
 The hospital, due to its reliance on governmental payers and the lack of commercial payers to off-set 
revenue shortfalls, determined it necessary to position itself for global payment and the associated risks.  
Signature Healthcare acknowledges the tremendous pressure placed on state and federal governments 
from the continued escalation beyond inflation of total medical expense and accepts its role in bending the 
cost curve downward.  Furthermore, Signature Healthcare believes that pressure on government resources 
will likely place continued downward pressure on government fee for service payments.  Within this 
financial environment, it is critical for Signature Healthcare to manage more of the local population’s total 
medical expense, utilizing the savings from reducing waste in the system to fund care and access to 
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services for Brockton’s vulnerable, at risk population.  Signature Healthcare’s Board of Trustees has 
endorsed a strategic plan to transition from approximately 10% of revenue from population management 
to 50% within the next five years.   
 
The transition to an Accountable Care Organization began in 2009 when Signature Healthcare partnered 
with Blue Cross to manage total medical expense and share in the savings from improving efficiency 
through the Blue Cross Alternative Quality Contract project.  Since that time, Signature Healthcare 
expanded the number of patients in risk panels by contracting with other managed care organizations.  
Expanding from the current level of total medical expense management to 50% will require the 
development of infrastructure and knowledge in managing the total medical expense for very diverse 
groups of patients including traditional commercial employed populations, elderly, and Medicaid, each of 
whom have their own unique issues.  From a financial perspective, Signature Healthcare made modest 
progress in bending the total medical expense curve within the Blue Cross population, however profitably 
managing Medicare patients has proven to be a challenge.    
 
Signature Healthcare’s transition to a robust accountable care organization capable of caring for the local 
diverse population has many components including: network development and management; care 
coordination; clinical information systems; and data analytics.  Though Signature Healthcare began the 
transition to an accountable care organization several years ago, it is still in the early stages of transition.  
Signature Healthcare’s development of network infrastructure and management began with employment 
of a broad base of physicians; the addition of a dedicated managed care team with a physician champion; 
development of an electronic medical record within the hospital and ambulatory practice; and 
implementation of a data warehouse to aggregate claims data along with the electronic medical records.  
In relation to network development and management, Signature Healthcare must develop an additional 
means of engaging physician leaders at the individual PCP practice level; reduce the administrative 
burden on PCPs and improve their internal systems providing time to focus on population health; develop 
a pay structure aligned with population management; enhance the capabilities of the data warehouse to 
assist in analyzing risk; identify patients in need of additional case management; and develop 
collaborative relationships with post-acute providers. 
 
Care coordination has also been in progress for several years. Signature Healthcare developed an 
excellent hospitalist program; began the development of pharmacy risk management expertise; and 
implemented a number of patient centered medical home initiatives.  The patient centered medical home 
concepts applied within the Signature Healthcare practice include improved access during and after hours; 
interpreter services; establishment of a lipid clinic; electronic systems to determine care needs within the 
population risk patients; use of electronic reminders in the ambulatory electronic medical record; 
identification of high risk patients within the risk contracts; improved referral management and extensive 
involvement in QI and improvement in patient satisfaction.  Although some progress has been made in 
care coordination, this is the most significant area in need of development by Signature Healthcare over 
the next five years.  With limited resources, it is imperative Signature Healthcare invest in areas with the 
highest return on investment in both improved quality and reduction in total medical expense.  Although 
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the literature contains many references to various programs and approaches to care coordination, 
consensus does not exist on which programs have the highest degree of benefit or in which order a system 
should implement various improvements.  Signature Healthcare will cautiously develop and implement 
additional case management; disease management; transitions in care coordination; and patient centered 
medical home concepts to implement improvements with the highest degree of leverage for total medical 
expense for Signature Healthcare’s unique population.   
 
Clinical information systems received heavy investment in the past few years, with full implementation of 
an electronic medical record in both the hospital and the ambulatory practices.  Further development is 
ongoing to provide patient access through an electronic portal; integration of the system with other non-
Signature Healthcare providers; coordination of data between the data warehouse and the ambulatory 
electronic medical record; and improvements in the utilization of the electronic medical record for 
electronic reminders related to chronic care and preventive care.   
 
The development of data analytics has been focused primarily within the Blue Cross population reporting 
on numerous ambulatory quality measures.  This resulted in excellent reporting capability on this portion 
of Signature Healthcare’s population.  Additional investment is needed to expand reporting to additional 
populations; analytical capabilities to understand variations in care and to identify the population needing 
additional monitoring before they become high users of resources.  
 
Directly Related Initiatives Funded by the U.S. Department of Health and Human Services 
Signature Healthcare Brockton Hospital DSTI Projects are not directly related to any initiatives funded by 
the U.S. Department of Health and Human Services. Signature Healthcare Brockton Hospital will provide 
updates on our participation in any new HHS-funded initiatives related to our DSTI projects in our 
biannual DSTI progress reports to be submitted to the Commonwealth. 

B.  Executive Summary 
 
Signature Healthcare’s challenge over the next five years is to leverage the early success in managing 
total medical expense; investing in programs that have the highest return on investment and likelihood of 
success, while maintaining and growing the base of primary care physicians for the underserved 
population.  All this in a highly competitive environment while replenishing cash reserves depleted 
partially from the system’s heavy investment in providing access to physician services.  The projects 
selected for focus within the DSTI have many components of patient centered medical home and 
accountable care organizations. By expanding primary care access we hope to enhance patient/family-
centeredness: delivering care with transparency, individualization, recognition, respect, linguistic and 
cultural competence, and dignity. Such care provides patients/families/caregivers with choice in all 
matters and possesses an ongoing focus on consumer service, with bi-directional feedback.  
 
Our Chronic Care Congestive Heart Failure program is another patient centered medical home multi-
disciplinary team approach to care requiring effective team communication, collaboration and role 
definition. 
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Our preventative care data warehouse program incorporates planned visits and follow-up care: in contrast 
to episodic, reactive care, this manner of primary care delivery tracks patients on an ongoing basis so the 
practice is informed and ready to address the patient's needs holistically whenever a patient makes 
contact, and follows up with patients after encounters, as necessary. 

Each program fits within Signature Healthcare’s five year plan for transformation and need to further 
enhance network development and management; care coordination; clinical information systems; and data 
analytics.  In addition, the programs touch the DSTI categories of fully integrated delivery system 
development; improved outcomes and quality; value based purchasing and improving population 
management.   
 
Specific projects selected for the DSTI include:  
 
Category I 
 Improved Access to Care: increase the capacity of primary care physicians to care for more patients in the 

primary care setting for more efficient and timely preventative and proactive care.  Increase the number of 
patients aligned with the organization to allow for the distribution of and management of risk for at risk 
populations.   

 Improve PCP Compliance with Preventative Testing Leveraging EHR adoption and Data Warehouse: The 
primary care providers will develop organizational standards for routine health maintenance preventative 
testing.  We will develop a process by which patient’s routine health care needs are collected from across 
disparate health care delivery systems to improve compliance with recognized screening measures. 

Category II 
 Quality& Efficiency in Primary Care Offices: Creation of a program to improve the quality and efficiency 

in primary care practices through the implementation of Lean healthcare.   

 Development of Congestive Heart Failure (CHF) Disease Management Program: Utilizing evidence-based 
practices to improve care for Congestive Heart Failure patients and reduce readmissions. 

Category III    
 Hospital-Based 360° Patient Care Management Program*: Improve the transitions of care for patients who 

are covered in population risk products.  We expect improvements in care we perfect in this area will 
improve quality and reduce costs. These changes will prepare Signature Healthcare to manage additional 
population risk and improvements may cross over to other non-risk populations of patients.  

 Creation of a Comprehensive Diagnostic Patient Profile: Risk adjustment remains the defining issue for 
Medicare Advantage health plans and is central to improving the quality of care provided to chronically-ill 
beneficiaries. Prospective health risk assessments are the most effective way to bring risk adjustment and 
case management together to drive better medical management, better Star Ratings and higher patient 
satisfaction. 

 Participation in Learning Collaborative: Participation in the learning collaborative will provide a forum for 
eligible DSTI safety net providers to learn from other providers who share similar goals and capitalize on 
potential synergies in their efforts. 
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* Hereafter referred to as the 360o Care Program 

2The table below summarizes the projects that will be addressed in this proposal.  

Project Title Description Three-Year Goals 
Category 1 – Further Development of a Fully Integrated Delivery System 
1.1   Improved Access to Care by 

Improving Primary Care  
 

A central element of transformation is 
empanelment of patients to care teams 
capable of improving population health, 
managing chronic disease and 
supporting patients to improve in their 
own health.    
 

 
Measure and report the number of patients 
eligible for colorectal screening who 
underwent colonoscopy 

1.2  Improve PCP Compliance with 
Preventative Testing, Leveraging 
EHR adoption and Data 
Warehouse 

Create preventative health standards and 
build a process and tools to aggregate 
and integrate data across health care 
systems to allow PCP to coordinate 
care. 

Improve adult PCP compliance with 
USPHTF preventative testing 
recommendations 
 

Category 2 – Improved Health Outcomes & Quality 
2.1 Apply process improvement 
methodology to improve quality and 
efficiency in primary care offices 
 

Creation of a program to improve the 
quality and efficiency in primary care 
practices through the implementation of 
Lean Healthcare  
 

• Implement patient care centered process 
improvement projects in practices to 
increase compliance with preventative 
care. 

• Measure process by documentation of 
standard work for patient process 
improvement. 

• Develop and use standard leader work 
for checking improvement success. 

2.2 Development of Congestive 
Heart Failure (CHF) Disease 
Management Program 

 
 
 
 
 
 

We will expand on accepted heart 
failure treatment strategies by creating a 
multi-disciplinary team approach to: 
• Educate patients and family 

members 
• Utilize the best evidence-based 

clinical management 
• Create support systems to help 

patients participate in their care 
and symptom management 

• Implement Tracking systems 
• Coordinate care between inpatient 

and outpatient settings as well as 
outpatient specialists and primary 
care physicians 

• Organization of a team to coordinate 
patient care for congestive heart failure. 

• Uniformly apply clinical pathways to 
manage patient care. 

• Create working partnerships with visiting 
nurse associations, elder care, palliative 
care, and hospice services. 

• Enroll at least 75% of eligible patients in 
the program. 

 
 

  

                                                 
2 2 “MP-P X” stands for Master Plan – Process Measure #X; similarly, “MP-I X” stands for Master Plan – Improvement 
Measure #X.A 
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Category 3 - Ability to respond to statewide transformation to value-based purchasing and to accept 
alternatives to fee-for-service payments 
3.1 Hospital-Based 360° Patient Care 

Management Program 
Create a managed care team to identify 
and manage severely and chronically ill 
high risk patients who will use an 
inordinately high percentage of health 
care resources.  Identify the root cause 
of suboptimal management of seriously 
ill members of a senior managed care 
population.   

Improve the transitions and continuity of care 
for patients covered in population risk 
products.  We expect the improvements in 
care we perfect in this area will improve 
quality and reduce admissions.  These 
changes will prepare Signature to manage 
additional population risk. 

3.2  Creation of a comprehensive 
diagnostic patient profile 

Utilize historical claims data to create a 
comprehensive problem list for patients, 
and work with primary care providers to 
identify opportunities to improve 
coordination of care.  
 

• Development of reporting tools, by 
diagnosis, to each PCP to assure 
appropriate testing assessed and 
evaluated based on patient case 
assessment 

• Identification of patients who need 
monitoring for chronic conditions. 

3.3 Participation in a Learning   
       Collaborative 

Through this project, each hospital 
participating in DSTI will join an 
existing learning collaborative – such as 
the Brookings-Dartmouth ACO 
Learning Network or another ongoing 
learning collaborative that aligns with 
DSTI goals – or will develop a new 
learning collaborative designed to 
support its transformation goals 

Report on lessons learned from participation 
in learning collaborative as they relate to the 
hospital’s delivery system transformation 
goals under DSTI. 
 
 
 
 
 

Category 4 – Common Measures 

4.1.Improved access to Care by 
Improving Primary Care: 
measure compliance with 
colorectal cancer screening for 
Signature Medical Group 
patients 

Report Data Signature Medical Group will report on the 
percentage of patients eligible for colon 
cancer screening during a twelve month 
period who underwent screening. This data 
will be obtained from the medical group 
electronic medical record and data warehouse 
and reported annually. 
 

4.2   Improve PCP Compliance with  
Preventative Testing Leveraging 
EHR adoption and Data 
Warehouse  

Report Data Use Data Warehouse to report on 
Hypertension control by Signature PCPs 
based upon goals defined by JNC 7. (Seventh 
Report of the Joint National Committee on 
Prevention, Detection, Evaluation, and 
Treatment of High Blood Pressure (JNC 7) 

4.3   Process Improvement 
Methodology to Improve Quality 
and Efficiency in Primary Care 
Practices 

Report Data Develop a standard set of workflows for 
delivering hypertension evidence-based care 
that provides a consistent clinical experience 
for patients and a consistent process for care 
teams. 
 
Differentiate our organization to payers, 
employer groups, and government agencies. 

4.4   Development of Congestive 
Heart Failure (CHF) Disease 
Management Program 

Report Data Research consistently shows a positive return 
on investment in the care management of 
CHF patients as this patient population 
represents an opportunity to reduce the high 
costs related to the treatment of chronically ill 
patients.   
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4.5   Hospital-Based 360° Patient 
Care Management Program 

Report Data The outcome measure, admissions per 1000 
covered lives in our senior managed care plan 
(Tufts Medicare Preferred), is reported by the 
Health Plan at regular intervals with a delay 
necessitated by their data collection 
methodology.  We anticipate (see Category 3, 
Project 3.1) a measurable reduction in 
admits/1000 for this population. 

4.6   Creation of a Comprehensive 
Patient Profile 

Report Data Population health management strengthens 
the physician-patient relationship because it 
provides for numerous opportunities for the 
care team and the patient to interact. From a 
patient satisfaction perspective, patients with 
the strongest relationships to specific primary 
care physicians are more likely to receive 
recommended tests and preventive care. We 
anticipate an improvement in diabetic testing 
in the TMP members. 

 
 
Better Care  
Common Measures 

DY 17 Reporting Date(s) to 
EOHHS 

4.1 Care Transitions Measure Set (CTM-3) 
Voluntary HCAHPS questions 
Data Source: Hospital vendor or Hospital Compare as available 

7/31/14 

4.2: Patients who reported that staff "Always" explained about medicines before 
giving it to them. 
HCAHPS Composite (Questions 16 & 17) 
Data Source: Hospital Compare 

1/31/14 

4.3: Patients at each hospital who reported that YES, they were given information 
about what to do during their recovery at home. 
HCAHPS Composite (Questions 19 & 20) 
Data Source: Hospital Compare 

1/31/14 

4.4: ED Wait Time: Door to Diagnostic Evaluation by a Qualified Medical 
Personnel  
CMS IQR  measure (OP-20) 
Data Source: Hospital Compare 

1/31/14 

4.5: Pneumonia Immunization 
CMS IQR/Joint Commission measure  
IMM-1a3  
Data Source: Hospital Compare 

01/31/14 

                                                 
3 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a includes all 
inpatients. 
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4.6: Influenza Immunization (seasonal measure) 
CMS IQR/Joint Commission measure  
IMM-2 4 
Data Source: Hospital Compare 

01/31/14 

4.7: Percent of discharged patients under age 75 who were hospitalized for 
Chronic Obstructive Pulmonary Disease (Ambulatory Sensitive-Condition 
Admissions Measure) 
Modified AHRQ PQI-5: denominator modified to include only discharged 
hospital inpatients 
Data Source: Hospital billing data 
 

01/31/14 

4.8: Percent of discharged patients under age 75 who were hospitalized for 
Congestive Heart Failure (Ambulatory Sensitive-Condition Admissions Measure) 
Modified AHRQ PQI-8; denominator modified to include only discharged 
hospital inpatients 
Data Source: Hospital billing data 

01/31/14 

4.9: Low Birth Weight Rate: number of low birth weight infants per 100 births5 
AHRQ PQI-9 
Data Source: Hospital records 

01/31/14 

4.10: Hospital 30-day, all-cause readmission rate to the index hospital following a 
hospitalization for all patients 18 and older (not risk adjusted) 
See CMS IQR Readmissions Measures (AMI, CHF, and Pneumonia) for a list of 
standard exclusions, including: 1) index admissions for patients with an in-
hospital death, 2) patients transferred from the index facility to another acute care 
facility, and 3) patients discharged against medical advice.6  
Data Source: Hospital billing data 

01/31/14 

4.11: Percent of Emergency Department visits for children age 18 or less with a 
primary diagnosis of asthma--Ambulatory Sensitive-Condition  
See AHRQ PDI-14 for numerator specification. Denominator specification 
includes children ages 2 to 17 with an ED visit 
Data Source: Hospital ED billing data 

01/31/14 

4.12: Percent of patients with elective vaginal deliveries or elective cesarean 
sections at greater than or equal to 37 weeks and less than 39 weeks of gestation 
completed7  
MassHealth Maternity Measure-3 
Data Source: MassHealth Quality Exchange(MassQEX) 

01/31/14 

            
          

             
           

              
       

     

               
      

         
         

      

             
                 

   
     

  

                                                 
4 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 includes all 
inpatients. 
5 Hospitals without maternity services are exempted from this measure. 
6 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is 
counted as a readmission. No admissions within 30 days of discharge from an index admission are considered as additional 
index admissions. The next eligible admission after the 30-day time period following an index admission will be considered 
another index admission. 
7 Hospitals without maternity services are exempted from this measure. 
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II. Category 1 – Further Development of a Fully Integrated Delivery System 

Project 1.1:  Title: Improved Access to Care by Improving Primary Care Access 
 
Master Plan Project: 1.3 Further Develop Integrated Care Network for Primary & Specialty Care 
 
Goal:  
The goal of this project is twofold: provide consistent access to patients for timely, efficient, high quality care; and increase total primary care 
panel size to support our goal of taking on more risk in the management of our patients.2122 Signature Healthcare will develop and implement 
a primary care access plan supporting the transformation of health care delivery toward a patient centered medical home. This plan will 
incorporate physicians and nurse practitioners or physician assistants (herein referred to as midlevels), space development, after hour care 
processes, non-primary care providers as needed, and a recruitment and midlevel utilization plan.  Midlevel recruitment and practice 
development will team the midlevel with specific physicians, allowing the midlevel to schedule primary care appointments and support same 
day access. This approach allows large panels to be shared, effectively reducing the burden on physicians – allowing them to focus on care 
pathways for chronically ill patients.  Properly structured same day access will be available for all Signature Healthcare primary care patients 
through a centralized program, supporting quality and cost efforts across the organization.  This plan keeps patients out of emergency rooms, 
and supports the provision of the right care, in the right location, within the right time frame.  
 
Rationale:   
The Institute of Medicine (IOM) documented disturbing shortfalls in the quality of health care in the United States, including the quality of 
preventive care services. In its 2001 report, Crossing the Quality Chasm: A New Health System for the 21st Century, the IOM focused 
national attention on system changes needed to decrease the sizable gap, or chasm, between what we know from evidence and what we do in 
clinical practice. Quality-of-care indicators document the gaps between recommended preventive services and what is actually done in 
clinical practice. These gaps illustrate that the availability of sound, evidence-based recommendations for appropriate clinical preventive 
services is insufficient to ensure that clinicians routinely offer, and patients receive, these services. NPs and other members of a primary care 
team face barriers to delivering appropriate preventive services. 
 
Signature Healthcare currently employs 33 adult primary care physicians caring for 60,000 patients in primary care practices organized 
around traditional methods of care delivery.  More than a third of these physicians have panels in excess of the 75th percentile. The ideal ratio 
for PCP-patient is unknown. Variables that can affect this include patient demographics, severity of illness, use of midlevels, use of care 
pathways, and type of physician whether internal medicine or family medicine.  As SHC changes the delivery of care within its primary care 
practices it expects to observe changes in panel size over time as a result. 
There are no panel restrictions amongst our payers at this time 
                                                 
 21 Access to Primary Care Physicians Getting Tougher, Report Finds  Boston Globe  (2010) July 6 
22 Study Links More Access to Primary-Care Doctors to Improved Health for Seniors,  JAMA and National Journal  (2011) May 24 
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 Signature Healthcare evaluated care capability in its ambulatory practices and determined the current size and configuration of the employed 
primary care practice had several fundamental areas for improvement in order to position the system for further transformation.  These 
fundamental issues are: a) current panel sizes and limited utilization of midlevel’s limits any successful internal model to establish same day 
access – fundamental to the medical home initiative; b) the large panel sizes for certain physicians may not provide adequate manpower to 
focus on patients’ chronic illnesses; and c) the total population served by Signature Healthcare primary care physicians is too small to 
aggregate risk within some patient payer classes.  This project addresses the problems caused by large panels through the development of 
additional same day access capacity and by adding midlevels to some of the primary care practices.  Increasing the total population served 
will be addressed through additional physician and midlevel recruitment. 
 
While the definitions and goals of healthcare reform are varied and hotly debated, core principles make up the foundation of reform efforts: 
coordinating care across the continuum to improve disease management and prevention; patient centered care providing the correct care in the 
most appropriate setting; and transferring financial risk for quality and efficiency onto health systems.  Each of these elements brings unique 
pressures to primary care providers and necessitates a restructuring of primary care practices. 
 
The percentage of physicians entering primary care versus specialty training remains low; physicians who enter primary care are more likely 
to work part time; and lifestyle considerations make younger physicians less inclined to manage large panels, work evenings and weekends as 
older physicians often did. In the near future, caring for a given population will require an incremental increase in provider Full Time 
Equivalents (FTEs). The American Medical Group Association estimates these forces will combine to create a shortfall of 50,000 physicians 
nationwide by 2020. Therefore, Signature Healthcare will need more providers to care for its patients and will need to increase its use of 
midlevel providers to mitigate what is expected to be a difficult recruiting environment.  Increasing the number of providers through the use 
of care teams, midlevel’s, and job sharing will require more space to care for the same patient population. Currently most midlevels in SHC 
are used for episodic care. Creating teams with midlevels providing longitudinal care to patients as true PCP’s is a cultural shift. It is expected 
that such a shift will take time to gain traction and therefore expect a small increase in these types of appointments in the first few years.  
 
Like many health systems in Massachusetts, Signature Healthcare struggles to meet the access demands of its patients. Large panels, 
increasing practice demands, expectations for same day access, and time spent managing complex patients all impact access. As a result 
patients do not always get seen within the ideal time frame.  Access is often provided through the emergency department, increasing cost and 
negatively impacting continuity. To improve same day access, Signature will develop a centralized program utilizing both non-primary care 
providers and midlevels incorporated into care teams.  This will improve access and provide additional time for the existing providers to care 
for patients with chronic illness.  
 
In addition to addressing providing additional same day access and restructuring the practice through the utilization of midlevel providers, we 
will improve overall population access to primary care and the size of the population served by Signature Healthcare.  This increase in overall 
population served is necessary for Signature to establish the volume needed within various contracts to successfully spread risk across 
different insured populations.  Approximately 5,000-10,000 patients are the threshold best linked to success in risk contracting so that the size 
of the population served will mitigate the volatility of claims experience within a small population. While Signature Healthcare currently 



 

 15 

cares for 60,000 patients, these patients are spread across a number of health plans; some with volumes too small to adequately risk adjust and 
manage.  
Our risk patients are currently allocated in the following plans: 
 
Blue Cross AQC – 8400 
TMP – 1500 
Tufts Commercial – 2500 
BMC Healthnet – 4600 
 
Therefore, growth in panels is needed to increase the number of patients within separately defined risk populations.  Addressing this issue will 
require increasing the total number of providers in relation to the needs of the community.  
 
Expected Results:   
Expansion of primary care is a prerequisite for system-wide improvement, and will have a ripple effect throughout the system. With expanded 
primary care capacity, more patients can have access to primary care; including the quality of preventive care services which increases 
opportunities to prevent disease and treat it early and keep people out of the hospital. A central element of transformation is empanelment of 
patients to care teams capable of improving population health, managing chronic disease and supporting patients to improve in their own 
health.    

• A comprehensive plan to achieve the staffing, space, and processes needed to support access to care for Signature Healthcare. 
• Recruitment, space allocation, and access processes as a result of the planning process.  
• Increased total panel as a result of above efforts. 
•   Demonstrated improvement in Colon Cancer screening 

 
 
Relation to other Projects:  This project supports and depends on: 

• Preventative testing project requires patient access to care teams to review and monitor compliance with preventive testing. There is 
an opportunity for midlevel’s to be involved in this program. 

• Lean project presents the opportunity for improved work flow in primary care practices and allows for the practice to improve access 
for patients by providing more efficient care. 

• Congestive heart failure management project requires post discharge access for patients. Requires PCP practices structured to support 
disease management pathways. 
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Project 1.1:  Title: Improved Access to Care by Improving Primary Care Access 
Master Plan Project: 1.3 
SFY 2012  SFY 2013 SFY 2014 
Milestone: 
1.1.1 [MP-P3] Develop PCP access plan. The plan will 
review the current capacity of Signature physicians and 
midlevel and current access patterns and limitations. The 
plan will include assessing the need for additional 
providers in the service area, recruitment and space 
needs and set a goal to improve access. 
Metrics: 
Documentation of plan with following core elements: 
1.1.1 (1) [MP-P3 Metric 5]  Develop a plan(s) with the 
following core elements: 

• Market based needs assessment 
• Provider recruitment plan to include projected 

location, ramp up, and support needs 
• Development of separate midlevel plan to 

include team based medical care 
• Space needs and acquisition plan 
• Development of access protocols 
• Identify staffing needs of non-PCP providers to 

facilitate access 
• Develop a report of current ability to measure 

access and assessment of new reporting 
methodologies 

 
Data Source: Market/Internal assessment ,  IDX, 
internal space data 
 
Milestone:  
1.1.2 [MP-P2] Develop plan to assess patient access 
needs. Plan will assess provision of same day access in 
the most appropriate settings. The plan will incorporate 
the use of access protocols and non PCP providers for 
weekend and evening access. The plan will assess the 
ability to measure access across the medical group. 
Metrics: Documentation of plan development in core 
areas: 
1.1.2 (2) [MP-P2 Metric 1] Access protocols. 
Staffing plan of non-PCP providers to facilitate access. 
1.1.2 (3) [MP-P10 Metric 1] Report baseline 
measurement of same day access for Family Practice 
Department at 110 Liberty street practice site. 

Milestone: 
1.1.1 [MP-I-2] Implement planning from SFY 
12 to include recruitment of providers as per 
plan, acquisition of space as determined in 
plan, implementation of midlevel PCP 
partnering.  
Metrics: 
1.1.1 (5) [MP-I 2 Metric 1] Recruit 2 PCP’s 
(Defined by total number of PCP’s increased 
over number present July 2011 independent of 
any PCP who leaves employ of SMG.)  
1.1.1 (6) [MP-P3 Metric4] Report of space 
plan based on PCP space requirements of plan 
and total number and growth of primary care 
across medical group 
Data source: IDX, internal space data 
 
Milestone:  
1.1.2 [MP-I 11] Contract with additional PCP 
providers as per plan. 
Metric: 
1.1.2 (7) [MP-I 11 Metric 1] Demonstrate 
increase in undifferentiated primary care 
appointments as compared to prior year.  
 Data Source: IDX 
 
Milestone: 
1.1.3 [MP-I 7] Implement same day access 
plan across Signature Medical Group for all 
PCP practices. Plan to incorporate both day 
time access in PCP offices and use non PCP 
providers in evenings and weekends to 
increase access in off hours. 
Metrics: 
1.1.3 (8) [MP-I 7 Metric 13]  Increase 
number of same day appointments available 
by 5% over SFY 12 
1.1.3 (9) [MP-P 10 Metric 2] Establish 
baseline number of patients seen by non PCP 
providers per month. 
1.1.3 (10)[MP-P 10 Metric 4] Report of 3rd 

Milestone: 
1.1.1 [MP-I 9] Reconfigure recruit, space and access 
needs based on: growth curve of new recruits, impact of 
PCP-midlevel partnering, retention of physicians, 
impact of access protocols.  
Metrics: 
1.1.1 (11) [MP-P 3 Metric 2] Documentation of plan 
that assesses further growth needs for PCP’s and 
midlevel’s 
Develops recruit targets for SY15 
Assesses space and infrastructure needs 
Data Source: IDX 
 
Milestone: 
1.1.2  [MP-I -8] Increase number of PCPs and/or 
midlevel providers above previous year. 
Metric: 
1.1.2 (12) [MP-I- 8 Metric 1] Demonstrate increase in 
midlevel primary care providers as compared to prior 
SY12.  
Data Source: IDX 
 
Milestone:  
1.1.3 [MP-I 11] Increase midlevel PCP partnering 
contract with additional PCP providers as per plan. 
Metric:  
1.1.3 (13) [MP-I 11 Metric 1] Target: increase of 
primary care appointments by 10% from SY12 across 
primary care mid-level practices. 
Data Source: IDX, , internal space data, market/Internal 
assessment 
 
Milestone: 
1.1.4 [MP-I 7] Expand capacity of same day access plan  
Metrics: 
1.1.4 (14) [MP-I 7 Metric 3] Increase number of same 
day appointments available on average by 10% over 
SFY 12 
1.1.4 (15) [MP-I 8 Metric 1] Increase number of 
patients seen by non PCP providers during year by 10% 
over SY12 



 

 17 

Project 1.1:  Title: Improved Access to Care by Improving Primary Care Access 
Master Plan Project: 1.3 
SFY 2012  SFY 2013 SFY 2014 
1.1.2 (4) [MP-P10 Metric 4] Report showing ability to 
track 3rd next available appointment. 
Data source: IDX 

next available appointments  
Data source: IDX 

1.1.4 (16) [MP-I 12 Metric 1] Continue to use 3rd next 
available appointment as tracking tool for access. 
Data Source: IDX 
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Project 1.2: Project Improve PCP Compliance with Preventative Testing, Leveraging EHR adoption and Data Warehouse  
 
Master Plan Project: 1.4 Establish Health Data Exchange Capability to Facilitate Integrated Patient Care 
 
Goal: 
By adopting standards from the United States Preventative Services Task Force, Signature Healthcare will develop organizational standards 
for adult preventative testing. During the first year (SFY 2012), Signature Healthcare plans to develop a standard for preventative testing – 
screening tests and immunizations – in one adult primary care practice based upon recommendations from the USPSTDF.  Using these 
nationally recognized standards, we will pilot a paper template and a manual data aggregation process in a single adult primary care practice.  
Simultaneously, we will establish baseline compliance within the chosen set of standards for our PCPs.  After reviewing the manual process, 
in SFY2013 we will design and build a data warehouse in our test system designed to capture patient specific data.  Using this data warehouse 
to integrate care provided by Signature Healthcare and from multiple other providers, we believe that the PCP can decrease the number of a 
particular missing screening tests by 5% compared to the baseline set in SFY 2012.  In SFY 14, we will expand the program in both breadth 
and depth.  Leveraging the data warehouse, 5 additional adult providers will decrease the number of particular missing screening tests by 5% 
compared to the baseline set in SFY 2012.   

 
Rationale:   

• Signature Healthcare is working toward developing an integrated healthcare delivery system between our community hospital and our 
100+ employed multispecialty physician group.  A review of the current state of preventative testing within Signature Healthcare 
demonstrates that for any one patient, the preventative testing data resides in multiple different locations (physical and virtual) and 
different formats (handwritten paper and electronic).  The first 3 years of this project will allow Signature Healthcare to build a model 
whereby eventually all primary care preventative testing data resides in one virtual location that can be accessed by the provider. 

•  While we integrate ambulatory and inpatient care delivery within our own system, we must also work to integrate ourselves into the 
complex healthcare delivery system of southeastern Massachusetts.  With a myriad of nearby community hospitals, close proximity to an 
array of tertiary care facilities all of which are a mix of non-profit and for-profits with varying organizational goals, Signature must design 
processes that allow for efficient, cost effective care of our patients with the primary care provider at the center of the delivery model.  
This project lays the groundwork for a technology and a process that can incorporate preventative testing data that occurs outside of 
Signature Healthcare.   

• Currently, PCPs in the Signature Healthcare system deliver only approximately 20-40% of the medical care to their patients due to the 
proximity of other community and tertiary care hospitals.  The presents a significant day-to-day burden of keeping track of a myriad of 
preventative measure on, in some cases, 3000 patients in a single provider panel if 60-80% of the care occurs elsewhere.  Tracking down 
results, scanning results into the EHR, leafing through reams of paper to find a specific result is inefficient and impractical.  By providing 
the provider a process and repository for aggregating, saving and reporting this data, we strongly believe that there will be two positive 
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outcomes.  First, there will be a simple way for providers to identify gaps in a patients care so that some preventative care may occur at 
times when “preventative care” is not on the agenda for a specific patient visit.  Secondly, a meaningful patient summary page would help 
the provider avoid redundant/unnecessary testing. 

• To measure quality in an environment where Signature Healthcare PCPs only have 20-40% of patient data, it is essential that Signature 
Healthcare create its own tool for defining, measuring and reporting quality.  The quality measures that we have chosen are drawn from 
the United States Preventative Health Task Force’s list of Grade A and B recommendations.  While we acknowledge that all of these 
guidelines would be ideal, the sheer number (46) is beyond the time scope of this project.  The measures we have chosen focus on adult 
primary care.  

o  PCP Preventative Measures 

 Blood Pressure Screening in Adults 

 Breast Cancer Screening 

 Cervical Cancer Screening 

 Cholesterol Abnormality screening in men 35 and older 

 Cholesterol Abnormality screening in women 45 and older 

 Colorectal Cancer Screening 

 
Expected Results:  Reduction in missing USPHTF recommended screening tests for adult primary care patients at Signature Healthcare. 
 
Relation to other Projects:  This plan dovetails with a myriad of other Signature Healthcare endeavors.  Once built, the data warehouse can 
be expanded to disease specific patient needs like congestive heart failure and other chronic diseases as we try to focus care around the PCPs.  
Signature Healthcare has plans to grow primary care practices while simultaneously becoming more operationally efficient and this tool will 
play a role in helping primary care providers reconcile these potentially divergent goals.  
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Project 1.2: Project Improve PCP Compliance with Preventative Testing, Leveraging EHR adoption and Data Warehouse  
Master Plan Project: 1.4 
SFY 2012   SFY 2013 SFY 2014 
Milestone: 
1.2.1[MP-P9] Complete a 
review of the United States 
Preventative Services Task 
Force (USPSTF) 
recommendations for adults and 
pilot a patient non-specific 
paper template.   
Metric: 
1.2.1 (1) [MP-P9 Metric 1] 
Sample of blank paper 
template. 
Data Source: 
Example of paper form 
  
Milestone: 
1.2.2[MP-P10] Provide 
baseline data with compliance 
for the 6 identified USPSTF 
adult preventative tests. 
Metric:[MP-P10] 
Provide currently measurable 
baseline compliance for: 
1.2.2 (2) [MP-P10 Metric1] 
Breast cancer screening 
Cervical cancer screening  
Colorectal cancer  screening 
Cholesterol screening in men  
Cholesterol screening in  
women  
Blood pressure screening for all 
current  Signature Adult PCPs 
NQF #13 
Data Source: 
Report from Allscripts 
  
 

Milestone: 
1.2.1 [MP-P13] Completion of warehouse specs 
with tables of data representing the screening 
measures.  
Metric: 
1.2.1 (3) [MP-P13 Metric 1] Written plan 
describing structure and functionality of the 
application. 
Data Source: 
Written Plan of schema and protocol 
 
Milestone: 
1.2.2 [MP-I 2] A 5% reduction in missing 
preventative testing for one measure for a pilot 
provider compared to SFY 2012. 
Metric: 
1.2.2 (4) [MP-I 2Metric2] # of patients who 
completed a particular preventative measure in 
SFY 2013 compared to SFY 2012 for single 
provider. 
Data Source: 
Report showing compliance with Preventative 
measure for SFY 2012 from Allscripts (EMR) 
and report showing compliance with preventative 
measure from data warehouse for SFY 2013. 
 
Milestone: 
1.2.3 [MP-P 7] The process by which a provider 
accesses, updates and acknowledges the data will 
be defined. 
Metric: 
1.2.3 (5) [MP-P 7 Metric 1] Written protocol for 
how providers use the system. 
Data Source: 
Written Plan of schema and protocol 
Screenshot of Tool showing presence of one 
preventative measure. 

Milestone: 
1.2.1 [MP-I 2] A 5% reduction in missing preventative measure for 5 (five) adult 
PCPs compared to their baseline in SFY 2012 for one measure 
Metric: 
1.2.1 (6) [MP-I 2Metric2] % of patients who completed a particular preventative 
measure in SFY 2013 compared to SFY 2012 for 5 (five) adult PCP providers.   
Data Source: 
Report showing compliance with Preventative measure for SFY 2012 from 
Allscripts (EMR) and report showing compliance with preventative measure 
from data warehouse for SFY 2014. 
 
Milestone: 
1.2.2 [MP-I 2] 5% reduction in missing preventative measure for 3 of the 6 
measures for pilot provider compared to SFY 2012. 
Metric: 
1.2.2 (7) [MP-I 2 Metric 5]  

• Breast cancer screening: the pilot provider’s baseline % compliance for 
that measure in SFY 2012 will be compared with the achieved 
compliance for SFY 2014. 

• Cervical cancer screening:  the pilot provider’s baseline % compliance 
for that measure in SFY 2012 will be compared with the achieved 
compliance for SFY 2014. 

• Blood pressure screening: the pilot provider’s baseline % compliance 
for that measure in SFY 2012 will be compared with the achieved 
compliance for SFY 2014. 

• Cholesterol screening in men the pilot provider’s baseline % 
compliance for that measure in SFY 2012 will be compared with the 
achieved compliance for SFY 2014. 

• Cholesterol screening in women the pilot provider’s baseline % 
compliance for that measure in SFY 2012 will be compared with the 
achieved compliance for SFY 2014. 

• Colorectal screening the pilot provider’s baseline % compliance for 
that measure in SFY 2012 will be compared with the achieved 
compliance for SFY 2014. 

Data source: 
SFY 2012 report from Allscripts EMR & SFY 2104 report from data warehouse. 
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III. Category 2 – Improved Health Outcomes & Quality 
 
Per the Waiver Terms and Conditions, the purpose of Category 2 Innovation and Redesign is “investments in new and innovative models of 
care delivery that have the potential to make significant, demonstrated improvements in patient experience, cost and disease management.” 
 
Signature Healthcare is a leader in delivery system innovation. Our integrated healthcare delivery system has allowed us to implement 
effective methods for improving quality, efficiency and expanding access, all with the goal of containing cost.  

Our Category 2 plans were developed with the overarching goals of the Triple Aim.  

Applying Process Improvement Methodology to Improve Quality and Efficiency in Primary Care Practices (LEAN Healthcare) incorporates 
patient safety, patient centeredness, efficiency and patient satisfaction. Transitioning primary care physicians from episodic care to a medical 
home environment will require the providers schedule additional time with patients.  To sustain improvement in the care of patients in the 
primary care office, the systems and processes utilized in the office need to be standardized and combined with effective measurements and 
engaging staff in a continuous improvement culture.  The lessons learned and best practices that stem from these improvements will be 
documented and shared among the project sites and help pave the way for enhancing the rollout of these initiatives across the system. 
 
Development of Congestive Heart Failure (CHF) Disease Management Program will test new ways of managing the health of this 
population. The development of the CHF Disease Management Program at Signature Healthcare will provide a forum for regular 
collaboration of the entire team of care providers – those within Signature as well as our external partners – to include local visiting nurse 
associations, nursing homes, skilled nursing facilities, elder care services and palliative and hospice services.  Meetings of the multi-
disciplinary team will allow for the discussion and enhancement of care plans and protocols, the ability to provide timely assessments of 
targeted and actual outcomes, the sharing of successful interventions and an on-going methodology towards continuous process improvement 
where deficiencies are identified. 
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Project 2.1: Apply Process Improvement Methodology to Improve Quality and Efficiency in Primary Care Practices 
 
Master Plan Project: 2.7 Implement Process Improvement Methodologies to Improve Safety, Quality and Efficiency 
 
Goal: 
Creation of a program to improve the preventive care quality and efficiency in primary care practices through the implementation of Lean 
Healthcare.  Lean, as applied to medicine, considers the use of resources (human or otherwise) for anything other than what adds value to the 
patient’s care or experience to be wasteful. Using Lean tools to identity and progressively eliminate muda (waste) links human performance, 
process performance and system performance into transformational performance in the delivery system; identifying what is of value to the 
patient, managing the patient’s journey, facilitating the smooth flow of patients and information, introducing “pull” in the patient journey 
(e.g., advanced access), and/or continuously reducing waste by developing and amending processes.2324  The interventions will focus on 
improving documentations of body mass, smoking status and medication reconciliation.  This program consists of training the staff in one or 
more primary care offices on Lean fundamentals, development of balanced score cards, suggestion systems and problem-solving 
methodologies to reduce waste, improve efficiency, and identify and improve patient-centered care and safety issues. The short-term goal is to 
train the staff in Lean management methodologies and create the infrastructure necessary for its implementation. The medium goal is to 
conduct kaizen improvement events in one adult practices to develop a baseline for improvement in clinical processes, with a long term goal 
of developing an action plan to apply improvements learned from the one kaizen events conducted in SFY2013 that can be applied to 
additional adult Primary Care practices and achieve improvement in documentation of BMI (body mass index), smoking status or medication 
reconciliation in the three pilot practices. 
 
Rationale: 
Lean, as implemented at Signature Healthcare, is a management system that can be applied to any area and is designed to achieve operational 
excellence by continuous process improvement.  Over a year ago we began the process to implement Lean at Signature Healthcare.  The 
process began with an intensive educational program for the Executive Leadership Team and selected managers.  The goal was and is to gain 
a better appreciation for all the system has to offer – its applicability to every aspect of the organization and its potential to transform the 
culture.  Many institutions focus primarily on Lean tools and projects without the interconnecting system, which makes it particularly difficult 
to sustain the improvements made over time. 
 
Although very early in the process, we’ve seen enough positive change from daily meetings, the use of balanced score cards, and the few 
Lean improvement activities we’ve conducted to recognize the value this type of system can have in transforming Signature Medical Group 
from a traditional practice model to a patient centered medical home.   
 
The physician practices at Signature, like most primary care practices, have an opportunity to improve the standardization of care processes, 
quality improvement methods, and routine monitoring and reporting infrastructure necessary to sustain change over time.  Signature will use 

                                                 
2323 Lean in Primary Care: The Basics – Sustaining Transformation  Asian Hospital and Healthcare Management  (2011) 18 
24 The Phoenix Project - Integrating Effective Disease Management Into Primary Care Using Lean Six-Sigma Tools  Duluth Clinic presentation 
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consulting support from the Kennametal Center for Operational Excellence (KCOE) and the Greater Boston Manufacturing Partnership 
(GBMP) to implement targeted quality improvement through Kaizen events and an overall management improvement infrastructure to sustain 
these changes and other process improvement changes over time.  Signature believes this rigorous cultural transformation process coupled 
with targeted process improvement will lead to clinical improvement and standardized processes. 
   
• Signature’s physician practices have not previously invested in Lean quality improvement and the management infrastructure necessary to 

sustain change over time.  Without these basic quality improvements (error proofing, standardization, work place simplification, 
measurement and leadership, standard work processes) or a standardized quality management infrastructure, changes made to transform 
care in the practices would likely not be sustained over time.  Many studies have shown that 75% of business transformation fails to 
sustain change over time.   

• While the use of improvement methods from other industries has some limited, but generally non-sustained successes, one exception is 
the adoption of Lean management to healthcare. As noted in an IHI White Paper, Lean management principles have been successfully 
applied in healthcare. Adopting a Lean culture naturally leads to the Institute of Medicine six aims by reducing waste, improving flow and 
achieving safe, patient-centered care. Lean has the structure to encourage the identification of defects and waste, with the flexibility 
needed in the dynamic environment of healthcare. (Going Lean in Health Care Innovation Series 2005, Institute for Healthcare 
Improvement). Much has been published about the safety of healthcare and the amount of waste in its delivery. The Institute of Medicine 
report To Err Is Human noted that according to two studies, between 44,000 and 98,000 Americans die each year because of medical 
error.  Medication errors in particular account for more than 7,000 deaths a year, more than the 6,000 deaths attributed to workplace 
injuries. (To Err Is Human: Building a Safer Health System (2000) Institute of Medicine). Factors needed to improve care include strong 
leadership for safety, an organizational culture that encourages recognition and learning from errors, and an effective patient safety 
program. The follow-up document, Crossing the Quality Chasm, noted that in order to achieve a safer health system, healthcare has to be 
safe, effective, patient-centered, timely, efficient and equitable. (Crossing the Quality Chasm: A New Health System for the 21st Century 
(2001) Institute of Medicine). Lean Healthcare, with its emphasis on waste reduction and employee empowerment to solve problems at 
the operational level, is uniquely equipped to address all of these issues. Many studies have been published addressing the amount of 
waste in the delivery of healthcare in this country. One example is a Thomson-Reuters white paper, Where Can $700 Billion In Waste Be 
Cut Annually From The U.S. Healthcare System?, published in October of 2009. According to the analysis, the U.S. healthcare system 
wastes between $600 billion and $850 billion annually or approximately one-third of the nation's healthcare bill. The most significant 
drivers of waste were administrative inefficiency, unnecessary treatment, medical errors, and fraud based on a review of published 
research and analyses of proprietary healthcare data. 

Most studies have been directed towards inpatient populations. The extent to which these same problems exist in outpatient settings is not 
as well known.  It is critical to have a system that can readily identify defects as they occur and effectively and efficiently respond to 
them. 
 
Transitioning primary care physicians from episodic care to a medical home environment will take more time in each visit, and require 
processes to be improved within the practices.  To sustain improvement in the care of patients in the primary care office, the systems and 
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processes utilized in the office need to be standardized and combined with effective measurements and engaging staff in a continuous 
improvement culture.  Signature Medical Group (SMG) has focused the last few years on improving ambulatory quality within the Blue 
Cross AQC contract, however, many of the improvements were implemented and sustained through the data warehouse and additional 
staff in the referral and quality departments.  Process changes will need to be imbedded within the practices to not only sustain those 
improvements but also build upon them.   
• By deploying the project in a step-wise fashion, it is structured in a way to first explain the rationale behind the methodology and work 

to promote the necessary change in culture. With an understanding of Lean and some of the needed tools, the project calls for a kaizen 
event during which that knowledge can be applied. The experience gained from that kaizen will allow for more kaizen events and 
afford the organization the opportunity to disseminate lessons learned; accelerating change and re-enforcing culture change.  

• A preliminary assessment of patient-centered elements of Signature Medical Group’s electronic health record identified three 
problematic areas. One, medication reconciliation, is a patient safety measure. The other two, body mass index and smoking status, are 
patient care measures. As part of the Lean deployment project, the designated practice will select one of the three measures and apply 
the Lean methodologies learned in SFY 12 to effect a five percent improvement over baseline in SFY 13 and a ten percent 
improvement over baseline in SFY 14 . 

 
Expected Results:  By the end of SFY 2014, one adult medicine practice, will have: 

o Demonstrated improvement in clinical processes in the pilot practices 
o Completed the training of staff in the Introduction to Lean and Workplace Organization(5S/6S)  
o Developed a Balanced Score Card  
o Developed a patient safety cross  
o Developed an employee suggestion system  
o Developed a problem solving method and forms and constructed a problem solving board 
o Completed a kaizen event 

These results will be evidenced by documented participation in the training program and verification of the presence and appropriate use of 
Balanced Score Cards, patient safety crosses, employee suggestions systems and problem solving sheets and boards. Each kaizen event will 
have a report outlining the pre-kaizen assessment, the event itself, lessons learned, and post-kaizen event follow-up. The kaizen event reports 
will be shared among the pilot site A .The ultimate goal is to spread the improvements to all sites within Signature Medical Group (SMG) but 
the initial roll-out will focus on Practice A since they will have the infrastructure necessary to support sustained improvements. Signature 
medical group consists of 17 sites. Site A was selected because it is the location of our first kaizen event (5S) and where we have started to 
deploy Lean. This practice accounts for 5.9% of the arrived appointments for Signature Medical Group.  
 
Additional improvements focused on the needs of target populations will be realized through the use of the lean system, which involves the 
tracking key measures, root cause problem solving and employee suggestions.  The problem solving and suggestion systems leverage the Plan 
Do Check Act (PDCA) improvement methodology, also known as the scientific method, to plan, test, refine and standardize process 
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improvements.  The lessons learned and best practices that stem from these improvements will be documented and shared among the project 
sites. 
 
Relation to other Projects:  Lean Healthcare is a management system that can be applied to any project in any area of the organization.  The 
goal setting, visual management and process improvement initiated through lean can help the practices implement patient throughput changes 
to improve patient access (Project 1.1); error proof processes to improve preventive testing (Project 1.2); and manage primary care access for 
post discharge CHF patients (Project 2.2).  
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Project 2.1: Apply Process Improvement Methodology to Improve Quality and Efficiency in Primary Care Practices 
Master Plan Project: 2.7 
SFY 2012  SFY 2013 SFY 2014 
Milestone: 
2.1.1[MP-P 9] Completion of Lean skills course development.   
Metrics: 
2.1.1 (1) [MP-P 9 Metric 1] Develop a Lean skills training program and 
calendar. 
Data Source:  
Training calendar  
 
Milestone: 
2.1.2 [MP-P 14]  Completion of goal setting process in one pilot practices 
(designated Practice A).  
Metrics: 
2.1.2 (2) [MP-P 14 Metric 1)] Develop a balanced score card for Practice 
A with practice level goals for people, quality, and reduction of waste from 
the perspective of the patient.  
 Develop patient safety cross for practice A to identify and measure patient 
safety problems in the practices evidenced by documentation of utilization 
of the safety cross. 
2.1.2 (3) [MP-P 16 Metric 1]   Develop a baseline of the proposed 
measures for practice A for documentation of BMI, smoking status or 
medication reconciliation.  
Data Source:  
• Documentation of each metric at the pilot practices. 
• Copy of balanced scorecard documentation, and internal documents. 

 
Milestone: 
2.1.3 [MP-P 15] Completion of employee suggestion system in practice A.   
Metrics: 
2.1.3 (4) [MP-P 15 Metric 1]  Develop an employee suggestion system in 
practice A that facilitates employee’s engagement in continuous process 
improvement. Evidenced by the sample suggestions completed by the staff. 
Data Source:  
Documentation of each metric at the pilot practices. 

Milestone:  
2.1.1 [MP-P 17]   Completion of kaizen process 
improvement events in Practice A along with a method 
to measure and sustain the changes over time.   
Metrics:  
As part of the Kaizen: 
2.1.1 (5) [MP-P 17 Metric 1]   Implement at least one 
patient care centered process improvement project in 1 
practices evidenced by documentation of kaizen event.  
2.1.1 (6) [MP-P 17 Metric 2] Develop standard work 
for patient process improvement. 
2.1.1 (7) [MP-P 17 Metric 3] Develop standard leader 
work for checking improvement success. 
Data Source: 
Kaizen event report which would include pre-kaizen 
assessment, the kaizen event itself, lessons learned, and 
relevant action plans.  
 
Milestone: 
2.1.2 [MP-I 4] Apply lessons learned to Practice A and 
achieve improvement in documentation of BMI, 
smoking status or medication reconciliation. 
Metric: 
2.1.2 (8) [MP-I 4 Metric 1] Implement process 
improvement lessons to achieve at least a 5% 
improvement over the SFY 2012 baseline, in either 
documentation of BMI, smoking status or medication 
reconciliation in Practice A. 
Data Source: 
Kaizen event reports which would include pre-kaizen 
assessment, the kaizen event itself, lessons learned, and 
relevant action plans. 
 

Milestone: 
2.1.2 [MP-I 4] Apply lessons 
learned to achieve further 
improvement in documentation of 
BMI, smoking status or 
medication reconciliation in 
Practices A. 
Metric:  
2.1.2 (9) [MP-I 4 Metric 1] 
Implement process improvement 
lessons to achieve at least a 10% 
improvement over SFY 2012 
baseline in either documentation 
of BMI, smoking status or 
medication reconciliation in 
Practice A 
Data Source: 
Kaizen event reports which would 
include pre-kaizen assessment, 
the kaizen event itself, lessons 
learned, and relevant action plans.  
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Project 2.2:  Development of Congestive Heart Failure (CHF) Disease Management Program 
 
Master Plan Project: 2.1 Implement Care Management Interventions for Patients with Chronic Diseases 
 
Goal:  
Signature Healthcare Brockton Hospital has a high rate of readmissions after a sentinel admission for congestive heart failure 
(www.hospitalcompare.hhs.gov).  In response to these statistics, Signature Healthcare will create a program to provide comprehensive 
management of patients with congestive heart failure.  The reality is that most high-risk patients have multiple chronic diseases; yet the other 
reality is that systems starting to implement effective care transitions need to learn how to manage one in order to learn how to manage the 
complexity of multiple diseases.252627  This program consists of an enrollment process; clinical pathways; novel communication tools among 
patients, primary care physicians, cardiologists, and other specialists as appropriate; coordination with supportive services/community 
partners such as visiting nurses, palliative care and hospice; and strategies to increase patient participation in their care.  Our program will 
lead to the following outcomes:  

• Enrolled patients getting guidance and tracking through the program 
• A higher percentage of qualifying patients seeing their primary care physician and cardiologist on an appropriately regular basis 

 
Rationale:  
Congestive heart failure is the number one cause of admission in the elderly, with prevalence tied to advancing age, hypertension and 
coronary heart disease.  It accounts for 2,007 admissions per 100,000 patient years and the one-year mortality after heart failure 
hospitalization at a staggering 29.6% (JAMA, October 19, 2011, Chen, Jersey et al in a Fee for Service Medicare Claims Analysis).  Non-
compliance with medical regimens, lack of appropriate clinical pathways, the presence of co-morbidities and complex social situations all 
contribute to heart failure admissions and readmissions.  Heart failure management programs can be simplified to concentrate on three 
accepted categories: (1) Monitoring and fluid management, (2) Sustaining therapeutic modifications, and (3) Patient education (Konstam et al, 
JACC 2010).  
 
We will expand on accepted heart failure treatment strategies by creating a multi-disciplinary team approach to: 

• Educate patients and family members 
• Utilize the best evidence-based clinical management 
• Create support systems to help patients participate in their care and symptom management 
• Implement Tracking systems 

                                                 
25 Falling Through the Cracks: Challenges and Opportunities for Improving Transitional Care for Persons with Continuous Complex Care Needs  Journal of the American 
Geriatrics Society  (2003) 51:549-555 
26 Improving Chronic Illness Care: Findings From a National Study of Care Management Processes in Large Physician Practices  Med Care Res Rev  (2010) 67(3): 301-
320 
27 Bottom-up Implementation of Disease-Management Program: Results of a Multi-site Comparison  BMJQS  (2011) 20(1): 76-86 
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• Dedicate coordination of care between inpatient and outpatient settings as well as outpatient specialists and primary care physicians 
and, as an outcomes measure, track improvement in the percent of patients28 discharged with a primary diagnosis of congestive heart 
failure who make their scheduled appointment with their primary physician or cardiologist within the specified seven days after 
discharge. 

 
 Expected Results:  

• Identify a target Traditional Medicare population – CHF Patients with Signature Medical Group Primary Care Physicians 
• Organization of a team to coordinate patient care for congestive heart failure 
• Uniformly apply clinical pathways to manage patient care 
• Create working partnerships with visiting nurse associations, elder care, palliative care, and hospice services 
• Enrolled at least 75% of eligible patients in the program 
• 75% of enrolled CHF patients discharged from Signature Healthcare Brockton Hospital will be contacted in 24 hrs (72 hrs for 

weekend discharge) by the Cardiology Access Coordinator. Where necessary, and if the patient is eligible for VNA, the VNA can 
serve as an alternative resource to patients during the weekend. 

• 75% of Enrolled CHF patients will have a Risk Assessment by the Cardiology Access Coordinator 
• Increase the percentage of patients (defined per footnote 9 below) who follow up with their primary physician or cardiologist within 

seven days of discharge.29 
 
The development of the CHF Disease Management Program at Signature Healthcare will also provide a forum for regular collaboration of the 
entire team of care providers – those within Signature as well as our external partners – to include local visiting nurse associations, nursing 
homes, skilled nursing facilities, elder care services and palliative and hospice services.  Meetings of the multi-disciplinary team will allow 
for the discussion and enhancement of care plans and protocols, the ability to provide timely assessments of targeted and actual outcomes, the 
sharing of successful interventions and an on-going methodology towards continuous process improvement where deficiencies are identified. 
 
Related Projects: 
Managing this population requires a concerted effort amongst the entire care team. Access (1.1) to primary & Specialty care is critical.  
The Chronic Care Model is an organizational approach to caring for people with chronic diseases in a primary care setting. The system is 
population-based and creates practical, supportive, evidence-based interactions between an informed, activated patient and a prepared, 
proactive practice team. The Chronic Care Model identifies and engages the essential elements of the health care system and active use of 
community resources that encourage high-quality chronic disease care. With oversight by the Clinical Documentation analysts (Creation of a 
comprehensive diagnostic patient profile 3.2) a comprehensive assessment of other co-morbidities may be defined which may help with 
additional care management support. 
 
                                                 
28 Medicare patients with a SMG primary physician 
29 Baseline defined as the percent of Medicare patients with a Signature Medical Group primary physician discharged with a primary diagnosis of congestive heart failure 
that see their primary physician or cardiologist for a scheduled appointment within seven days of discharge prior to the start of the CHF program. 



 

 29 

 
Project 2.2:  Development of Congestive Heart Failure (CHF) Disease Management Program 
Master Plan Project: 2.1 
SFY 2012  SFY 2013 SFY 2014 
Milestone: 
2.2.1 [MP-P3] Develop care protocols, policies and/or procedures to 
be followed for the target patient population with a chronic 
disease/condition. Develop care protocols, policies and/or procedures to 
be followed for the target patient population with a chronic 
disease/condition ;create Heart Failure Task Force 
 Metric: 
2.2.1 (1) [MP-P3 Metric 1] SHC Heart Failure Task Force 
established with regularly scheduled meetings held, identification 
of resources; and minutes of  SHC Heart Failure Task Force. 
Data Source:  
SHC Cardiology Section Chief, Human Resources 
 
Milestone:  
2.2.2 [MP-P 2] Develop CHF registry to track CHF patients 
admitted to Signature Healthcare.  The CHF Registry would 
serve as a data collection warehouse for CHF patients; data 
elements to be captured in the CHF registry would include: Date 
of Index Admission, Re-Admission Dates, Principle Diagnosis, 
Length-of-Stay, Ejection Fraction, Medications on Discharge and 
Disposition (Home, Home with Services, Placement). 
Metric:  
2.2.2 (2) [MP-P 2 Metric 1] As measured using reports created 
from the patient registry.  
Data Source:  
SHC Heart Failure Task Force, Information Systems  
 
Milestone:  
2.2.3 [MP-I 2]25% of the targeted population admitted with CHF 
will be enrolled in the patient registry and followed by the SHC 
Cardiology Access Coordinator. 
Metric:  
2.2.3 (3) [MP-I 2 Metric 1] Working registry as evidenced by 
copy of registry reporting of CHF Admissions and readmissions. 
Data Source:  
SHC EHR and data warehouse  
 
Milestone: 
2.2.4  [MP-P13]Develop CHF protocols to be followed in the 
care of the targeted population 
Metric:  

Milestone: 
2.2.1 [MP-I 2]50% of the targeted population 
admitted with CHF will be enrolled in the patient 
registry and followed by the SHC Cardiology Access 
Coordinator.  
Metric:  
2.2.1 (8) [MP-I 2 Metric 1] As measured using 
reports created from the patient registry for patient.   
Data Source:  
SHC Heart Failure Task Force, Information Systems  
 
Milestone: 
2.2.2  [MP-P 4]Heart Failure Task Force will share 
protocols with community partners to improve care 
and communication across the continuum  
 Metric: 
2.2.2 (9) [MP-P 4 Metric 1] Utilizing the patient 
registry, develop reports on outcomes as they relate 
to patients referred to local partners for follow-up. 
Evidenced by minutes of the Heart Failure Task 
Force meetings.   
Data Source:  
SHC Heart Failure Task Force, Community Partners  
 
Milestone: 
2.2.3 [MP-P 5] Implement a program to schedule 
follow-up appointments with primary care physicians 
and/or cardiologists within 7days5days of discharge. 
Metric:  
2.2.3 (10) [MP-P 5 Metric 1] Reports from registry 
will be created to monitor CHF discharge and the 
scheduling of follow-up care with the appropriate 
clinicians.  Evidenced by copy of report. 
Data Source:  
Cardiology Access Coordinator, Heart Failure Task 
Force 
 
Milestone: 
2.2.4  [MP-I 3]50% of Enrolled CHF patients will 
have a Risk Assessment by the Cardiology Access 

Milestone: 
2.2.1 [MP-I 2] 75% of the targeted 
population admitted with CHF will be 
enrolled in the patient registry and 
followed by the SHC Cardiology 
Access Coordinator.  
Metric:  
2.2.1 (14) [MP-I 2 Metric 1] As 
measured using reports created from the 
patient registry for patients  
Data Source:   
SHC Heart Failure Task Force, 
Information Systems  
 
Milestone: 
2.2.2 [MP-I 1] 75% of enrolled CHF 
patients discharged from Signature 
Healthcare Brockton Hospital will be 
contacted in 24 hrs (72 hrs for weekend 
discharge) by the Cardiology Access 
Coordinator.  
Metric:  
2.2.2 (15) [MP-I1 Metric 1] Follow up 
calls will be documented in the 
outpatient EHR   as evidenced by 
documentation of a sample of 10 charts.  
Data Source:  
SHC Cardiology Access Coordinator, 
Information Systems 
 
Milestone: 
2.2.3  [MP-I 3]75% of  Enrolled CHF 
patients will have a Risk Assessment by 
the SHC Cardiology Access 
Coordinator  
Metric:  
2.2.3 (16) [MP-I 3 Metric 1] Risk 
assessment documented in patient 
record and CHF registry to provide 
appropriate post-discharge services. 



 

 30 

Project 2.2:  Development of Congestive Heart Failure (CHF) Disease Management Program 
Master Plan Project: 2.1 
SFY 2012  SFY 2013 SFY 2014 
2.2.4 (4) [MP-P13 Metric 2] As evidenced by the documentation 
in the SHC Cardiology Section Meeting minutes of the creation 
and approval of said protocols.  
Data Source:  
SHC Cardiology Section Chief, Heart Failure Task Force 
 
Milestone:  
2.2.5  [MP-I 1 ]25% of enrolled CHF patients discharged from 
Signature Healthcare Brockton Hospital will be contacted in 24 
hrs (72 hrs for weekend discharge) by the SHC Cardiology 
Access Coordinator. 
Metric:  
2.2.5 (5) [MP-I 1 Metric 1] Follow up calls will be documented 
in the outpatient EHR   as evidenced by documentation of a 
sample of 10 charts.  
Data Source:  
SHC Cardiology Access Coordinator, Information Systems 
 
Milestone: 
2.2.6 [MP-I 3] 25% of  Enrolled CHF patients will have a Risk 
Assessment by the  SHC Cardiology Access Coordinator  
Metric:  
2.2.6 (6) [MP-I 3 Metric 1] Risk assessment documented in 
patient record and CHF registry to provide appropriate post-
discharge services.  As evidenced by a copy of the registry.   
Data Source:  
SHC Cardiology Access Coordinator, SHC Case Management, 
Information Systems 
Milestone: 
2.2.7 [MP-I 5] Baseline measurement of percentage of patients 
(Medicare, with SMG primary physician) discharged for a 
primary diagnosis of CHF who complete a scheduled post-
discharge visit with their PCP or SHC cardiologist within 7 days. 
Metric: 
2.2.7 (7) [MP-I 5  Metric 1]Primary discharge diagnosis CHF 
and arrived visit at PCP or  SHC cardiologist’s office within 7 
days of discharge documented from arrived visits; patient 
population as defined above. 
Data Source:  
Last 25 unique discharges for CHF from Signature Healthcare 
Brockton Hospital prior to start of CHF program, patient 

Coordinator  
Metric:  
2.2.4 (11) [MP-I 3 Metric 1] Risk assessment 
documented in patient record and CHF registry to 
provide appropriate post-discharge services.  As 
evidenced by a copy of the registry.   
Data Source:  
SHC Cardiology Access Coordinator, Case 
Management, Information Systems 
 
Milestone: 
2.2.5[MP-I 1]  50% of enrolled CHF patients 
discharged from Signature Healthcare Brockton 
Hospital will be contacted in 24 hrs (72 hrs for 
weekend discharge) by the SHC Cardiology Access 
Coordinator. 
Metric:  
2.2.5 (12) [MP-I 1 Metric 1] Follow up calls will be 
documented in the outpatient EHR as evidenced by 
documentation of a sample of 10 charts. 
Data Source:  
SHC Cardiology Access Coordinator, SHC Heart 
Failure Task Force 
 
Milestone: 
2.2.6  [MP-I 5]Percentage of patients (Medicare, 
with SMG primary physician) discharged for a 
primary diagnosis of CHF who complete a scheduled 
post-discharge visit with their PCP or SHC 
cardiologist within 7 days increased by 5% from 
baseline. 
Metric:  
2.2.6 (13) [MP-I 5 Metric 1] Primary discharge 
diagnosis CHF and arrived visit at PCP or SHC 
cardiologist’s office within 7 days of discharge 
documented from arrived visits, patient population as 
defined above. 
Data Source:  
25 consecutive unique discharges for CHF from 
Signature Healthcare Brockton Hospital during SFY 
2013, patient population as defined above.  Allscripts 

Evidenced by a copy of the registry.   
Data Source:  
SHC Cardiology Access Coordinator, 
SHC Case Management, Information 
Systems 
 
Milestone: 
2.2.4 [MP-I 10] Improve disease self-
management by incorporating “teach-
back” education methodologies for 
enrolled CHF inpatients. 
Metric:    
2.2.4 (17) [MP-I 10 Metric 1] The use 
of the teach back method will be 
documented as evidenced by a sample 
of 10 charts.  
Data Source:  
SHC Cardiology Access Coordinator, 
SHC Heart Failure Task Force, Nursing 
Staff 
 
Milestone: 
2.2.5  [MP-I 5]Percentage of patients 
(Medicare, with SMG primary 
physician) discharged for a primary 
diagnosis of CHF who complete a 
scheduled post-discharge visit with their 
PCP or SHC cardiologist within 7 days 
increased by 10% from baseline. 
Metric:  
2.2.5 (18)[MP-I 5 Metric 1] Primary 
discharge diagnosis CHF and arrived 
visit at PCP or SHC cardiologist’s 
office within 7 days of discharge 
documented from arrived visits, 
increased by 10% from baseline  
Data Source:  
25 consecutive unique discharges for 
CHF from Signature Healthcare 
Brockton Hospital during SFY 2014, 
patient population as defined above.  
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Project 2.2:  Development of Congestive Heart Failure (CHF) Disease Management Program 
Master Plan Project: 2.1 
SFY 2012  SFY 2013 SFY 2014 
population as defined above; Allscripts or IDX arrived 
appointment record. 
 

or IDX arrived appointment record. Allscripts or IDX arrived appointment 
record. 
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IV. Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept 
alternatives to fee-for-service payments. 
 

Project 3.1: Hospital-Based 360° Patient Care Management Program – the most comprehensive program to identify and 
manage the most seriously ill members of a defined managed care population 
 
Master Plan Project: 3.2 Design and Implement a Hospital Based 360 Degree Patient Care Program 
 
Goal:  
Design and implement a program to identify and case/disease manage the most seriously ill members of a defined managed care population.  
We will create a hospital-based managed care team to identify the severely and chronically ill high risk patients in a pre-defined population of 
risk contract Medicare patients who historically have used an inordinately high percentage of health care resources, and discover the root 
cause of suboptimal management of seriously ill members of this senior managed care population.  We will identify these most seriously ill 
members in two ways: on presentation to our emergency department and by creating and testing screens to find those who have a high 
likelihood of presenting, but have not yet presented to the emergency department.  This population has unique medical resources available to 
them as a consequence of their managed care insurance product selection.  We will thus skillfully provide and coordinate medical care for 
these patients to improve outcomes and reduce hospital admissions and hospital days per 1000 covered lives as easily measurable markers of 
quality care and effectiveness.   
 
We will create a highly sophisticated managed care team, led by a physician/administrator partnership.  This team’s role will be clinical, 
organizational, political and financial.  The primary focus of the team, which will start “clinical” and gradually expand to “global” will be to 
evaluate and manage patients either as they present to the Brockton Hospital Emergency Department or are referred for direct admission to 
Brockton Hospital or are identified as “high risk” via nationally recognized criteria and criteria developed by the managed care team.  The 
members of the team will evaluate and manage these patients through their continuum of care and manage communication and coordination 
with patient, family, primary physician, appropriate specialists and other support teams (e.g., VNA services) - all in an intensive personalized 
manner similar to the best 360o Hospital Program medical practices.  They will determine via algorithms patients the team will follow, in 
addition to the primary physician and/or specialists to assure coordination of complex care. 
 
This project is aimed at immediately improving the quality of care and simultaneously decreasing the cost for the highest risk patients in the 
designated population.  By designing the 360° Care Program for smaller volumes per provider, we are enabling more time per patient for 
face-to-face encounters to enhance the care experience and for better care planning, coordination and integration.  This should disrupt a long-
entrenched culture of fragmentation of care (not unique to our organization).  The changes the managed care team makes that are effective 
will be considered for expanded use, not only within Signature Healthcare, but by reporting those effective changes to the healthcare plan at 
provider meetings, potentially expand their use regionally. 
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Rationale:   
• We became aware of our opportunities to improve patient care through insurer-provided data and reports comparing us to their networks 

at large and individual groups within those networks. Through investigation on reducing the level of admissions per 1000 within the 
Medicare managed care population, Signature discovered the fragmentation of care between the PCP, specialists and multiple 
hospitalists impacted the coordination of care for these patients.  We believe centralizing the care for the highest utilizers of service 
among a small number of hospitalists and nurse practitioners with a smaller panel of patients will allow these practitioners to develop 
consistent and deep knowledge of this subset of patients, their baseline state, their ongoing care needs, and their available community 
resources.  The additional time allocated to these practitioners will be effectively utilized to coordinate care with the patient’s PCP, 
community resources and provide additional support directly to the patient during the important transitions of care.  Lessons learned 
from this project can easily be transferred to other populations as Signature transforms to manage total medical expense for additional 
groups of patients.   

• Current medical literature is flush with ideas and recommendations to improve the quality of care for selected diagnoses (pneumonia, 
congestive heart failure, acute myocardial infarction and COPD), but short on hard data and proof of effectiveness.  A recent article in 
The New England Journal of Medicine (The Relationship between Hospital Admission Rates and Re-hospitalizations, NEJM, December 
15, 2011 Epstein A.M., Jha A.K., Orav E.J.) is one of a few articles documenting a relationship between readmission rates and 
incentives to hospitalize.  Another article contends, with literature references, that unnecessary hospitalization of nursing home patients 
is not only inappropriate and costly, but also detrimental to patient wellbeing.30  Other articles suggest patient navigators, nurse 
coaching at discharge, care coordinators, case managers and disease managers, calls to and electronics in the home, and home visits as 
beneficial to patients, but the studies are preliminary and many do not show expected benefits. 

• We contend that no single process “works.”  We do contend, however, that an integrated, coordinated, well-structured and run program 
can improve outcomes as measured by decreased admission and readmission rates. 

• Signature Healthcare manages the total medical expense of a Medicare Advantage plan with 1500 lives.   Claims data from the managed 
care organization will provide robust data to track on a frequent, regular, and accurate basis the impact of the program and provide a 
means to compare our performance against the performance of multiple other organizations.  We selected milestones and their related 
metrics as necessary to the primary outcome (better patient care), hard but possible to achieve, and measurable. 

• We targeted three populations identifiable through our risk contracts (numbers approximate as of the time of this submission): 
o Medicaid: BMC Health net – 4700 covered lives 
o Medicare: Tufts Medicare Preferred (TMP) – 1500 covered lives 
o Commercial: HMO Blue (AQC contract) – 9,000 covered lives 

• The population we will use for at least the first three years for data acquisition and comparison will be the TMP (Medicare managed 
care) program.  We will not “enroll” patients; rather, all TMP subscribers with a Signature Healthcare Medical Group primary physician 
will be included for all quality and statistical purposes as well as be the base for identification of the highest risk groups by the 
definitions above. 

• The populations identified have high disease burdens and therefore stand to gain from better application of healthcare interventions. 
                                                 
30 Reducing Unnecessary Hospitalizations of Nursing Home Residents from The New England Journal of Medicine September 29, 2011, Ouslander J.G. and Berenson 
R.A., N Engl J Med 2011; 365:1165 – 1167 

http://www.nejm.org/doi/full/10.1056/NEJMsa1101942
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• Baseline data are supplied by third parties and are derived by methodology accepted as accurate by the Commonwealth and the federal 
government.  Subsequent data will be supplied both by the same third parties (insurers) and Signature Healthcare. 

• We – even an organization comprising both hospital and medical group – cannot achieve the desired results alone.  We will create 
working partnerships with neighborhood resources such as VNA services, elder care, palliative care and hospice to enhance and 
improve at-home services for the patients who stand to benefit from their expertise. 

 
Expected Results:  Two measurable outcomes will be: 

o a higher rate of arrived post-discharge scheduled primary care visits compared to baseline31 
o a reduction in admissions/1000 covered lives in the identified population by the end of SFY 2014. 

• Achieving these goals will reflect better coordination of healthcare to the patients in the identified populations and substantially reduce 
the cost of healthcare to those patients. 

• Finally, we intend to use the lessons learned in proactive management of this high risk population and apply the pathways, protocols, 
processes and use of resources to broader population bases.  This will be reflected in the following milestones. 

 
 
Relation to other Projects:   
The motto used by the Physicians in this program is “"Everything the patient needs, nothing the patient doesn't need, all provided at the right 
time in the right place.” This project relies heavily on our Development of Congestive Heart Failure (CHF) Disease Management Program, 
(2.2) Apply process improvement methodology to improve quality and efficiency in primary care offices (2.1) Improved access to care - 
improving primary care access (1.1) and Creation of a comprehensive diagnostic patient profile (3.2).  
 
 
 
 
 
 
 
 
 
 
 
 
 
  

                                                 
31 Defined as the projected rate of arrived post-discharge visits for the six month period prior to the start of the 360⁰ program. 
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Project 3.1: Hospital-Based 360° Patient Care Management Program – the most comprehensive program to identify and manage the most seriously ill members 
of a defined managed care population 
Master Plan Project: 3.2 
SFY 2012 SFY 2013 SFY 2014 
Milestone:  
3.1.1  [MP-P 1]Hire start-up team of one physician 
and one nurse practitioner and train team in patient 
interviewing, examination, triage, evaluation, 
management, service and communication consistent 
with the six goals of the IOM and our higher level 
standards. Develop coverage schedule of five days a 
week, 10 hours per day.  Create a process to identify 
Tufts Medicare Preferred (TMP) patients with a 
Signature Healthcare Medical Group primary as part 
of the emergency department registration. 
Metric:   
3.1.1 (1) [MP-P 1 Metric 1] Start-up team of one 
physician and one nurse practitioner hired.  
Data Source: hire or transfer documentation, job 
description, start date confirmation 
 
Milestone:  
3.1.2  Develop coverage schedule of five days a week, 
10 hours per day.   
Metric: 
3.1.2 (2) [MP-P 1 Metric 4] Team schedule reflects 
five days per week 10 hours per day coverage 
Data Source: Department of Medicine Schedule 
 
Milestone: 
3.1.3  Create a process to identify Tufts Medicare 
Preferred (TMP) patients with a Signature Healthcare 
Medical Group primary as part of the emergency 
department registration. 
Metric:   
3.1.3 (3) [MP-P 1 Metric 3] Process for identifying 
target patients upon ED registration created, tested and 
operative, evidenced by blinded sample of Emergency 
Department  patient tracker. 
Data Source: Emergency department chart 
 
Milestone:  
3.1.4 [ MP-P 1]Create a to support covering 
hospitalists with direct access to team member on call 

Milestone:  
3.1.1 [MP-P 2] Extend coverage by hiring a second 
nurse practitioner. 
Metric:   
3.1.1 (8) [MP-P 2 Metric 1]  Second nurse 
practitioner hired 
Data Source: Human Resources  
Announcement of second NP and seven day per week 
coverage. 
 
Milestone:  
3.1.2  [MP-P 2] Initiate seven days per week hospital 
coverage 
Metric:  
3.1.2 (9) [MP-P 2 Metric 2] Coverage schedule 
reflects 7 day coverage. 
Data Source: Human Resources 
 
Milestone:  
3.1.3  [MP-P 2] Develop outpatient follow-up visit 
process for certain  discharged patients based on 
severity and complexity of illness. 
Metric:  
3.1.3 (10) [MP-P 2 Metric 3]  One month log 
documenting patients with outpatient management by 
the 360o Care Program’s hospital-based team 
Data Source:  360o Care Program Hospitalist 
 
Milestone:  
3.1.4 [MP-P 2]  Develop process to coordinate care 
with SNF rounder, VNA, palliative care, hospice, 
primary and specialist physicians 
Metric: 
3.1.4 (11) [MP-P 2 Metric 4] Summary of case notes 
from 10 charts demonstrating the team’s coordination 
with community resources 
Data Source:   
• Human resources 
• Call coverage schedule 
• Sample ambulatory arrived visit notes (absent 

Milestone:  
3.1.1 [MP-P 3] Create a process to contact and engage 
the identified patients for risk evaluation screening.  
Metric:  
3.1.1 (13) [MP-P 3 Metric 3] 
Documented process and list of patients contacted 
Data Source: 360o Care Program hospital-based team 
documentation. 
 
Milestone:  
3.1.2 [MP-P 4] Create a pathway to evaluate and 
proactively intervene on patients deemed high risk by 
the evaluation screening process 
Metric: 
3.1.2 (14) [MP-P 4 Metric 1] List of patients 
evaluated and documentation of interventions for the 
identified population 
Data Source: 360 o Care Program Hospital Team. 
Excel spreadsheet log of patients approached, patients 
screened, and patients getting intervention. 
 
Milestone: 
3.1.4 [MP-I 3]  Percentage of TMP patients with SMG 
PCP discharged from SHC/ BH who complete the  
scheduled post-discharge visit with their PCP or 
specialist increased by 10% from baseline. 
Metric:  
3.1.4 (15) [MP-I 3 Metric 1]   Percent of arrived 
scheduled post-discharge from SHC/ BH visit at PCP 
or specialist’s office. 
Data Source:  
25 consecutive discharges for patients in the 
population specified from Signature Healthcare 
Brockton Hospital during  SFY 2013; Allscripts or 
IDX arrived appointment record 
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Project 3.1: Hospital-Based 360° Patient Care Management Program – the most comprehensive program to identify and manage the most seriously ill members 
of a defined managed care population 
Master Plan Project: 3.2 
SFY 2012 SFY 2013 SFY 2014 
Metric: 
3.1.4 (4) [MP-P 1 Metric 5] Call schedule for after-
hours guidance and consultation for 360° Care 
Program hospital-based team with contact information. 
Data Source:  360° Care Program call schedule 
sample 
 
Milestone: 
3.1.5 [MP-P 1] Create a regular meeting schedule to 
review members of the target population “of interest” 
such as inpatients, SNF patients, high risk patients, etc. 
Metric:   
3.1.5 (5) [MP-P 1 Metric 8] Minutes of sample 
meetings. 
Data Source: 360o Care Program meeting minutes 
sample with patient identification data blacked out. 
 
Milestone:  
3.1.6  [ MP-P 1] Create a lean balanced scorecard for 
the program 
Metric:  
3.1.6 (6) [MP-P 1 Metric 9]] Documentation of goals 
for the program and measurement of goal activity.   
Data Source:  Sample scorecard 
 
Milestone: 
3.1.7 [MP-P 5] Baseline measurement of percentage 
of TMP patients with SMG primary physician 
discharged from SHC/ BH who complete a scheduled 
post-discharge visit with their PCP or specialist. 
Metric:  
3.1.7 (7) [MP-P 5 Metric 1] Arrived visit at PCP or 
specialist’s office as scheduled, documented from 
chart sample. 
Data Source: Last 25 TMP discharges from Signature 
Healthcare Brockton Hospital prior to start of 360⁰ 
Care Program; Allscripts or IDX arrived appointment 
record. 

patient identifiers) 
• Care coordination documentation in meeting 

minutes 
 
Milestone: 
3.1.5 [MP-P 5] Percentage of TMP patients with SMG 
PCP discharged from SHC/ BH who complete the 
scheduled post-discharge visit with their PCP or 
specialist increased by 5% from baseline. 
Metric:  
3.1.5 (12) [MP-P 5 Metric 1] Arrived scheduled post-
discharge from SHC/ BH visit at PCP or specialist’s 
office documented from chart sample. 
Data Source: 25 consecutive discharges for patients in 
the population specified from Signature Healthcare 
Brockton Hospital during  SFY 2013; Allscripts or 
IDX arrived appointment record 
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Project 3.2:  Creation of a Comprehensive Diagnostic Patient Profile 
Master Plan Project: 3.1 Develop Risk Stratification Capabilities for Patient Populations and Alternative Payment Models 
 
 
Goal:  
The goal of this project is to improve the assessment of clinical severity, level of risk, and projected resource utilization of a defined 
population of risk contract patients: Tufts Medicare Preferred (with a Signature Healthcare Medical Group primary physician). Implicit in this 
definition is the ability to predict outcomes from a given intervention based on preexisting illness or the severity of intervention.  The 
usefulness of any risk stratification system arises from how the system links severity to a specific outcome.32   
 
Based on our experience with existing population management agreements, Signature hypothesizes that the risk adjustment factors being 
established by the managed care plans do not accurately reflect the level of illness of the panel of patients covered by these risk contracts.  In 
establishing this hypothesis, Signature presumes that the primary care physician may not be aware of and therefore may not be actively 
managing all co-morbidities and chronic conditions for their existing patients.  Providers do not always document the diagnosis when 
documenting their findings. The key is to ensure that provider documentation completely and accurately maps to a diagnosis coded with 
precise descriptors rather than those that are unspecified. Signature patients may be treated by physicians other than their primary care 
physician and gaps exist in communication between non-Signature specialists and the primary care physician regarding all of a patient’s 
current and prior illnesses.  This gap in communication and management is thus reflected in the risk adjustment factor generated by the 
managed care organization.  This also represents an opportunity for Signature primary care physicians to improve their quality of care for 
patients with multiple chronic illnesses, if the hypothesis is correct that these gaps exist.  Since these risk models are external to Signature and 
are based on claims from Signature and all other health providers (physician and facility) developing baselines and measuring concurrent 
impact from intervention become difficult.    
 
 
Using dedicated resources to mine historic organization and payer claims data we aim to assist primary care physicians in developing a 
comprehensive diagnostic patient profile. Absent of a regional, let alone a national comprehensive health information exchange, this payor 
claim data likely reflects the most comprehensive listing of all illnesses that have been diagnosed and treated by any provider (Signature and 
non-Signature) during the past three years. Signature will hire two documentation specialists and develop a process to audit patient’s current 
Allscripts (EMR) problem list (including ICD-9 codes) in comparison with comprehensive historical billing data. Measurement of severity of 
illness is required to evaluate diagnostic efficiency of physicians, assess quality of care and understand utilization of health services. The 
documentation specialists will meet with the PCPs to review their findings and suggest opportunities to incorporate the additional diagnoses 
and co-morbidities to coordinate the care of patients more closely.  They will share data on chronic illness documented from the billing data 
that are not in the current problem lists of patients and discuss opportunities to improve PCP documentation.   
 
                                                 
32 Risk Stratification and Co morbidity: Historical Perspectives and the Purpose of Outcome Assessment: Nightingale Codman, and Cochrane  Cardiac Surgery in the 
Adult, 3rd Edition  (2003) pp187-224 
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Additionally, we will track our Medicare Advantage members to assure they have scheduled at least annual PCP visits to assess all chronic 
conditions. Our organizational goal of managing total medical expense and having our PCPs function as our patients’ medical home will be 
addressed if this project assists in assuring patients are receiving annual visits and that high risk patients are being managed by their PCP.   
 
Rationale:    
Signature manages the total medical expense for patients in three managed care plans, and has electronic medical records for 17 specialties 
within Signature Medical Group and Brockton Hospital. These provide for a significant amount of care coordination when patients are cared 
for within the Signature System.  However, many patients receive care from specialists and providers outside of the Signature system, and 
often the information from other providers is not reflected in the patient’s PCP notes, problem list or care plan.  In the absence of a regional 
health information exchange with this comprehensive data, the provider claims data from health plans is the most comprehensive source of 
data on the care being provided by non-Signature providers, and Signature believes mining this billing data should provide opportunities to 
improve the coordination of care by the system’s PCPs.  A review of the average risk adjustment factor for Tufts Medicare Preferred patients 
over a three year period shows a continued decline in the risk scoring of the average Tufts Medicare Preferred patient.  However, utilization 
and cost of care for these patients has not decreased.  Risk Adjustment methodology:  
 

• Uses information from the current year to establish anticipated cost of care per patient for the following year  
• Each patient has a Risk Adjustment Factor   
• Assumes a lower Risk Adjustment Factor score indicates a healthier member  
• Chronic conditions that impact medical management need to be submitted to CMS every year 

 
The hypothesis of this project is this decline has several potential causes: either the PCPs are not documenting care each year for all of the co-
morbidities of their patients; that patients are seen by specialists and diagnosed with chronic conditions that are not known by the PCP’s and 
thus not addressed during their routine visits; or that chronically ill patients are not coming in to see their PCP on an annual basis so that the 
PCP can assist them in managing their chronic illness.  There may be other causes Signature is not currently aware of but may lead to costly 
and catastrophic admissions that could be avoided with better coding and documentation of chronic illnesses.   
 
We believe that if these opportunities are addressed the chronically ill patients will be better managed through their PCP and supporting 
disease management. Additionally, documentation and billing will improve, and the risk adjustment factor within the health plans will more 
accurately reflect the average risk of the current panel of patients.   
 
As a starting point Signature has established a data file with three years of history of hierarchical condition categories coding from a managed 
risk plan’s billing data.  Signature plans to start the project using this data as a baseline for comparison with the current EMR and payer 
claims data.   
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Expected Results:   
Signature’s documentation specialists will develop a process to compare the historical billing data with patient’s current Allscripts EMR 
information.  The documentation specialists will develop a process to conduct chart reviews on our 1500 Medicare Managed Care members 
and review their findings with the PCPs.  This is a new project for Signature and the team is unaware of any other similar project, therefore at 
this time there is little comparative information on how the progress from this project will be measured.  Signature does not have a baseline 
for performance or improvement with this project.  Measuring and comparing risk adjustment factor  scores or hierarchical condition 
categories from one year to the next is complicated by changes in coding convention from year to year, and the fact that some codes such as 
cancer that is believed to be cured are not expected to be repeated each year.   Signature will attempt to develop reports during the three years 
that may be indirectly indicative of improvements from this project.  Using the managed care portal to identify members of the PCP panel the 
documentation specialists will work with clinical staff to assure members who do not have appointments with their PCP are outreached.  With 
continuous oversight and education by the Clinical Documentation specialists we expect to develop more comprehensive care plans for our 
patients with chronic illnesses. 
 
We expect to implement better and more cost effective treatment by finding problems sooner for more effective intervention. By effectively 
analyzing our data we can determine and quantify the real needs of our patients, identify health trends in our patient populations and help 
guide our quality improvement processes. 
 
Relation to other Projects:   
This project relates to the following transformational projects: improving patient access, development of congestive heart failure (CHF) 
disease management, and the 360o Care Program.   
Population health management goes beyond treating only those patients in need of immediate care; it helps physicians assess their entire 
population and stratify it into various stages across the spectrum of health:  
 

• Those who are well need to stay well by getting preventive tests completed  
• Those who have health risks need to change their health behaviors so they don’t develop the conditions they’re at risk for  
• Those who have chronic conditions need to prevent further complications by closing care gaps and also working on health behaviors  

 
Overall, population health management strengthens the physician-patient relationship because it provides for numerous opportunities for the 
care team and the patient to interact. From a patient satisfaction perspective, patients with the strongest relationships to specific primary care 
physicians are more likely to receive recommended tests and preventive care. 
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Project 3.2:  Creation of a Comprehensive Diagnostic Patient Profile 
Master Plan Project: 3.1 
FY 2012  SFY 2013 SFY 2014 
Milestone: 
3.2.1 [MP-P 3] Develop organizational plan to 
improve accuracy in hierarchical condition 
categories data submissions to accurately reflect the 
health status of at risk Medicare advantage 
beneficiaries. 33 
Metric:  
3.2.1 (1) [MP-P 3 Metric 1] Approved 
Organizational audit tool to assess compliance with 
documentation practices across Signature 
Healthcare. 
Data Source: 
Managed Care Portal reports on findings , SHC 
Documentation Protocol 
 
Milestone: 
3.2.2 [MP-P 4] Hire documentation specialists to 
review medical records, ensuring complete and 
accurate capturing of chronic conditions.   
Metric: 
3.2.2 (2) [MP-P 4 Metric1]  Documentation 
Specialist to be hired in SFY 2012 
3.2.2 (3) [MP-P 4 Metric2]  # Charts reviewed by 
Documentation Specialist 
3.2.2 (4) [MP-P 4 Metric3]   # additional 
hierarchical condition categories Diagnoses codes 
identified in EMR as evidenced by log of 
hierarchical condition categories codes identified 
3.2.2 (5) [MP-P 5 Metric1]  # PCP Education 
sessions aimed at reviewing risk status of members 
and care management plan; as evidenced by 
Education log, departmental minutes, Managed 
Care Portal educational summaries 
3.2.2 (6) [MP-P 1 Metric1]  Build Managed Care 
Portal capabilities to identify patients not seen by 
their PCP as evidenced by submission of PCP panel 
lists generated by the portal 
3.2.2 (7) [MP-P 2 Metric1] # Patients identified 

Milestone: 
3.2.1  [MP-I 1]  Use data from SFY 2012 to 
develop reports for each Primary care physician 
identifying patients who have not had an office 
visit in prior year. 
Metric: 
3.2.1 (9) [MP-I 4 Metric1]  25% of patients 
identified as not seeing PCP in past 12 months will 
be outreached and scheduled for PCP visit 
Data Source: 
• Payer Data 
• SHC Data Warehouse  
• Medical Record  
• Managed Care portal report of patients who 

arrived for  PCP visit  in past 12 month 
 
Milestone: 
3.2.2 [MP-P 4]  Documentation Specialists to 
establish protocols and standards for accuracy of 
documentation 
Metric: 
3.2.2 (10) [MP-P 4 Metric2]   # Charts reviewed 
by Documentation Specialist 
3.2.2 (11) [MP-P 4 Metric33 Metric1]   # 
additional hierarchical condition categories 
Diagnoses codes identified in EMR as evidenced 
by log of hierarchical condition categories codes 
identified 
3.2.2 (12) [MP-P5 Metric1]   # PCP Education 
sessions aimed at reviewing risk status of members 
and care management plan; as evidenced by 
Education log, departmental minutes, Managed 
Care Portal educational summaries 
3.2.2 (13) [MP-I 2 Metric1]   Documentation of 
templates developed in EMR to improve accuracy 
in documentation. 
Data Source: 
• Payer Data 

Milestone: 
3.2.1 [MP-P 2I 1] Develop reports for each 
primary care physician that identifies patients 
who have not had an office visit in prior year. 
Metric: 
3.2.1 (15) [MP-I 4441 Metric 1]  35% of 
patients identified as not seeing PCP in past 12 
months will be outreached and scheduled for 
PCP visit/ annual risk assessment 
Data Source: Data from SFY 2013 reports 
 
 
Milestone: 
3.2.3 [MP-I 3] Use patient management report to 
prioritize the patients with high-cost case 
identification. 
Metric: 
3.2.3 (16) [MP-I 3 Metric 1] Identification of 
patients who require monitoring for diabetes 
mellitus. 
Data Source: 

• Payer Data 
• Baseline Risk Adjustment factor 
• Signature Healthcare Data Warehouse  
• Medical Record  

                                                 
33 All patients, “members”, and other descriptives of the covered population are defined as enrollees of Tufts Medicare Preferred Plan with a Signature Healthcare 
Medical Group primary physician 
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Project 3.2:  Creation of a Comprehensive Diagnostic Patient Profile 
Master Plan Project: 3.1 
FY 2012  SFY 2013 SFY 2014 
from the PCP panel list that have not seen PCP in 
the12 months prior to the screen. 
3.2.2 (8) [MP-P 6 Metric1] Use patient 
management report to establish baseline data on # 
patients with a diagnosis of diabetes mellitus who 
require hemoglobin A1C testing. 
Data Source: 
• Payer Data 
• Log of charts reviewed by documentation 

analyst 
• 4  month progress reports on findings   
• Signature Healthcare Data Warehouse with 

HEDIS data for Providers 
• CMS hierarchical condition categories 

submission file 
• Managed Care Portal reports on findings   

• Log of charts reviewed by documentation 
analyst 

• Sample of template(s) used by providers 
• Signature Healthcare Data Warehouse with 

HEDIS data for Providers 
• CMS hierarchical condition categories 

submission file 
Managed Care Portal reports on findings   
 
Milestone: 
3.2.3 [MP-I 1] Using baseline data on patients 
with diagnosis of diabetes mellitus in SFY12 
identify patients who are in need of hemoglobin 
A1c testing. 
Metric 
3.2.3 (14) [MP-I 1 Metric 1]Managed Care Portal 
report indicating # Diabetics in need of 
Hemoglobin A1c 
Data Source: 
• Payer Data 
• Baseline Risk Adjustment factor 
• SHC Data Warehouse  
• Medical Record  
• Log of patients enrolled in care management 

programs 
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Project 3.3: Participate in a Learning Collaborative 
 
Master Plan Project: 3.9 Participate in Learning Collaborative 
 
Goal:  
Collectively, the DSTI projects proposed in Categories 1, 2 and 3 of this plan have the potential to significantly transform the care experience 
for Massachusetts residents served by eligible safety net hospitals.  As important as individual hospital efforts will be, there is even greater 
potential value in leveraging the hospitals’ efforts for delivery system transformation through the sharing of best practices. Participation in 
learning collaborative will provide a forum for eligible DSTI safety net providers to learn from other providers that share similar goals and to 
capitalize on potential synergies in their efforts. The learning collaborative model supports the development of a shared culture of continuous 
improvement and innovation, which will facilitate and enhance the individual hospitals’ efforts to advance the Triple Aim through their DSTI 
projects. Through this project, each hospital participating in DSTI will join an existing learning collaborative – such as the Brookings-
Dartmouth ACO Learning Network or another ongoing learning collaborative that aligns with DSTI goals – or will develop a new learning 
collaborative designed to support its transformation goals. Demonstration Year 15 (SFY 2012) goals will be for eligible DSTI safety net 
hospitals to explore existing and/or potential new opportunities for participation in a learning collaborative relative to measure 1 below. 
 
A. Explore existing and/or potential new opportunities for participation in learning collaborative whose goals align with the Triple Aim and 

DSTI transformation objectives.  
B. Select a learning collaborative in which to participate, which may consist of either: 

1. Identifying and joining an existing learning collaborative whose goals align with the Triple Aim and DSTI objectives; OR 
2. Developing a new learning collaborative structure designed to support the hospital’s delivery system transformation goals and to align 

with the Triple Aim and DSTI objectives. 
C. In the case that a hospital elects to develop a new learning collaborative, establish and implement a new learning collaborative designed to 

support the hospital’s delivery system transformation goals under DSTI and to align with the Triple Aim and DSTI objectives. 
D. Participate actively in the selected or new learning collaborative. Report on lessons learned from participation in learning collaborative as 

they relate to the hospital’s delivery system transformation goals under DSTI. 
 
A learning collaborative format allows shared learning to occur within and between facilities and groups of people, allowing best practices, 
challenges, ideas, and successes to be shared thereby utilizing resources to their fullest capacity.  
 
Learning collaboratives:  

•  Produce rapid change,  
• Provide scalable and accelerated change among participants,  
• Empower critical staff members,  
• Foster peer-to-peer learning, and  
• Allow adaptation of interventions.  
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By participating in a learning collaborative, we envision bringing the Safety Net Hospitals together to share and learn from each other.  
 
 
Project 3.3: Participate in a Learning Collaborative    
Master Plan Project: 3.9 
SFY 2012  SFY 2013 SFY 2014 
Milestone:  
3.3.1[MP P1] Explore existing and/or 
potential new opportunities for participation in 
learning collaborative. 
Metric:  
3.3.1 (1) [MP P1 Metric 1] Hospital meeting 
minutes and/or documentation of research 
findings on learning collaborative. 
3.3.1 Data Source 
Internal hospital documentation 
 

Milestone:  
3.3.1[MP P5] Participate actively in learning collaborative. 
Metric:  
3.3.1 (2) [MP P5 Metric 1] Documentation of attendance at and/or 
participation in learning collaborative activities. 
Data Source(s): 
Internal hospital documentation and/or learning collaborative documents 
 
Choice of one of the following options for Project Element B (select a 
learning collaborative in which to participate): 
 
Option 1 of Project Element B: 
Milestone:  
3.3.2 [MP P 2] Select and join an existing learning collaborative (if 
selecting option 1 of Project Element B). 
Metric:  
3.3.2 (3) [MP P 2 Metric 1] Documentation of hospital joining learning 
collaborative. 
Data Source: 
Internal hospital documentation and/or learning collaborative documents 

OR: 
 Option 2 of Project Element B: 
Milestone:  
3.3.2 [MP P 3] Develop a new learning collaborative structure (if 
selecting option 2 of Project Element B). 
Metric:  
3.3.2 (3) [MP P 3 Metric 1] Documentation of new learning 
collaborative goals, structure and membership and/or signed agreement 
with facilitator of new learning collaborative (if applicable). 
Data Source(s): 
Learning collaborative documents and/or agreement 

Milestone:  
3.3.1 [MP P5] Participate actively in 
learning collaborative. 
Metric: 
3.3.1 (4) [MP P5 Metric 1] 
Documentation of attendance at and/or 
participation in learning collaborative 
activities. 
Data Sources(s): 
Internal hospital documentation and/or 
learning collaborative documents 
 
Milestone:  
3.3.2 [MP P6] Report on lessons learned 
from participation in learning 
collaborative as they relate to the 
hospital’s delivery system transformation 
goals under DSTI. 
Metric:  
3.3.2 (5) [MP P6 Metric 1] Hospital 
report on lessons learned. 
Data Source: 
Hospital report 
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V. Category 4 - Population-Focused Improvements (“Pay for Reporting”) 
 
The hospital shall elect at least one Category 4 hospital-specific measure per project (a minimum of 6 Category 4 hospital-specific measures 
total) and no more than 15 Category 4 hospital-specific measures overall .This section includes a menu of Category 4 measures related to 
population-focused improvements. The purpose of Category 4 is to evaluate the impact of the investments and system changes described in 
Categories 1, 2 and 3 through population-focused measures. Category 4 metrics shall recognize that the population-focused objectives do not 
guarantee outcomes but result in learning, adaptation, and progress. Signature Healthcare will measure and report on selected measures but 
will not have milestones associated with the achievement of specific improvements. Signature will commence reporting a subset of Category 
4 common measures starting in Demonstration Year 15 (SFY 2012) and the balance of Category 4 measures starting in Demonstration Year 
16 (SFY 2013), or in Demonstration Year 17 (SFY2014) for any hospital-specific measures that may require development or new data 
capture. 

• Common measures: Signature Healthcare will develop plans to report on a core set of Category 4 measures that are included below.   

• Hospital-specific measures: Signature Healthcare will report on the investments and transformation changes learned in Categories 1-3 
beginning in DY 16.  Additionally, SHC will participate in a Learning Collaborative which will not have associated Category 4 
hospital-specific measures.   

Common measures  
All participating safety net hospitals will develop plans to report on a core set of Category 4 measures pursuant to Section X.D of Attachment 
J. Because this category involves evaluating the initiatives and system changes described in Categories 1, 2, and 3 through population-focused 
objectives, the common measure set is organized around the Triple Aim: 
 
Better Care: Improve the overall quality of the US health system by making health care more patient-centered, reliable, accessible, and safe.  
These goals, set forward by the Institute of Medicine in Crossing the Quality Chasm, are important domains for assessing the effectiveness of 
care improvements. In the context of the DSTI program, there is a focus on both the quality and experience of patient care.  
One area of increasing national attention has been a focus on improvement of care transitions between providers or settings of care. Health 
care transitions, such as moves in and out of hospitals to post-acute care/nursing home care, home care (with and without home care 
supports), or outpatient care have been shown to be prone to medical errors; poor care coordination, infections and incorrect usage of 
medications—leading to potentially avoidable hospital readmissions, less than optimal patient health outcomes, and added health care costs.   
This is especially the case for complex care needs, patients with social acuity, and co-occurring health conditions.  
Given the importance of examining patient care transitions and their effect on patient outcomes, three Common Measures, utilizing patient 
experience of care measures from the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey focus on 
whether patients’ felt they had a good understanding of their medications and care needs post-discharge. Medication adherence and errors are 
a leading source of unnecessary emergency and acute care; therefore, it is an area of shared focus.34  Included within the HCAHPS measures 
is the Three-Item Care Transition Measure (CTM-3). This measure set has recently been added as a voluntary option to the HCAHPS survey.  

                                                 
34 Forster AJ, Murff HJ, et al. “The Incidence and Severity of Adverse Events Affecting Patients after Discharge from the Hospital.” Ann Intern Med. (2003) 138:161-167. 

http://psnet.ahrq.gov/resource.aspx?resourceID=1080
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Better Care also includes a focus on care in Emergency Departments. Reducing the time patients remain in the emergency department (ED) 
can improve access to treatment and increase quality of care. Reducing this time potentially improves access to care specific to the patient 
condition and increases the capability to provide additional treatment. Overcrowding and heavy emergency resource demand have led to a 
number of problems, including prolonged patient waiting times, increased suffering for those who wait, rushed and unpleasant treatment 
environments, and potentially poor patient outcomes. 
 

Better Care  
Common Measures 

DY 16 
Measurement 
Period 

DY 16 Reporting 
Date(s) to EOHHS 

DY 17 
Measurement 
Period 

DY 17 Reporting Date(s) 
to EOHHS 

4.1 Care Transitions Measure Set (CTM-3) 
 
Voluntary HCAHPS questions 
 
Data Source: Hospital vendor or Hospital 
Compare as available 

Not applicable 
in DY16. 
Requires new 
data capture. 

Not applicable in 
DY16. Requires 
new data capture. 

07/01/12 – 
06/30/13 

7/31/14 

4.2: Patients who reported that staff 
"Always" explained about medicines before 
giving it to them. 
 
HCAHPS Composite (Questions 16 & 17) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.3: Patients at each hospital who reported 
that YES, they were given information about 
what to do during their recovery at home. 
 
HCAHPS Composite (Questions 19 & 20) 
 
Data Source: Hospital Compare 

01/01/11 – 
12/31/11 

1/31/13 01/01/12 – 
12/31/12 

1/31/14 

4.4: ED Wait Time: Door to Diagnostic 
Evaluation by a Qualified Medical Personnel  
 
CMS IQR  measure (OP-20) 
 
Data Source: Hospital Compare 

01/1/2012 - 
06/30/12 

1/31/13 07/1/2012 - 
06/30/13 

1/31/14 

 
Better Health: Improve the health of the population by supporting proven interventions and enhancing the quality of care delivered. Many of 
today’s individual health care processes are designed to respond to the acute needs of individual patients, rather than to anticipate and shape 
patterns of care for important subgroups. Population health focuses on segmenting the population, perhaps according to health status, level of 
support from family or others, and socioeconomic status, to facilitate efficient and appropriate care delivery. The Category 4 common 
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measures share a focus on examining population dynamics. Two measures report on proven immunization interventions that can improve the 
health of hospitalized populations following discharge—preventing subsequent care interventions. Two other ambulatory- sensitive measures 
examine acute admissions for chronic obstructive pulmonary disease (COPD) and congestive heart failure (CHF) patients—two patient 
populations of particular concern given their chronic care needs. A fifth measure looks at maternal and child health—examining the incidence 
of low-birth weight children, a leading determinant of newborn health especially important for Medicaid populations. 
  
 

Better Health 
Common Measures 

 

SFY 2013 
Measurement 

Period 

SFY 2013 
Reporting 
Date(s) to 
EOHHS 

SFY 2014 
Measurement 

Period 

SFY 2014 Reporting 
Date(s) to EOHHS 

4.5: Pneumonia Immunization 
CMS IQR/Joint Commission measure  
IMM-1a 35 
Data Source: Hospital Compare 

01/01/12 – 
06/30/12 
 

01/31/13 07/01/12 – 
06/30/13 
 

01/31/14 

4.6: Influenza Immunization (seasonal measure) 
 
CMS IQR/Joint Commission measure  
IMM-2 36 
Data Source: Hospital Compare 

01/01/12 - 
03/30/12 
 

01/31/13 10/01/12-
03/30/13 
 

01/31/14 

4.7: Percent of discharged patients under age 75 who were 
hospitalized for Chronic Obstructive Pulmonary Disease 
(Ambulatory Sensitive-Condition Admissions Measure) 
Modified AHRQ PQI-5: denominator modified to include only 
discharged hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.8: Percent of discharged patients under age 75 who were 
hospitalized for Congestive Heart Failure (Ambulatory Sensitive-
Condition Admissions Measure) 
Modified AHRQ PQI-8; denominator modified to include only 
discharged hospital inpatients 
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.9: Low Birth Weight Rate: number of low birth weight 
infants per 100 births37  
AHRQ PQI-9 
Data Source: Hospital records 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

 

                                                 
35 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-1a includes all inpatients.  
36 CMS and the Joint Commission began collecting this measure effective with January 1, 2012 discharges. IMM-2 includes all inpatients. 
37 Hospitals without maternity services are exempted from this measure. 
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Cost-Effective Care: Improve cost-effectiveness of care through improved care delivery for individuals, families, employers, and the government.  
Measures that provide insights both into improved opportunities for health care delivery and health care cost-effectiveness are an area of particular focus in 
the Triple Aim. Many of the DSTI Category 1-3 projects include a specific focus on improving population health outside of the walls of the hospital (e.g. 
Primary Care Medical Homes, Health Information Exchanges, ACO development, etc.); therefore, it will be important to examine measures within the 
Category 4 Common Measures looking at hospital care indicators that are ambulatory-sensitive and that have the potential for better care coordination or 
care venues.  Preventable readmissions are an area of nationwide focus, both for their cost and health implications, but also because many readmissions are 
the result of poor care hand-offs and lack of care coordination post discharge. Similarly, many pediatric asthma emergency department visits are 
potentially avoidable with concerted outpatient management and care plans; therefore, an ambulatory-care sensitive pediatric asthma measure, relevant to 
Medicaid populations, has been included.  Lastly, a measure of early elective delivery examines a practice of care for which the evidence-base suggests 
can lead to unnecessary newborn complications and health care costs. 
 
 

Cost-Effective Care 
Common Measures 

SFY 2013 
Measurement 

Period 

SFY 2013 
Reporting 
Date(s) to 
EOHHS 

SFY 2014 
Measurement 

Period 

SFY 2014 
Reporting 
Date(s) to 
EOHHS 

4.10: Hospital 30-day, all-cause readmission rate to the index hospital 
following a hospitalization for all patients 18 and older (not risk adjusted) 
See CMS IQR Readmissions Measures (AMI, CHF, and Pneumonia) for a list 
of standard exclusions, including: 1) index admissions for patients with an in-
hospital death, 2) patients transferred from the index facility to another acute 
care facility, and 3) patients discharged against medical advice.38  
Data Source: Hospital billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.11: Percent of Emergency Department visits for children age 18 or less with 
a primary diagnosis of asthma--Ambulatory Sensitive-Condition  
See AHRQ PDI-14 for numerator specification. Denominator specification 
includes children ages 2 to 17 with an ED visit 
Data Source: Hospital ED billing data 

10/01/11 – 
9/30/12 

01/31/13 10/01/12 – 
09/30/13 

01/31/14 

4.12: Percent of patients with elective vaginal deliveries or elective cesarean 
sections at greater than or equal to 37 weeks and less than 39 weeks of 
gestation completed39  
MassHealth Maternity Measure-3 
Data Source: MassHealth Quality Exchange(MassQEX) 

07/01/11-
06/30/12 

1/31/13 07/01/12-
06/30/13 

1/31/14 

 

Hospital-Specific Measures 
                                                 
38 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is counted as a readmission. No admissions within 
30 days of discharge from an index admission are considered as additional index admissions. The next eligible admission after the 30-day time period following an index 
admission will be considered another index admission. 
39 Hospitals without maternity services are exempted from this measure. 
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In addition to the common measures listed in above, hospitals must select hospital-specific measures on which to report according to the 
projects they have selected in Categories 1-3. Hospitals must select for reporting in Category 4 a minimum of one measure per project up to a 
total of 15 Category 4 hospital-specific measures for projects selected in Categories 1-3. Project 3.9:  Participate in a Learning Collaborative 
will not have associated Category 4 hospital-specific measures.  Hospitals shall choose from the options listed in the Master DSTI Plan, 
which are associated with the project in Categories 1-3 to which they pertain.40  
 
 In the case of some DSTI projects, the program of activities does not lend itself to standard measures.  In other cases, such measures are not a 
fit with the specific transformation goals of the project and/or reporting capabilities of the hospital based on the data available to them. 
Therefore, the menu of hospital-specific measures includes a blend of nationally recognized measures and hospital-specific customized 
measures.  In many cases, the hospital-specific measures are customized to the nature of the transformation project, the patient population, 
available payer-specific data, the measurement period, and/or hospital data capabilities including whether hospital systems include employed 
physicians or ambulatory care.  Additionally, customized measures provide feasible data collection opportunities while providing valuable 
evaluative information on transformation goals.  Each hospital, in their hospital-specific plan, will include a narrative on the hospital-specific 
Category 4 measures it has elected and the rationale for how that measure fits with evaluating the impact of the transformation project being 
undertaken by the hospital.   
 
Signature Healthcare Hospital-specific Measures 
 
4.1: Improved Access to Care by Improving Primary Care Access  
Poor access to primary care has created a widespread workaround negatively impacting healthcare delivery to large numbers of patients. Unable to see 
their own PCP in reasonable time frames, or unable to secure a PCP at all, patients turn to emergency rooms for an expanding role in their health care. 
Patients may put off addressing issues until they become severe and warrant an emergency room visit: CHF and COPD exacerbations, dehydration, 
cellulitis, uncontrolled diabetes. They may see the emergency room as their only venue for healthcare and present with complaints best served in a PCP 
office: viral illnesses, headache, minor injuries.  This system results in care that is both more expensive and of lower quality and efficacy than a system 
with adequate PCP access and processes. Medication reconciliation, care coordination, preventative medicine, and proper screening all becomes more 
difficult in the current system.  
 
In its category 1 access project, Signature Healthcare will improve PCP access across its system creating the capacity and processes to provide 
comprehensive longitudinal care and same day access to address acute episodic care. The development of daytime urgent care access within our largest 
medical office building provides a unique opportunity to improve the care of our patients. Patients will be seen across the system according to their clinical 
needs in a system with the capacity and coordination to provide that care consistently. Patients unable to be seen in a PCP office will still be seen in the 
medical office setting by providers with access to their ambulatory record and have their care coordinated with their PCP office without overusing the time 
and resources of the emergency department. 
 

                                                 
40 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a hospital’s denominator population for a given measure is 
not sufficiently large to produce statistically valid data, then hospitals shall not be required to report the data under Category 4 measures.  
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With expanded primary care capacity, more patients will have access to primary care which in turn will lead to improvement in the quality of preventive 
care service. We will measure and report on that change in healthcare delivery patterns for Signature Healthcare patients. 
 
 

 
 
 
 
 
 
 
 
 
 

 
4.2: Improve PCP Compliance with Preventative Testing Leveraging EHR Adoption and Data Warehouse  
In the fast-paced environment of a primary care physician, the inability to have key clinical information at the physician’s fingertips results in multiple 
defects of care.  Repetition of tests and missed opportunities for getting required testing completed are some of the obvious errors.  However, the overall 
inefficiency of the PCP and their staff in tracking down data exacerbates the overall “Access” problem.  In a competitive environment where Signature 
Healthcare only “owns” 20-40% of the data for its PCP panel, creating a process and tool to aggregate and report on data is imperative. 
 
In its Category 1 data aggregation project, Signature Healthcare will create an electronic data warehouse allowing aggregation and reporting on the most 
common PCP USPHTF screening guidelines.  From this, Signature Healthcare will be able to report on PCP compliance with recommended guidelines 
regardless of payer.  In SFY 2012, Signature Healthcare will report on baseline compliance.  In SFY 2013 Signature Healthcare will report on 1 (one) 
PCPs  
ability to reduce the # of missing screening for a particular test. 
 
 
 
 

Hospital-specific measures SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

4.1   Improved access to Care by Improving Primary 
Care: measure compliance with colorectal 
cancer screening for Signature Medical Group 
patients 

 
 Colorectal Cancer Screening (NQF 0034) 
Data Source: SHC Data Warehouse 

N/A Report measure 
Measure and report the 
number of patients eligible 
for colorectal screening 
who underwent 
colonoscopy 

Report measure         
Measure and report the 
number of patients 
eligible for colorectal 
screening who underwent 
colonoscopy      

Hospital-specific measures SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

4.2  Improve PCP compliance with Preventative 
Testing, Leveraging EHR Adoption and Data 
Warehouse 
 
 
 
 

N/A Report measure                 
The number of pts age 18-
85 with dx of HTN whose 
most recent BP is 
adequately controlled 
during the measurement 
year  - SBP<140 AND 
DBP < 90 divided by the # 

Report measure               
The number of pts age 
18-85 with dx of HTN 
whose most recent BP is 
adequately controlled 
during the measurement 
year  - SBP<140 AND 
DBP < 90 divided by the 
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4.3 Process Improvement Methodology to Improve Quality and Efficiency in Primary Care Practices 
Transitioning primary care physicians from episodic care to a medical home environment will take more time in each visit, and require processes to be 
improved within the practices.  To sustain improvement in the care of patients in the primary care office, the systems and processes utilized in the office 
need to be standardized and combined with effective measurements and a continuous improvement culture engaging the staff in improvements.  Lean 
management provides the theory, skills, cultural transformation and management system to improve process within the practices and sustain improvement 
over time. At the heart of Lean is continuous process improvement. We plan to apply the lessons learned from the kaizen activities and apply Lean 
processes to the way in which we manage hypertensive patients. It is the nature of process improvement that initial gains are not always sustained and that 
variability is to be expected. Rigorous adherence to PDCA (Plan-Do-Check-Act) cycles will make such variability visible in a timely manner and allow for 
early intervention to correct the process and help sustain the improvement. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
4.4: Development of Congestive Heart Failure (CHF) Disease Management Program 
A review of the literature related to interventions resulting in improved outcomes and reduced costs include those related to the management of Congestive 
Heart Failure (CHF).  Research consistently shows a positive return on investment in the care management of CHF patients as this patient population 
represents an opportunity to reduce the high costs related to the treatment of chronically ill patients.  Although some would argue the evidence shows 
mixed results, the lack of consensus can be attributable to the variation in interventions in different populations in different settings using different 
methodologies.   
 
However, mixed results is not the same as “no evidence” (HMA, Chronic Disease Management, Meyer and Smith). 

 
U.S. Preventive Services Task Force (USPSTF) 
Data Source: SHC Data Warehouse 

of patients age 18-85 
diagnoses with HTN   

# of patients age 18-85 
diagnoses with HTN      

Hospital-specific measures SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

4.3 Apply process improvement methodology to improve 
quality and efficiency in primary care practices: Look at a 
single Primary Care practice and report on the percentage 
of eligible patients with a diagnosis of hypertension whose 
blood pressure was adequately controlled. 
 
NQF 0013  Hypertension: Blood Pressure 

Measurement 
Data Source: SHC Data Warehouse 
 

N/A Report measure  
Percentage of patients aged 18 
through 85 who had a diagnosis 
of hypertension in the Quality 
Measurement Period and whose 
blood pressure was adequately 
controlled (<140/90) during the 
Quality Measurement Period. 
  

Report measure  
Percentage of patients aged 18 
through 85 who had a diagnosis 
of hypertension in the Quality 
Measurement Period and 
whose blood pressure was 
adequately controlled 
(<140/90) during the Quality 
Measurement Period.      
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A number of case studies point to care management that includes continuous monitoring of patients.  Self-monitoring, following prescribed medication 
regimens, reporting on conditions and learning to recognize and act on danger signs have all been identified as important components of an intricate 
system of care management.   

 
 
 
 
 
 
 
 
 
 
 
 

 
4.5:  Hospital-Based 360° Patient Care Management Program 
This critical outcome measurement will reflect the quality of care, depth of patient oversight, breadth of the hospital support systems we engage, 
effectiveness of case management, effectiveness of disease management, and the robust nature of the processes followed by the 360° Care Program team 
when a patient comes to our emergency department.  The outcome measure, admissions per 1000 covered lives in our senior managed care plan (Tufts 
Medicare Preferred), is reported by the Health Plan at regular intervals with a delay necessitated by their data collection methodology.  We anticipate (see 
Category 3, Project 3.1) a measurable reduction in admits/1000 for this population. 
 
 

Hospital-Specific measures SFY 2012 SFY 2013 SFY 2014 

4.5 Hospital-Based 360° Patient Care Management Program: We will 
report admits/1000 for Tufts Medicare Preferred clients/patients 
(Signature Healthcare Brockton Hospital - SHC/ BH) on an annual 
basis or at any other time as requested with the most recent data 
available from the Health Plan as of 60 days prior to the request to 
allow Signature Healthcare’s team to review and validate the data. 

 
Custom Measure 
Data Source: SHC Data Warehouse 
 

N/A Report measure 
Admits/1000 for Tufts 
Medicare Preferred Members 
(SHC/ BH) for the six month 
period ending December 31, 
2012.   
 

Report measure 
Admits/1000 for Tufts 
Medicare Preferred 
Members (SHC/ BH) for 
the six month period 
ending December 31, 
2013.   

                                                 
41 In addition, if a patient has one or more admissions within 30 days of discharge from the index admission, only one is counted as a readmission. No admissions within 
30 days of discharge from an index admission are considered as additional index admissions. The next eligible admission after the 30-day time period following an index 
admission will be considered another index admission. 

Hospital-specific measures SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

4.4 Development of Congestive Heart Failure (CHF)  
 
See CMS IQR Readmissions Measures (AMI, CHF, 
and Pneumonia) for a list of standard exclusions, 
including: 1) index admissions for patients with an 
in-hospital death, 2) patients transferred from the 
index facility to another acute care facility, and 3) 
patients discharged against medical advice.41  
Data Source: Hospital Billing Data 

N/A Report measure  
% of the targeted population 
readmitted (all-cause) within 
30 days of the index 
admission for CHF 
 

Report measure  
% of the targeted population 
readmitted (all-cause) 
within 30 days of the index 
admission for CHF 
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4.6: Creation of a Comprehensive Patient Profile 
Almost 75 percent of the elderly (age 65 and over) have at least one chronic illness. About 50 percent have at least two chronic illnesses. Chronic 
conditions can lead to severe and immediate disabilities, such as hip fractures and stroke, as well as progressive disability that slowly erode the ability of 
elderly people to care for themselves. According to the Agency for Healthcare Research and Quality’s 1996 Medical Expenditure Panel Survey (MEPS), 
about 14.3 percent of people age 65 and over—4.5 million elderly Americans—require assistance with bathing, dressing, preparing meals, or shopping. 
We anticipate a measurable increase in Hemoglobin A1c testing in the TMP members. 
 

Hospital-specific measures SFY 2012 
 

SFY 2013 
 

SFY 2014 
 

4.6 Creation of a Comprehensive Diagnostic Patient Profile: 
TMP Cost and Utilization Data 

 
AHRQ=Agency for Healthcare Research and Quality; AMA, 
NCQA HEDIS Specification 
Data Source: SHC Data Warehouse 

N/A Report measure 
Measure and report the 
number of patients eligible 
for Hemoglobin A1c testing 
who had testing within the 
reporting period 

Report measure 
Measure and report the 
number of patients eligible for 
Hemoglobin A1c testing who 
had testing within the 
reporting period 
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Appendix A   
Metric Funding Allocation Table       
           
Hospital Name: Signature Healthcare Brockton Hospital   
STI Proportional Allotment Factor:  0.079841   
           

DY 15/SFY12    DY 16/SFY13   DY 17/SFY14 
Cat 1:  Integration    Cat 1:  Integration   Cat 1:  Integration  

Annual Metric Base Value  $3,349,333  Annual Metric Base Value  $5,024,000  Annual Metric Base Value  $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor  

$267,413 
  Metric Base Value Adjusted for 

Proportional Allotment Factor  
$401,120 

  Metric Base Value Adjusted for 
Proportional Allotment Factor  

$401,120 
 

     

Project/ 
Metric 

Optional 
Adjustment 

(%) 
Metric Value  Project/ 

Metric 
Optional 

Adjustment (%) Metric Value  Project/ 
Metric 

Optional 
Adjustment (%) Metric Value 

Project 1.1 Improved Access to Care  Project 1.1 Improved Access to Care  Project 1.1 Improved Access to Care 
Metric Base Value Adjusted for # 
Metrics 

$267,413 
 

 Metric Base Value Adjusted for # 
Metrics  

$401,120  Metric Base Value Adjusted for # 
Metrics 

$401,120 

Metric 1.1.1 (1) 
  

$334,267 
  

Metric 1.1.1 (5) 
  

$334,267 
  

Metric 1.1.1 (11) 
 

$334,267 
 

Metric 1.1.2 (2) 
  

$334,267 
  

Metric 1.1.1 (6) 
  

$334,267 
  

Metric 1.1.1 (12) 
  

$334,267 
 

Metric 1.1.2 (3) 
  

$334,267 
  

Metric 1.1.2 (7) 
  

$334,267 
  

Metric 1.1.1 (13) 
  

$334,267 
 

Metric 1.1.2 (4)  
 

$334,267 
  

Metric 1.1.2 (8) 
  

$334,267 
  

Metric 1.1.2 (14) 
  

$334,267 
 

 
 

 
 

Metric 1.1.3 (9) 
  

$334,267 
  

Metric 1.1.2 (15) 
  

$334,267 
 

   
 

Metric 1.1.3 (10) 
  

$334,267 
  

Metric 1.1.3 (16) 
  

$334,267 
 

Project Subtotal $1,337,067  Project Subtotal $2,005,600  Project Subtotal $2,005,600 
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Project 1.2 Improve PCP Compliance with 
Preventative Testing Leveraging EHR adoption 
and Data Warehouse  

Project 1.2 Improve PCP Compliance with 
Preventative Testing Leveraging EHR adoption 
and Data Warehouse  

Project 1.2 Improve PCP Compliance with 
Preventative Testing Leveraging EHR adoption and 
Data Warehouse 

Metric Base Value  
Adjusted for # Metrics  

$267,413  Metric Base Value Adjusted for # 
Metrics  

$401,120  Metric Base Value  
Adjusted for # Metrics  

$401,120 
 

1.2.1 (1)   $668,532  1.2.1 (3)   $668,533  1.2.1 (6)   $ 1,002,800 
1.2.2 (2)   $668,532  1.2.2 (4)   $668,533  1.2.2 (7)   $ 1,002,800 
    1.2.3 (5)   $668,533     
            
            
            
           
Project Subtotal $1,337,067  Project Subtotal $2,005,600  Project Subtotal $2,005,600 

CAT 2: Innovations   CAT 2: Innovations   CAT 2: Innovations  
Annual Metric Base Value 

  
$3,349,333 

 Annual Metric Base Value  
$5,024,000 

 
    Annual Metric Base Value  $5,024,000 

Metric Base Value  
Adjusted for Proportional  

Allotment Factor  

 $267,413  Metric Base Value Adjusted for 
Proportional Allotment Factor  

$401,120  Metric Base Value  
Adjusted for Proportional Allotment 

Factor  

 $401,120 

Project/ 
Metric 

Optional 
Adjustment (%) Metric Value  Project/ 

Metric 
Optional 

Adjustment (%) Metric Value  Project/ 
Metric 

Optional Adjustment 
(%) Metric Value 

Project 2.1 Quality and efficiency in primary care 
practices through the implementation of Lean 
Healthcare  

Project 2.1 Quality and efficiency in primary care 
practices through the implementation of Lean 
Healthcare  

Project 2.1 Quality and efficiency in primary care 
practices through the implementation of Lean 
Healthcare 

Metric Base Value Adjusted for # 
Metrics  

$267,413  Metric Base Value Adjusted for # 
Metrics  

$401,120  Metric Base Value Adjusted for # 
Metrics  

$401,120 

2.1.1 (1)    $334,267  2.1.1 (5)   $501,400  2.1.2 (9)   $2,005,600 
2.1.2 (2)    $334,267  2.1.1 (6)   $501,400     
2.1.3 (3)    $334,267  2.1.1 (7)   $501,400     
2.1.3 (4)    $334,267  2.1.2 (8)   $501,400     
           
Project Subtotal $1,337,067  Project Subtotal $2,005,600  Project Subtotal $2,005,600 
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Project 2.2  Development of Congestive Heart 
Failure (CHF) Disease Management Program  

Project 2.2 Development of Congestive Heart 
Failure (CHF) Disease Management Program  

Project 2.2  Development of Congestive Heart 
Failure (CHF) Disease Management Program 

Metric Base Value Adjusted for # 
Metrics  

$267,413 

 

Metric Base Value Adjusted for # 
Metrics  

$401,120 

 

Metric Base Value Adjusted for # 
Metrics  

$401,120 

2.2.1 (1)    $191,010  2.2.1 (8)  $334,267  2.2.1 (14)    $401,120 
2.2.2(2)    $191,010  2.2.2 (9)  $334,267  2.2.2 (15)    $401,120 
2.2.3 (3)    $191,010  2.2.3 (10)  $334,267  2.2.3 (16)    $401,120 
2.2.4 (4)    $191,010  2.2.4 (11)  $334,267  2.2.4 (17)   $401,120 
2.2.5 (5)    $191,010  2.2.5 (12)  $334,267  2.2.5 (18)    $401,120 
2.2.6 (6)    $191,010  2.2.6 (13)  $334,267     
2.2.7 (7)  $191,010         

Project Subtotal                        $1,337,067  Project Subtotal $2,005,600  Project Subtotal $2,005,600 

CAT 3: Payment Reform   CAT 3: Payment Reform   CAT 3: Payment Reform  
Annual Metric Base Value $3,349,333  Annual Metric Base Value $5,024,000  Annual Metric Base Value $5,024,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor $267,413  

Metric Base Value Adjusted for 
Proportional Allotment Factor $  

Metric Base Value Adjusted for 
Proportional Allotment Factor  $ 

Project/ 
Metric 

Optional 
Adjustment (%) Metric Value  Project/ 

Metric 
Optional 

Adjustment (%) Metric Value  Project/ 
Metric 

Optional Adjustment 
(%) Metric Value 

Project 3.1      Project 3.1      Project 3.1     
Metric Base Value Adjusted for # 
Metrics  

$267,413  Metric Base Value Adjusted for # 
Metrics  

$401,120  Metric Base Value Adjusted for # 
Metrics  

$401,120 

3.1.1 (1)    $191,010  3.1.1 (8)   $401,120  3.1.1 (13)   $ 668,533 
3.1.2 (2)    $191,010  3.1.2 (9)   $401,120  3.1.2 (14)   $ 668,533 
3.1.3 (3)    $191,010  3.1.3 (10)   $401,120  3.1.4 (15)   $ 668,533 
3.1.4 (4)    $191,010  3.1.4 (11)   $401,120      
3.1.5 (5)    $191,010  3.1.5 (12)   $401,120      
3.1.6 (6)    $191,010           

3.1.7 (7)  $191,010         

Project Subtotal $1,337,067  Project Subtotal $2,005,600  Project Subtotal $2,005,600 
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Project 3.2 Creation of a Comprehensive 
Diagnostic Patient Profile  

Project 3.2 Creation of a Comprehensive 
Diagnostic Patient Profile  

Project 3.2 Creation of a Comprehensive Diagnostic 
Patient Profile 

Metric Base Value Adjusted for # 
Metrics  

$267,413 

 
Metric Base Value Adjusted for # 
Metrics  

$401,120 

 
Metric Base Value Adjusted for # 
Metrics  

$401,120 

3.2.1 (1)   $167,133  3.2.1 (9)   $334,267  3.2.1 (15)   $1,002,800 
3.2.2 (2)   $167,133  3.2.2 (10)   $334,267  3.2.3 (16)   $1,002,800 
3.2.2 (3)   $167,133  3.2.2 (11)   $334,267      
3.2.2 (4)   $167,133  3.2.2 (12)   $334,267      
3.2.2 (5)   $167,133  3.2.2 (13)   $334,267      
3.2.2 (6)   $167,133  3.2.3 (14)   $334,267      

3.2.2 (7)  $167,133         

3.2.2 (8)  $167,133         

Project Subtotal $1,337,067  Project Subtotal  $2,005,600  Project Subtotal  $2,005,600 

Project 3.3: Learning Collaborative  Project 3.3: Learning Collaborative  Project 3.3: Learning Collaborative 
  Learning Collaborative Annual 

Metric Base Value  
$837,333    Learning Collaborative Annual 

Metric Base Value  
$1,256,000    Learning Collaborative Annual 

Metric Base Value  
$1,256,000 

Metric Base Value Adjusted for 
Proportional Allotment Factor  

 $66,854  Metric Base Value Adjusted for 
Proportional Allotment Factor  

$100,280  Metric Base Value Adjusted for 
Proportional Allotment Factor  

$100,280 

Metric Base Value Adjusted for # 
Metrics  

$334,267 
 

 Metric Base Value Adjusted for # 
Metrics  

$250,270  Metric Base Value Adjusted for # 
Metrics  

$250,700 

 
Optional Adj. 
(%)    Optional Adj. (%)    Optional Adj. (%)   

3.3.1 (1)   
$334,267 

  
3.3.1 (2)  

  
$250,700 

 3.3.1 (4)    $250,700 
    3.3.2 (3)    $250,700  3.3.2 (5)   $250,700 

Project Subtotal  $334,267  Project Subtotal $501,400  Project Subtotal  $501,400 

CAT 4: Population Health   CAT 4: Population Health   CAT 4: Population Health  
Annual Metric Base Value  N/A  Annual Metric Base Value  $3,078,431   Annual Metric Base Value  $2,907,407 

Metric Base Value Adjusted for 
Proportional Allotment Factor 

N/A  Metric Base Value Adjusted for 
Proportional Allotment Factor 

$232,130 
 

 Metric Base Value Adjusted for 
Proportional Allotment Factor 

$232,130 

Metric Base Value Adjusted for # 
Metrics  

N/A  Metric Base Value Adjusted for # 
Metrics  

$245,784  Metric Base Value Adjusted for # 
Metrics  

$232,130 
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# Measures Reported  N/A  # Measures Reported  17  # Measures Reported  18 
Category 4 Subtotal  $0  Category 4 Subtotal  $4,178,333  Category 4 Subtotal  $4,178,333 

Plan Approval (50% total annual 
allotment) 

$8,356,669 
          

Annual Target Total $16,713,38   Annual Target Total $16,713,333   Annual Target Total $16,713,333 
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 Executive Summary 
 
In 2014, more than 150,000 new individuals may enroll into the Massachusetts Medicaid program 
(MassHealth) (more than an 11% increase over current enrollment) as a result of the Patient Protection and 
Affordable Care Act. Given this potential growth in new beneficiaries, it is critical that “disproportionate 
share,” or safety net providers of high-volume Medicaid patients like Steward Carney Hospital (Carney), build 
adequate infrastructure and are appropriately rewarded to effectively provide quality care to such 
beneficiaries in a sustainable manner.  
 
The intent of the Delivery System Transformation Initiative (DSTI) Program in the Massachusetts Medicaid 
Section 1115 Waiver is to ensure that safety net providers like Carney are making the appropriate 
investments in their infrastructure and care coordination capabilities to not only succeed under this new 
paradigm, but to lead the Commonwealth in delivering high quality, integrated, cost effective health care to 
their diverse populations.  The DSTI program is aligned with Steward’s mission of providing high quality, 
affordable health care at the right place, at the right time – in the community.  Since its early stages, Steward 
has sought to position itself as a leader in health care and delivery system transformation. Steward is one of 
only 32 organizations selected nationally as a Medicare Pioneer Accountable Care Organization (ACO), now 
under a risk-sharing arrangement for approximately 37,000 Medicare beneficiaries.   
 
Steward’s community care model is centered on a strong foundation of fully integrated primary care 
providers and community hospitals that coordinate patient care in community-based settings among 
multiple providers, as well as across diverse geographic regions of eastern Massachusetts. In fact, Steward’s 
geographic footprint provides services to over 86 communities spanning over 100 miles across eastern 
Massachusetts. Located in Dorchester, Massachusetts, Carney is one of ten hospitals that comprise Steward’s 
community-based, integrated model of care. 
 
Steward strongly believes that meaningful delivery system transformation, particularly for safety net 
hospitals, is important to achieving the triple aim.  Steward is driving innovative solutions to improve the 
quality of health care, while maintaining affordability and access for vulnerable populations. Steward has 
successfully integrated its ten hospitals and physician network through extensive investments in information 
technology and infrastructure re-design. As Steward transforms into a fully accountable care organization, it 
has turned its attention to post-acute care entities and appropriate care transitions. Carney’s proposed 
initiatives – fully aligned with Steward’s overall mission – will not only hold Carney accountable but will also 
help inform providers across the United States with examples of how to successfully build a pathway toward 
sustainable, quality care that prioritizes positive care outcomes and lower cost.   
 
Through the proposed DSTI projects, Steward will further enhance Carney’s position as an integrated, 
accountable care provider in the Dorchester community by strengthening its care management and 
transitions in care capabilities, as well as its relationships with post-acute providers. The proposed projects 
build from work Steward has already accomplished at other sites and through its own initiative to become a 
fully integrated community care system. In addition, the proposed projects further Carney’s commitment to 
become a Geriatric Center of Excellence and better serve the needs of elders in the community. These 
projects will aid both Carney and Medicaid in preparing for the impending expansion of Medicaid 
beneficiaries in 2014 by improving care and outcomes for Medicaid beneficiaries and subsequently lowering 
the overall cost of care through risk-based payment models.  
 
Specifically, the proposed projects will assist culturally diverse patients to navigate the health care system 
and receive primary care, understand the care they are provided, as well as improve the quality of post-acute 
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care and care transitions. The final proposed project brings all of this work together under a Medicaid global 
payment pilot that will be conducted either with Medicaid fee-for-service beneficiaries, or through a 
participating Medicaid Managed Care Organization (MCO).   

 
In Massachusetts, Medicaid is the predominant payer for nursing home 
services, as illustrated in the graphic.1 While nearly 20% of Carney’s 
patient encounters are patients with Medicaid as the primary insurer, 
nearly 30% of Carney’s patient population is covered by Medicaid for 
post-acute services. As such, initiatives targeting reductions in post-
acute care spending will improve the overall quality of care and ability 
to manage the care of patients for which Medicaid is a significant payer. 
 
Projects selected as part of the DSTI program are designed to further 
build upon Steward system-wide accomplishments, strengthen Carney’s 
geriatric strategy, enhance the patient experience for Carney’s diverse 
patient population, and further enhance Carney’s capabilities to 
participate in global, risk-based payment arrangements. Projects are 
organized around three goals:  
 

1. Implementing cross continuum health system navigation tools for culturally diverse patients; 
2. Maximizing care coordination with post-acute care providers, including mitigating preventable 

readmissions, and standardizing care processes; and 
3. Leverage global risk-based payments to drive reform and encourage better health care outcomes for 

patients. 
 
Under the first goal are Projects 1.1 and 2.3, the implementation of bilingual, culturally competent 
community health workers and the use of Clinical and Patient/Family Care Maps. Both initiatives are 
designed to guide certain vulnerable populations through the care continuum and ensure that they are 
empowered to seek and access the care they need at the right time, in the right setting. In Project 1.1 
community health workers will interact directly with patients and facilitate use of primary care by connecting 
patients to appropriate medical home-like settings and conducting follow-up in the community as needed. In 
Project 2.3 (Care Maps) patients with specific high risk conditions will be provided a “map” for what they 
should expect before, during, and after a course of treatment. The Care Maps provide guidance regarding 
important questions to ask throughout the process, information regarding medications, and expectations for 
each stage of care. Both initiatives seek to empower typically-disenfranchised, low income patients by 
enhancing patient communication and providing tools that actively engage patients in a manner that is 
culturally and linguistically appropriate.  
 
The second goal is addressed by Projects 1.2, 2.1, and 2.2. These projects are focused on care transitions with 
particular emphasis on Carney’s significant elder population. Respectively, the proposed initiatives outline a 
strategy for engaging post-acute partners for cross continuum care coordination, the implementation of 
electronic medical records to enhance communication between acute and post-acute providers, and acute 
care setting education to improve awareness and knowledge regarding geriatric issues and early 
identification of complications. In conjunction, these initiatives will enable Carney to better manage the total 
cost and care of its patients, reduce complications, and implement the information technology infrastructure 
needed to perform under global risk-based payment arrangements.  

                                                 
1 Graphic from Massachusetts Senior Care Association, http://www.maseniorcare.org/Policymakers/Financing.aspx 

http://www.maseniorcare.org/Policymakers/Financing.aspx
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Project 3.1 represents the third goal and the culmination of Carney’s efforts to engage patients and 
coordinate care along the entire health spectrum. Under this initiative, Carney will receive a “global budget” 
for the care of its Medicaid patient population. As part of this project, Steward will collaborate with Medicaid 
to develop a pilot program which leverages Carney’s significant Medicaid patient population. Carney will 
strive to achieve specified benchmarks in care management, quality, and cost growth; and in the final year of 
the demonstration, will receive global, risk-based payments for the total projected cost of care for 100% of 
its aligned Medicaid population.  
 
Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward 
is both actively sharing its experiences with other providers as well as continuing to implement best practices 
in its efforts to improve cross continuum tools for patients and providers. Steward will participate in the 
learning collaborative organized through the Pioneer program so it may both share with and learn from other 
providers who are similarly poised to transform into accountable care organizations.  
 
Collectively, the seven selected DSTI projects support Carney’s long-term vision to serve the Dorchester 
community as part of Steward’s fully integrated, community-based health care system. As an entity, Carney 
faces unique challenges relative to the rest of the Steward system in engaging its diverse patient population. 
The proposed projects address this challenge, in addition to beginning to develop the post-acute 
partnerships necessary to integrate patient care over the entire continuum. With enhanced patient 
engagement and appropriate post-acute integration and infrastructure, Carney will be able to successfully 
manage Medicaid patients under global and/or shared savings-type arrangements as described in Project 3.1.  
 
The table below summarizes the projects that will be addressed in this proposal. In addition to the proposed 
projects, Carney has also committed to reporting 18 “Category 4” measures related to population health over 
the demonstration period. These measures reflect not only some of the specific elements addressed in 
Carney’s selected projects, but also twelve common measures of population health that may indicate if the 
proposed DSTI projects are influencing health system outcomes and quality of care. Carney’s submission of 
Category 4 population health measures in years two and three of the demonstration reflect the broader 
influence Steward believes the selected projects will have in improving the health of Carney’s patient 
population. 

 

Project Title Description Three Year Goals 

Category 1: Further Development of a Fully Integrated Delivery System 

1.1: Implement Patient Navigation 
Services 

Implementation of bilingual 
community health workers 

• Reduced use of ED as routine, primary 
site of care 

• Increased use of primary care and 
development of primary care 
relationships for ED frequent users 

1.2: Develop Integrated Acute and 
Post-Acute Network Across the 
Continuum of Care 

Implementation of nurse 
practitioners in post-acute care 
settings to enhance communication 
and care coordination between 
acute and post-acute settings 

• Reduced hospitalizations from post-
acute care settings 

• Improved care coordination and quality 
for SNF patients 

Category 2: Improved Health Outcomes & Quality 
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Project Title Description Three Year Goals 

2.1: Enhance Patient Transitions Introduction and implementation of 
INTERACT II Transfer Tool 

• 90% utilization in acute and post-acute 
care setting 

• Improved patient communication at 
discharge 

2.2: Implement Process 
Improvement Methodologies to 
Improve Safety, Quality, and 
Efficiency  

Implementation of NICHE Program 

• ANCC certification of nurses 
• Improved nursing knowledge of geriatric 

care 
• Improved outcomes for elders  

2.3: Reduce Variations in Care 

Implement condition-specific clinical 
team Care Maps that describe the 
needed evidence-based care for 
patients throughout the care 
continuum 

• Utilization of Clinical and Patient/Family 
Care Maps for high risk conditions 

• Reduce readmissions from high risk 
conditions 

• Improve core measure compliance for 
high risk conditions 

Category 3: Ability to respond to statewide transformation to value-based purchasing and to accept alternatives to 
fee-for-service payments 

3.1: Implement Global Payment 
Arrangements 

Implementation of Medicaid global 
payment pilot 

• 100% of aligned Medicaid patient 
population covered under global 
payments 

3.2: Participate in a Learning 
Collaborative 

Actively participate in the Pioneer 
ACO learning collaborative 

• Develop report of “lessons learned” 
from learning collaborative participation 
that have aided in the achievement of 
DSTI goals 

Category 4: Population-Focused Improvements 

4.1 CTM-3 
 • Report measure in FY14 

4.2 

ED Wait Time: Door to Diagnostic 
Evaluation by a Qualified Medical 
Personnel (OP-20) 
 

• Report measure in FY13 and FY14 

4.3 

Percent of patients who answer 
"Always" to the question: Before 
giving you any new medicine, how 
often did hospital staff tell you what 
the medicine was for? 
 

• Report measure in FY13 and FY14 

4.4 

Percent of patients who answer 
"Always" to the question: Before 
giving you any new medicine, how 
often did hospital staff describe 
possible side effects in a way you 
could understand? 
 

• Report measure in FY13 and FY14 

4.5 Pneumonia Immunization 
 

• Report measure in FY13 and FY14 

4.6 Influenza Immunization 
 

• Report measure in FY13 and FY14 
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Project Title Description Three Year Goals 

4.7 

Percent of discharged patients under 
age 75 who were hospitalized for 
Chronic Obstructive Pulmonary 
Disease  
 

• Report measure in FY13 and FY14 

4.8 

Percent of discharged patients under 
age 75 hospitalized for Congestive 
Heart Failure  
 

• Report measure in FY13 and FY14 

4.9 

AHRQ Low Birth Weight Rate: 
number of low birth weight infants 
per 100 births 
 

• Report measure in FY13 and FY14 

4.10 

Hospital 30-day, all-cause 
readmission rate to the index 
hospital following a hospitalization 
for patients 18 and older (non-risk 
standardized, with CMS exclusions) 
 

• Report measure in FY13 and FY14 

4.11 

Percent of Emergency Department 
visits for children age 18 or less with 
a primary diagnosis of asthma 
 

• Report measure in FY13 and FY14 

4.12 

Percent of patients with elective 
vaginal deliveries or elective 
cesarean sections at greater than or 
equal to 37 weeks and less than 39 
weeks of gestation completed  
 

• Report measure in FY13 and FY14 

4.13 Frequent User ED Visits • Report measure in FY13 and FY14 

4.14 

Percent reduced hospital 30-day all-
cause readmissions from prior year 
baseline 
 

• Report measure in FY13 and FY14 

4.15 HCAHPS Discharge Information  • Report measure in FY13 and FY14 

4.16 Falls per thousand patient days • Report measure in FY13 and FY14 

4.17 30-day all-cause readmissions • Report measure in FY13 and FY14 

4.18 

Percent of aligned patient population 
reimbursed under global payment 
arrangement 
 

• Report measure in FY13 and FY14 

 
Key Challenges 
 
DSTI projects and metrics will help Carney Hospital address and monitor its progress regarding several key 
areas of specific interest.  These areas includes communication within a diverse and multilingual community, 
improving care for a population older and more medically complex than the average Massachusetts hospital, 
and remaining viable with a location just outside the highly competitive Boston area. Collectively these 
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factors have resulted in significant challenges at Carney with engaging patients in their care; including 
communication regarding continuity of care, access and use for preventative care; as well as coordinating 
care, including post-acute transitions and keeping care local.   
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Background 
 
Steward’s History 
 
Steward’s journey toward clinical and financial integration of care began three years ago.  Prior to 2008, 
Steward was known as Caritas Christi and consisted of six “siloed” community hospitals, each with separate 
governance models and operating and information technology systems that did not operate efficiently, or 
communicate across its delivery system. 
 
Furthermore, Caritas Christi’s physician network participated in minor value-based contracts that rewarded 
volume of services, as opposed to quality or cost performance.  More than 95% of its covered lives and 
patient visits were contracted under fee-for-service.  The contracting strategy was neither aligned with nor 
focused on managing cost or coordinating care. In addition, no functioning centralized management or 
leadership team existed to coordinate care or align system goals with patient outcomes.  Little if any data 
was available to support care improvement efforts. 
 
The Caritas Christi model was inefficient, ill-equipped to deliver patient-centered care and consisted of a 
disorganized group of hospitals with minimal operating cash and no long-term strategy.  This unsustainable 
position presented an opportunity and a “burning platform” for leadership to take a comprehensive view of 
the hospitals and to re-invent and reform the Caritas administrative, operational, and delivery system from 
the bottom to the top. 
 
In 2008, a new management team was established to lead Caritas Christi.  The new leadership team has since 
implemented significant administrative, operational, and clinical reforms that include new performance 
goals, new governance rules and objectives, new organizational by-laws, as well as complete upgrading and 
alignment of the information technology systems.  In addition, the new leadership team has improved the 
physician’s experience of care delivery by providing electronic health records with electronic prescribing in 
the offices and computerized order entry in the hospitals.  Broad administrative and employee reforms were 
also implemented across the Steward system.   
 
Furthermore, new leadership was established at each hospital, and a swift transition was undertaken to grow 
risk-based contracts from 5% of commercial covered lives, to over 75% under global budget arrangements 
today.  In a reflection of its progress over the past three years, in November 2011 Steward was selected by 
Medicare to serve as a Pioneer ACO.  
 
Steward Carney Hospital 
 
The above initiatives are part of the foundation upon which Steward seeks to implement Carney’s proposed 
DSTI projects. Importantly, the DSTI program provides Steward with an opportunity to focus on goals unique 
to Carney Hospital. As a high volume Medicaid provider, Carney faces heightened challenges engaging 
patients as well as establishing continuity and coordination in care.   
 
Carney Hospital has been providing comprehensive, high quality acute inpatient, outpatient, diagnostic, and 
specialty medical care to the working class community of Boston since 1863. The 159 bed safety net hospital 
serves a significant minority population and receives 74% of its patient revenue from government payers. 
Carney’s culturally diverse patient population encompasses a significant variety of languages, including 
Spanish, Portuguese, Creole, Vietnamese, Cantonese, Mandarin, and Russian.  
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In addition, Carney’s patient population is older and more medically complex than the average 
Massachusetts hospital, with patients over age 65 comprising approximately 50% of patients on medical and 
surgical floors.  Carney has several board certified geriatricians and several primary care providers with 
geriatrics as a large proportion of their practice. Carney also offers a specialized geriatric behavioral health 
floor. Given the significant presence of elders in the surrounding community, Carney recently implemented a 
community-based Geriatric Center of Excellence.   As a Geriatric Center of Excellence, Carney is focused on 
delivering integrated care management strategies for elders.  Care integration programs will facilitate 
seamless care management across settings – non-acute, skilled nursing facilities, inpatient acute units, and 
outpatient programs. Care management initiatives will engage the health system at all levels, including 
specialists, physicians, nurses, teaching residents, and community centers. 
 
Steward Transformative Work to Date 
 
As part of the evolution to a fully integrated community care model, Steward has assessed gaps in systems, 
services, and achievement and disruptions in the care delivery model (e.g., poor health status for patients 
with chronic diseases, errors in care).  Since 2008, Steward has identified certain gaps in care delivery that 
are the focus of performance improvement efforts. Based on these assessments, Steward has undertaken a 
multitude of clinical initiatives that drive care coordination and better care for patients.  In addition, 
community benefits advisory councils, present in each Steward hospital, study the needs of the local 
community, develop community benefits plans to address the needs, measure outcomes, and file an annual 
progress report. These reports also serve to assess root causes and provide a baseline for the development of 
transformative initiatives. The following sample of initiatives from the past couple years illustrates Steward’s 
strategy to drive quality, safety, better patient experience and coordinated care across Steward’s diverse 
continuum.  
 
• Steward’s work in diabetes has led to recognition by the American Diabetes Association for quality 

diabetes self management education programs, and Steward continuously partners with schools, 
municipalities, and local diabetes coalitions. Steward has also tried innovative approaches to improve the 
aptitude for self care of diabetes by developing videos of real families living and coping with diabetes in 
both Spanish and English, and conducting educational demonstrations of healthy cooking in partnership 
with local chefs.  
 

• Steward has partnered with statewide “Mass in Motion” collaboratives which bring a myriad of 
community based groups, local businesses, public  health officials, and community members together to 
address the social determinants of health, including local ordinances and the built environment.  

 
• In communities, Steward is often the largest employer and consequently recognizes the importance of 

creating healthy work environments as a way to improve the health of its communities. Toward this end, 
Steward has established Sugar Sweetened Beverage (SSB) reduction programs that have greatly reduced, 
and in some cases eliminated, the sale and consumption of SSB’s in Steward facilities. Steward has 
enacted smoke free hospital campuses in some of its facilities and greatly increased smoking cessation 
programs for employees and community members. 

 
• Patient feedback from HCAHPS and Massachusetts Health Quality Partners’ bi-annual survey of patient 

experience in the ambulatory setting guides improvement initiatives. In one Steward facility, 
investigation of variation in responses revealed that spouse-completed responses rated care 5-16% lower 
than patient-completed responses on HCAHPS measures.  That finding triggered the ‘Year of the Family’ 
initiative whereby, with input from the hospital Patient and Family Advisory Council, processes in every 
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department were redesigned to better integrate spouses and families into care.  Changes included 
implementation of an array of family educational forums including family members in the teach back 
sessions and in written discharge materials, creating a family room, encouraging a family member to 
accompany a patient to procedures, removal of STOP signs from ICU doors, and senior leader rounding 
on at least one family each week. As a result, within a year, seven of ten HCAHPS measures improved to 
the 75th percentile or above.    

 
• The cultural, educational and socioeconomic diversity of Steward communities pose particular 

challenges.  Languages include Russian, Spanish, Portuguese, Cape Verdean Creole, Haitian Creole, 
Mandarin, Vietnamese, Khmer, and Arabic, among others. A gap analysis last year led to a complete 
overhaul of interpreter services across the system.  Today hospital requests for interpreters are triaged 
through a Service Hub which insures availability of interpreter services within ten minutes of request. 
Services are provided through an in-person interpreter, or by a rolling portable phone or by remote video 
interpreting for the deaf as well as spoken languages.  In one hospital, an interpreter phone is available in 
every room where the patient chooses from eight languages. Services are also provided in physician 
offices.  Patients are provided with ID cards that say “Please Call an Interpreter, I speak Russian” and 
include their name and medical record number and birth date.  Patients also receive cards with pictures 
that illustrate common needs and topics—hungry, shower, water, television etc., which help patients 
who cannot read.  Group education sessions for bariatric services (and group therapy) are outfitted with 
simultaneous translation headphones. 

 
• Over the past 18 months Steward hospitals have been actively participating in the Institute for 

Healthcare Improvement’s STAAR initiative (State Action on Avoidable Re-hospitalizations) to improve 
transitions in care and reduce avoidable readmissions.  As a member of the Steward system, Carney has 
aggressively participated in reducing readmissions and is actively working toward increasing patient 
satisfaction in care transitions. Through this initiative, overall all-cause readmission rates at Carney have 
been reduced from 14.7% in FY2010 to 14.0% in FY2011.  Work through this program has laid the 
foundation upon which many of the proposed DSTI projects build, such as root cause analyses and the 
establishment of baseline data for certain key metrics.  

 
• Additionally, over the past couple of years Carney has implemented patient education materials, the 

utilization of the “teach back” methodology for both patient and caregivers throughout patient stays, 
patient friendly care plans, and enhanced community provider involvement. Inpatient bed huddles, 
patient ambassador rounds by senior managers, multidisciplinary rounds, and Emergency Department 
“flash rounds” have all been instituted over the past year and have created real-time alignment and 
communication among clinical team members and focused protocols for improving transitions 
throughout the continuum.  

 
• In addition to the aforementioned initiatives, the commitment from relevant community stakeholders to 

achieve seamless care is reflected in Steward’s development of cross continuum councils and 
collaborative care committees to better address the needs of those patients who are readmitted to the 
hospitals and patients who inordinately utilize Steward emergency rooms. For avoidable readmissions, 
the team based care includes a collaboration of the hospitals, homecare, skilled nursing facilities, elder 
services, and care givers who partner to coordinate care across Steward organizations.  For unnecessary 
and inordinate emergency room usage, Steward has worked with community stakeholders to strengthen 
and coordinate the myriad of community based support services available to the most vulnerable 
patients through a committee comprised of hospital administrators and representatives of different 
community agencies and health centers. 
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Related Federal Initiatives  
 
In addition to participating in the DSTI program, Steward is part of or pursuing the following federal 
initiatives: 
 

• Medicare Pioneer ACO: One of 32 Pioneer ACOs across the United States; 37,000 beneficiaries 
currently aligned with Steward PCPs 

• Community Based Care Transitions (section 3026): Two Steward hospitals (Steward Holy Family 
Hospital and Merrimack Valley Hospital) partnered with Elder Services of Merrimack Valley in CMS 
pilot to reduce preventable readmissions; Steward system-wide “Transitions In Care” team dedicated 
to actively monitoring care transitions and reducing preventable readmissions 

• State Action on Avoidable Re-hospitalizations (STAAR): Steward is an active participant in Institute 
for Healthcare Improvement’s multi-state initiative to reduce avoidable readmissions; partnering 
with skilled nursing facilities, home health agencies, ambulatory practices, patients, and caregivers 

 
Proposed DSTI projects complement, but do not duplicate, ongoing efforts with federal initiatives. As a 
Pioneer ACO, Steward is under risk-based arrangements for its aligned Medicare beneficiaries. In contrast, 
Steward proposes global risk-based payment for distinct state-sponsored low income population(s) in Project 
3.1.  Additionally, while members of the Steward system are involved in the Community Based Care 
Transitions program, resulting in system-wide efforts to reduce readmissions, Carney is not a direct 
participant and receives no funding through that particular initiative. Finally, Carney also receives no funding 
as a result of involvement in the STAAR initiative.  
 
Carney will provide updates on participation in any new HHS-funded initiatives related to DSTI projects in its 
biannual progress reports to be submitted to the Commonwealth. 
 
Vision for Transformation 
 
Over the next three to five years, Steward is hoping to transform into a fully integrated accountable care 
organization at risk for the care of virtually all of its patients. Today Steward is making critical investments in 
infrastructure, including the projects developed in response to the DSTI program. Over the next several years 
Steward will leverage these improvements to enhance its care coordination ability and more effectively 
manage utilization of health care services. Steward will also focus on efforts to engage its local communities 
both regarding health care and population health.  
 
Steward anticipates specific transformation for Carney into a coordinated hub of care in the Dorchester 
community. Today, Carney struggles in a highly competitive market, in which the majority of patients are 
referred or migrate into Boston academic teaching centers for routine care. In becoming an accountable care 
organization, Carney will be better positioned to maintain routine care in its high quality, lower cost setting, 
and will realize enhanced sustainability as a high volume safety net provider, while improving care 
coordination and patient outcomes. 
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Category 1: Further Development of a Fully Integrated Delivery System 
 
Project 1.1: Implement Patient Navigation Services 
Master Plan Project 1.6 
 
Goal: The goal of the proposed project is to utilize bilingual community health workers (CHWs) operating as 
patient navigators alongside a robust community collaborative to provide enhanced social support and 
culturally competent care to vulnerable and high risk patients in order to reduce preventable emergency 
department’s visits and enhance primary care usage. This will be accomplished through the training and 
hiring of CHWs across the continuum of care and a broad cross sector community collaborative focused on 
addressing the social determinants of health.  CHWs will interface with patients entering the hospital through 
the Emergency Department and serve as navigators for those patients to get linked in to regular primary and 
preventative care. This project will also inform a broader strategy to create a health care system that engages 
with patients in a more culturally competent manner, resulting in higher patient satisfaction and appropriate 
use of medical services. 
 
Rationale:  Similar to trends across the country and across the state of Massachusetts, the clinical staff at 
Carney does not demographically reflect the patients they serve. Carney patients are generally from multi-
cultural backgrounds and are culturally diverse. Many speak a language other than English as their primary 
language. The Institute of Medicine’s (IOM) landmark report: Unequal Treatment: Confronting Racial and 
Ethnic Disparities in Health Care (1999) found that a consistent body of research demonstrates health 
disparities between white patients and minority patients including significant variation in the rates of medical 
procedures by race, even when insurance status, income, age, and severity of conditions are comparable. 
This research indicates that U.S. racial and ethnic minorities are less likely to receive routine medical 
procedures and experience a lower quality of health services. Among several recommendations to address 
this issue, the IOM recommends more minority health care providers and improved cultural competency.  
The literature suggests that employing culturally competent community health workers to serve as bridges 
between hard-to-reach and disenfranchised communities can improve patient experiences,2 quality of care,3 
decrease medical expenditures,4 and improve health outcomes.5 The use of CHWs will provide Carney the 
flexibility to meet patients in settings beyond the hospital, making it easier to coordinate patient care and 
ensure they are following up on appointments, medications, and primary care. This type of proactive 
outreach is critical to Carney’s diverse patient population, in which cultural barriers frequently result in 
inappropriate ED utilization and lack of primary care.  
 
 

                                                 
2 Felix-Aaron K, Hill MN, Rubin HR. Randomized trial of nurse practitioner-community health worker 
intervention: Impact on young black men’s satisfaction with high blood pressure care. Abstr Acad Health Serv Res 
Health Policy Meet. 2000;17 
3 Barnes-Boyd C, Fordham NK, Nacion KW. Promoting infant health through home visiting by a nurse-managed 
community worker team. Public Health Nursing. 2001;18(4):225-235. 
4 National Community Voices Initiative, Northern Manhattan Community Voices. Financing community health 
workers: why and how: Policy Brief. 2007. Morehouse School of Medicine and Community University Center for 
Community Health Partnerships. 
5 Barnes-Boyd C, Fordham NK, Nacion KW. Promoting infant health through home visiting by a nurse-managed 
community worker team. Public Health Nursing. 2001;18(4):225-235. 
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Program Description: Carney has developed its community health worker program based on the best 
practices identified in the Massachusetts Department of Public Health’s 2009 report to the state legislature 
Community Health Workers in Massachusetts: Improving Health Care and Public Health.6   
 
Carney will hire community health workers (CHWs), some dedicated to identifying unnecessary emergency 
department use and others dedicated to connecting patients to primary care.7 The emergency department 
community health workers will focus on identifying emergency department patients who meet the criteria to 
receive navigation services. ED patients who meet at least one of the following criteria will be navigated: 1) 
uninsured, 2) six or more visits to the ED in one year, 3) without a PCP.  The goal of the ED CHWs will be to 
connect patients to primary care providers at community health centers and within the Steward Health Care 
network.  In addition, the ED community health workers will work to successfully enroll patients in the 
appropriate health insurance program (MassHealth, Commonwealth Care, etc.) in a timely manner.  Although 
ED CHWs will identify navigation patients in emergency departments, they will have the flexibility to make 
home visits or meet patients in community settings to ensure patients complete insurance paperwork and 
are connected to a suitable medical home. Frequent ED users will be tracked and identified using Microsoft 
Amalga technology.   
 
Once a medical home has been identified by the ED community health worker, the ED CHW will transition 
the patient to a primary care CHW.  At this point, the primary care CHW will complete an assessment with 
the patient that assesses barriers to care, age-appropriate health screenings, and chronic disease 
management needs.  Patients who did not enter the system through the emergency department but are in 
need of navigation will also be eligible for this service if they meet eligibility criteria.  Primary care patients 
will be navigated if they meet at least one of the following criteria: 1) they have missed at least two 
appointments within one year; 2) they have barriers to care such as limited English proficiency, 
transportation, or family care responsibilities; or 3) they require chronic disease maintenance.  Patients with 
chronic diseases will be case managed at the medical home site and will be referred to Chronic Disease Self 
Management (CDSMP) classes led by a primary care community health worker. Patients will continue to 
receive patient navigation services until they no longer meet the navigation criteria. 
 
Steward has an ED community health worker pilot currently underway at Holy Family Hospital in Methuen, 
Massachusetts.  In this pilot, the CHW keeps case notes in patient records and reports milestones such as 
“MassHealth paperwork work complete” and “claims paid” in a database.  The English/Spanish bilingual CHW 
at Holy Family Hospital was hired in December 2011, trained in MassHealth and the virtual gateway 
throughout January 2012 and began working with patients the following month.  Over the course of 
approximately five weeks (February 1 – March 8), the CHW has contacted 65% of the 119 patients assigned 
to her by the Patient Access Department.  Among those patients with whom she had contact, she has 
successfully connected 40% (n = 31) of them to a regular source of health insurance coverage.  
 
The same process tracking systems will be implemented at Carney Hospital.  Additionally, Steward will track 
the number of patients who are successfully transitioned to a primary care medical home. Navigated patients 
who enter the continuum of care through the emergency department will be asked to complete a 
standardized patient satisfaction survey.   
 

                                                 
6 The full report can be found at: http://www.mass.gov/eohhs/provider/guidelines-resources/services-
planning/workforce-development/comm-health-wkrs/community-health-worker-investigation-and-report.html 
7 The specific number of CHWs will be determined following completion of a needs assessment to be conducted in 
FY2012.  

http://www.mass.gov/eohhs/provider/guidelines-resources/services-planning/workforce-development/comm-health-wkrs/community-health-worker-investigation-and-report.html
http://www.mass.gov/eohhs/provider/guidelines-resources/services-planning/workforce-development/comm-health-wkrs/community-health-worker-investigation-and-report.html
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Primary care CHWs will be tracked by the barrier assessments they complete, action plans they develop 
including community resources to which they refer patients, case notes in the patient record, and chronic 
disease self management sessions they hold. Steward will also monitor appointment attendance among 
navigated patients with the goal of reducing no-show rates. Patients receiving navigation services in primary 
care settings will be tracked through their initial and annual barrier assessment, their electronic medical 
record, and the chronic disease self management database. 
 
Steward Health Care System will partner with the Outreach Worker Training Institute (OWTI) located at 
Central Massachusetts Area Health Education Center (CMAHEC) and the Massachusetts Association of 
Community Health Workers (MACHW).  Upon employment, all new community health workers will attend an 
intensive 24-hour training led by OWTI to learn the core competencies of community health work including: 
communication, organization, assessment, documentation, service coordination and cultural competency.  
Emergency department CHWs will receive additional training that includes units on Medicaid enrollment, 
using the Virtual Gateway, mental health and substance abuse.  Beyond the core training, primary care CHWs 
will be trained in chronic disease and age-appropriate screenings, motivational interviewing, and chronic 
disease self-management.   
 
Throughout the core competency training, CHWs will work on creating a system and community resource 
guide.  Additionally, this initiative will leverage existing relationships with community partners to ensure 
CHWs have knowledge of and relationships with diverse system and community resources. Carney has a 
Community Benefits Advisory Council (CBAC) which is comprised of members of local community groups, 
non-profits and social service agencies. Through community health assessments, the CBAC determines unmet 
community needs and develops community benefits programs to address these needs. The CBAC will serve 
as a resource to direct CHWs to appropriate community services. 
 
Community health workers will represent the races, ethnicities, cultures, and languages of the communities 
that Carney serves.  CHWs will receive cultural competency education as part of their core competency 
training to ensure that services are provided in a culturally and linguistically appropriate manner.  
 
Expected Results: The proposed initiative will reduce unnecessary ED use, increase primary and preventative 
care, and increase patient satisfaction with care. More broadly, this initiative will enhance the health of the 
community by emphasizing primary and preventative care and establishing primary care relationships.  
 
Related Projects:  

• Project 2.3 
• Project 3.1 
• Project 3.2 

 
This project addresses Carney’s goal of better serving its culturally diverse patients across the health care 
continuum. In addition to utilizing bilingual, culturally competent community health workers as described 
above, Steward is also implementing Clinical and Patient/Family Care Maps. Both initiatives are designed to 
guide certain vulnerable populations through the care continuum and ensure that they are empowered to 
seek and access the care they need at the right time, in the right setting. In Project 1.1 community health 
workers will interact directly with patients and facilitate use of primary care by connecting patients to 
appropriate medical home-like settings and conducting follow-up in the community as needed. In Project 2.3 
(Care Maps) patients with specific high risk conditions will be provided a “map” for what they should expect 
before, during, and after a course of treatment. The Care Maps provide guidance regarding important 
questions to ask throughout the process, information regarding medications, and expectations for each stage 
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of care. Both initiatives seek to empower typically-disenfranchised, low income patients by enhancing patient 
communication and providing tools that actively engage patients in a manner that is culturally and 
linguistically appropriate.  
 
Project 3.1 represents the third goal and the culmination of Carney’s efforts to engage patients and 
coordinate care along the entire health spectrum. Under this initiative, Carney will receive a “global budget” 
for the care of its Medicaid patient population. As part of this project, Steward will collaborate with Medicaid 
to develop a pilot program which leverages Carney’s significant Medicaid patient population. Carney will 
strive to achieve specified benchmarks in care management, quality, and cost growth; and in the final year of 
the demonstration, will receive global, risk-based payments for the total projected cost of care for 100% of 
its aligned Medicaid population.  
 
Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward 
is both actively sharing its experiences with other providers as well as continuing to implement best practices 
in its efforts to improve cross continuum tools for patients and providers.  
 

Project 1.1:  Implement Patient Navigation Services  
Master Plan Project 1.6 
SFY 2012  SFY 2013 SFY 2014 
1.1.1 (Process 6-b1) 
Milestone: Identify skill set of 
personnel, and number of FTEs needed 
Metric: Completed Job Description with 
identified skills 
Data Source: Operations 
 

  

1.1.2 (Process 5-b3) 
Milestone: Conduct gap analysis 
(Current State Process Map 
Development8) 
Metric: Gap analysis completion 
(Creation of a Current State Process 
Map describing gaps and barriers)   
Data Source: Operations 
 

  

1.1.3 (Process 13-b1) 
Milestone: Creation of a Future State 
Process Map mitigating gaps and 
barriers, and ensuring proper standard 
practices.   
Metric: Future State Process Map 
Completed 
Data Source: Operations 
 

  

1.1.4 (Process 8-b1-b2) 
 

1.1.4 (Process 8-b1-b2) 
Milestone: CHW training completion 
Metric:  (Process 8-b1) 100% of newly 

 

                                                 
8 A current state process map is a map of current processes used to identify gaps and opportunities for improvement; it 
is a type of gap analysis. 
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Project 1.1:  Implement Patient Navigation Services  
Master Plan Project 1.6 
SFY 2012  SFY 2013 SFY 2014 

hired CHWs completed required Core  
training  
Data Source: participant registration 
database 
 
Milestone: (Process 8-b2) CHW training 
knowledge and self-efficacy 
Metric: 100% of CHWs improved 
knowledge and self-efficacy scores from 
Core pre to post-test  
Data Source: pre and post-tests 
 

1.1.5 (Process 9-b1-b2)  1.1.5 (Process 9-b1-b2) 
Milestone: CHW training / continuing 
education training completion 
Metric: (Process 9-b1) 100% of CHWs 
will have completed the required 
continuing education training 
Data Source: participant registration 
database 
 
Milestone: CHW continuing education / 
evaluation knowledge and self-efficacy 
Metric: (Process 9-b2) 100% of CHWs 
improved knowledge scores related to 
continuing education training and self-
efficacy from pre to post-test  
Data Source: pre and post-tests 
 

1.1.6 (Process 12-b1) 1.1.6 (Process 12-b1) 
Milestone: ED Frequent User Visits 
Identification 
Metric:  Identification of baseline for top 25 
frequent users (frequent users defined as 
patients that visit more than 12 times a 
year) to be referred to as “Cohort 1”9 
Data Source:  Meditech, Amalga (internal 
sources) 
 

1.1.6 (Process 12-b1) 
Milestone: ED Frequent User Visits 
Identification 
Metric:  New non-duplicative 
identification of top 25 frequent users  
(frequent users defined as patients that 
visit more than 12 times a year) to be 
referred to as “Cohort 2” 
Data Source:  Meditech, Amalga 
(internal sources) 
 

                                                 
9 Cohort 1 and Cohort 2 are populations identified for the purpose of monitoring most frequent ED users for 
improvement. Cohort 1 is the top 25 frequent users (frequent users defined as patients that visit more than 12 times a 
year) as identified in FY2013; Cohort 2 is a non-duplicative population identified using same criteria in FY2014.  
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Project 1.1:  Implement Patient Navigation Services  
Master Plan Project 1.6 
SFY 2012  SFY 2013 SFY 2014 
1.1.7 (Improvement 3-b1)  1.1.7 (Improvement 3-b1) 

Milestone: ED Frequent User Visits 
Improvement10 (num: total number of 
ED visits by persons classified as 
frequent ED users (“Cohort 1”) in 
FY2013; denom: total number of ED 
visits by Cohort 1 in FY2014) 
Metric:  10% Reduction in Cohort 1 
frequent user total visits from baseline 
identified in previous FY (frequent users 
defined as patients that visit more than 
12 times a year) 
Data Source:  Meditech, Amalga 
(internal sources) 
 

1.1.8 (Process 10-b1) 1.1.8 (Process 10-b1) 
Milestone: Develop process for making 
patient referrals to PCPs 
Metric: Completion of ED patient referral 
policy 
Data Source: Meditech, Amalga 
 

 

1.1.9 (Improvement 1-b1)  1.1.9 (Improvement 1-b1) 
Milestone: PCP appointments made 
from ED (num: patients discharged from 
ED with PCP appt made; denom: all ED 
patients eligible for CHW services) 
Metric: 25% of discharged ED patients 
in program leave with primary care 
appointment made 
Data Source: Meditech, Amalga  
 

1.1.10 (Process 2-b1) 1.1.10 (Process 2-b1) 
Milestone: Provide navigation services and 
establish baseline for number of individuals 
targeted for services (ED patients who are 
uninsured; have six or more visits to the ED 
in one year, or no PCP without a PCP; and 
primary care patients missing at least two 
appointments within one year; limited 
English proficiency, transportation, or 
family care responsibilities; or requiring 
chronic disease maintenance) 
Metric: Percent of Identified Target 
Population receiving CHW Services (num: 

1.1.10 (Process 2-b1) 
Milestone: Monitor number of target 
individuals receiving services  
Metric: Number of Identified Target 
Population receiving CHW Services 
(num: number of individuals receiving 
CHW services; denom: number of 
individuals identified as meeting criteria 
for navigation services) 
Data Source: Amalga, CHW records 
 

                                                 
10 Frequent users defined as patients that visit the ED more than 12 times over 12 month period. Measures based on 
number of visits by persons classified as frequent users in prior FY compared to number of visits by that same cohort in 
following year. 
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Project 1.1:  Implement Patient Navigation Services  
Master Plan Project 1.6 
SFY 2012  SFY 2013 SFY 2014 

number of individuals receiving CHW 
services; denom: number of individuals 
identified as meeting criteria for navigation 
services) 
Data Source: Amalga 
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Project 1.2: Develop Integrated Acute and Post-Acute Network Across the Continuum of Care 
Master Plan Project 1.7 
 
Goal: The goal of this initiative is to reduce readmissions and hospitalizations for patients in post-acute 
settings, as well as to bring the post-acute setting into Carney’s integrated care continuum. This project will 
achieve this through the development of integrative partnerships with local skilled nursing facilities. Carney 
will deploy nurse practitioners to skilled nursing facilities in the Carney service area that will serve as 
transitional care experts and work in collaboration with board certified geriatricians at Carney. The expanded 
availability of nurse practitioners in skilled nursing facilities will reduce hospitalizations by eliminating 
emergency room evaluations in favor of on-site evaluations and ensuring care is provided in the most 
effective setting. The relationships established through this initiative will enhance integration along the care 
continuum, and in the future will allow Carney to function as the hub for a single global payment and 
accountable care entity.  
 
Rationale:  Reports from the Massachusetts Division of Health Care Finance and Policy estimate that as many 
as 46% of visits to Massachusetts acute hospital emergency departments are avoidable / preventable. 
Literature suggests this figure may be as high as 67% for patients admitted from skilled nursing facilities.11 
Unnecessary trips to the emergency room are not only costly to the Commonwealth; they also increase the 
risk of complications by exposing vulnerable patients to illness and errors in transitional care. Given 
Medicaid’s dominance as a payer for nursing home services, this initiative may provide important savings to 
MassHealth, the Massachusetts Medicaid program.  Additionally, investment in post-acute provider 
relationships will aid Carney as it seeks to become a fully integrated community care organization. This 
project will aid a critical segment of Carney’s patient population, and aligns with recent investments made in 
Carney’s geriatric center. 
 
Program Description: The proposed program will place nurse practitioners into skilled nursing facilities in 
Carney’s service area that will serve as transitional care experts and work in collaboration with three board 
certified geriatricians at Carney. At the current time, Carney Hospital has strong relations with seven skilled 
nursing facilities; Boston Home, Bostonian, Braintree Manor, Harborlights, Marina Bay, Marion Manor, and 
Saint Joseph. These seven facilities provide care to approximately 350 patients in total, the majority of which 
are covered by Medicaid. Carney nurse practitioners have been assigned to five of the seven facilities and the 
remaining two facilities each employ their own nurse practitioner.12 Each Carney nurse practitioner is 
supported by a Carney attending physician.  The emphasis of the Carney teams at skilled nursing facilities has 
been to provide optimal care in non-acute settings and prevent readmissions from non-acute to acute 
facilities.   
 
Over the past six months Carney has initiated post-acute transition group meetings with the affiliated nursing 
homes. The purpose of the meeting is to review Carney’s acute care hand-offs; readmission data and to 
better acquaint the various clinical and administrative participants with each other. Participants of these 
meetings “drill down” on events leading to patient readmissions within 30 days of discharge. This allows all 
post acute-care partners to have live discussions and participate in corrective plans of action.  Patient 
readmissions from skilled nursing facilities are also reviewed by case management to see what both the 
hospital and the skilled nursing facility could have done to keep that patient in the facility.  The proposed 
program builds from this foundation to more fully coordinate care transitions to and from skilled nursing 

                                                 
11 Joseph G. Ouslander et al., Potentially Avoidable Hospitalizations of Nursing Home Residents, J Am Geriatr Soc 
58:627–635, 2010. 
12 The remaining two facilities have physician supervision and direction associated with Carney 
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facilities. In addition, this program will supplement current efforts by Steward’s cross continuum Transitions 
in Care team by implementing this pilot initiative and acting directly upon analyses indicating gaps in post-
acute care.  While all community facilities are invited to participate in our cross continuum Transition in Care 
live discussions and analysis, the proposed DSTI effort focuses specifically on transitions between skilled 
nursing facilities and the hospital. The proposed initiative also expands upon prior efforts by introducing a 
tool which requires cooperation between both parties involved in the transition, as opposed to a single-sided 
effort. 
 
This project will also leverage Carney’s DSTI efforts to implement the INTERACT transfer tool (Project 2.2), 
which standardizes vital health information as patients are transferred to and from the acute and post-acute 
setting. In order to ensure that nurse practitioners are integrated in a meaningful manner, EClinical will be 
utilized to record patient information in partner skilled nursing facilities. As part of this initiative Carney’s 
skilled nursing facility-based NPs will document patient progress notes on EClinical EMR. This will allow the 
covering physician and others involved in patient care such as specialists to communicate and follow the 
patient along a single electronic record.  This will also facilitate after-hours communication with “on call” 
staff.  
 
The use of EClinical to enhance communication between the acute and post-acute setting will allow Carney 
clinical staff to remotely access records of patients in transition. Carney ER staff as well as acute care staff 
may also have access to skilled nursing facility EMR.  There are many limitations to a fully integrated EMR 
with the post-acute community. Of the seven area skilled nursing homes in which Carney physicians and NPs 
practice, most utilize different EMR systems or have partial paper and electronic charts. Uniform and 
consistent access to a patient’s EMR along the care continuum will decrease duplication of tests and enhance 
and improve the transition process for these patients.  
 
In order to evaluate the success of this program, a multidisciplinary cross continuum team will look at 30 day 
readmissions as well as admissions from affiliate skilled nursing facility partners. In addition, specific goals 
have been established to measure improvement in readmissions from post-acute care settings. Carney will 
continue to monitor the performance of local skilled nursing facilities to ensure that its skilled nursing facility 
partners improve and/or remain above a threshold in quality rankings as posted on the Nursing Home 
Compare website. Evaluations will be conducted annually and used to work with skilled nursing facilities to 
develop targeted improvement strategies as needed. In addition, Carney may expand the number of skilled 
nursing facility partners based on evidence of high quality facilities in the area and mutual interest. Success in 
the proposed project may result in the expansion of this program to other Steward acute care hospital 
service areas. 
 
Expected Results: It is expected that the proposed project will reduce hospitalizations and re-hospitalizations 
of nursing home patients over the demonstration period. This in turn will translate into a 5% reduction each 
year in projected readmissions as compared to the prior fiscal year (FY).13  
 
Related Projects:  

• Project 2.1 
• Project 2.2 
• Project 3.1 
• Project 3.2 

                                                 
13 All targets in this DSTI proposal are based on the more aggressive of Carney’s specific position or Steward’s specific 
position. 
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This project builds upon Steward system-wide accomplishments and seeks to maximize care coordination 
with post-acute care providers, including mitigating preventable readmissions, and standardizing care 
processes. This project, in conjunction with Projects 2.1 and 2.2, focuses on care transitions with particular 
emphasis on Carney’s significant elder population. While Project 1.2 engages post-acute partners directly, 
these efforts are enhanced by Carney’s other DSTI projects which seek to implement electronic medical 
records, and educate acute care staff regarding geriatric issues and early identification of complications. In 
conjunction, these initiatives will enable Carney to better manage the total cost and care of its patients, 
reduce complications, and implement the information technology infrastructure needed to perform under 
global risk-based payment arrangements, as described in Project 3.1.  
 
Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward 
is both actively sharing its experiences with other providers as well as continuing to implement best practices 
in its efforts to improve cross continuum tools for patients and providers.  
 
 

Project 1.2:  Develop Integrated Acute and Post-Acute Network Across the Continuum of Care  
Master Plan Project 1.7 
SFY 2012  SFY 2013 SFY 2014 
1.2.1 (Process 3-b1) 
Milestone: Execute agreement with 
post-acute partners  
Metric: Agreements with at least 7 post-
acute partners 
Data Source: agreement 
 

   

1.2.2 (Improvement 4-b1) 1.2.2 (Improvement 4-b1) 
Milestone: Identify barriers to use of EMR 
in nursing home  
Metric: Report of identified barriers for 
EMR 
Data Source: internal records 
 

 

1.2.3 (Process 5-b1)  1.2.3 (Process 5-b1) 
Milestone: Implementation of EMR in 
nursing homes 
Metric: technical implementation 
(wiring) in all nursing home sites  
Data Source: internal records 
 

1.2.4 (Improvement 2-b2) 
Milestone: Reduction of readmission 
from Nursing Homes (num: patients 
discharged to partner SNF after index 
admission and readmitted within 30 
days; denom: all patients discharged to 
SNF after index admission)14 
Metric: Reduce all-cause readmissions 

1.2.4 (Improvement 2-b2) 
Milestone: Reduction of readmission from 
Nursing Homes (num: patients discharged 
to partner SNF after index admission and 
readmitted within 30 days; denom: all 
patients discharged to SNF after index 
admission) 
Metric: Reduce all-cause readmissions from 

1.2.4 (Improvement 2-b2) 
Milestone: Reduction of readmission 
from Nursing Homes (num: patients 
discharged to partner SNF after index 
admission and readmitted within 30 
days; denom: all patients discharged to 
SNF after index admission) 
Metric: Reduce all-cause readmissions 

                                                 
14 Readmissions calculation follows FY2012 final rule specifications.  



Delivery System Transformation Initiatives – Steward Carney Hospital  

23 

Project 1.2:  Develop Integrated Acute and Post-Acute Network Across the Continuum of Care  
Master Plan Project 1.7 
SFY 2012  SFY 2013 SFY 2014 
from nursing homes to Carney by 2% 
from previous FY (Baseline FY11 18.8%, 
reduction to 18.4% in FY2012)  
Data Source: University Healthcare 
Consortium (UHC) (internal source) 
 

nursing homes to Carney by 5% from 
previous FY   
Data Source: University Healthcare 
Consortium (UHC) (internal source) 
 
 

from nursing homes to Carney by 5% 
from previous FY   
Data Source: University Healthcare 
Consortium (UHC) (internal source) 
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Category 2 – Improved Health Outcomes & Quality 
 
Project 2.1: Enhance Patient Transitions 
Master Plan Project 2.3 
 
Goal: The goal of this project is to enhance communication throughout the discharge process from non-acute to 
acute care settings, and vice versa, to prepare for value-based purchasing programs which will evaluate 
providers on the basis of care coordination and outcomes. This is an attempt to involve all stakeholders involved 
in discharge and transitions between health care settings. Enhanced discharge communication will be achieved 
through implementation and use of the INTERACT Transfer Tools (Interventions to Reduce Acute Care 
Transfers)15, bed huddles, Emergency Department huddles, multidisciplinary rounds, and Carney’s Ambassador 
program (see description below). These activities support a comprehensive discharge process by allowing 
participants in a variety of settings to contribute to the process and communicate in a standardized manner. Key 
goals of this project include identification of barriers in communication within and across settings and education 
of all acute care staff and partner post-acute providers in standard utilization of the transfer tools.  
 
Rationale:  Approximately 30,000 patients pass through Carney’s Emergency Department each year, many of 
which arrive from one of Carney’s seven post-acute partner facilities. Carney recognizes that communication 
and coordination among settings is imperative to maintaining high quality along the care continuum and 
preparing for value and outcome-driven payment arrangements. This initiative targets increased utilization of 
the INTERACT transfer tools to aid in communication and care coordination among care settings. The INTERACT 
tools have been shown to improve communication between nursing homes and hospitals and reduce the 
frequency of potentially avoidable transfers to acute hospitals from non-acute settings.16 Enhanced 
communication reduces the number of complications from hospitalization, as well as unnecessary health care 
expenditures. Additionally, within the acute care setting, Emergency Department huddles, bed huddles and 
multidisciplinary rounds will improve communication internally and ensure clear flow of patient information. As 
a whole, these programs support an efficient and patient-centric care transitions within and among providers 
that will help reduce the total cost of care for patients who may be associated with Carney under alternative 
payment arrangements.  
 
Program Description: INTERACT tools are screening tools for non-acute facilities. They are designed to aid in 
early identification, assessment, documentation, and communication regarding changes in patient status. The 
INTERACT tools will aid in assessing and communicating patient needs and changes in patient condition to 
covering physician. Please see Attachment A for an example of the INTERACT form.  
 
The INTERACT transfer tool will be used to standardize the information sent from nursing homes or post-acute 
providers to Carney. This will allow Carney acute care staff to record and access pertinent patient information in 
a uniform manner. Carney will work with local nursing homes to establish partnerships and encourage the use of 
INTERACT tools in the post-acute setting. Efforts will be made to engage the same post-acute partners as Project 
1.2 in order to leverage associated work performed under that initiative.17 For the first year, Carney has 
established the goal of initiating formal monthly meetings with post-acute partners to identify barriers to use of 
the INTERACT transfer tool. By leveraging post-acute partners from other projects, Carney will be able to 
expedite integration of the INTERACT form into its electronic medical records. The form will have a designated 
placement in medical record with a plan to move towards integration in the EMR in the future.  

                                                 
15 See http://interact2.net/ for more information. 
16 Health Research and Education Trust, in partnership with AHA, Health Care Leader Action Guide to Reduce Avoidable 
Readmissions, January 2010.  
17 See subsection “Related Projects” for more information. 

http://interact2.net/
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A key measure of success over the demonstration period will be appropriate utilization of the INTERACT Transfer 
tool. Carney will collaborate with post-acute partner facilities to train their staff in the use of the INTERACT tool 
and work with post-acute facilities to identify and overcome barriers to use. In following years, Carney will aim 
for 90% utilization of INTERACT in both acute and non-acute settings. Use of INTERACT will be supplemented by 
efforts to streamline and improve communication within Carney. The use of the INTERACT transfer tool to 
standardize and personalize key patient information between care settings is essential to properly manage the 
care, as well as cost of care, for medically complex patients who may undergo multiple transitions.  
 
INTERACT tool utilization, as well as Emergency Department huddles, multidisciplinary rounds, and Carney’s 
Ambassador program, and build from Carney’s work to date on the STAAR Initiative (State Action on Avoidable 
Re-hospitalizations) and support Carney’s broad strategy of improving communication across settings and 
identifying patient needs to prevent re-hospitalization. The STAAR initiative is focused on improving care 
transitions and requires the formation of “transitions” care teams that engage not only hospital staff, but 
representatives from skilled nursing facilities, home health agencies, as well as patients and caregivers. From 
this initiative, Carney has already completed root cause analysis type work that now serves as the foundation for 
implementing internal communication efforts.  
 
ED and bed huddles and multidisciplinary rounds will be used to plan personalized transitions in care both within 
the hospital and from the hospital. Additionally, Carney will be rolling out an “Ambassador program” in which 
senior leaders visit all patients on a daily basis. This program will allow senior leadership to observe clinical 
elements, communication processes, and patient/family satisfaction “in action.” The program will also help 
hospital leadership understand from a patient’s view what is necessary for improving patient care and allow for 
a shorter, more personalized hospital stay.  
 
Currently Carney ED and nursing floor staff are not familiar with the INTERACT forms. Carney also lacks a 
standardized system for recording transfer information in patient medical records.  Effectiveness of the 
INTERACT tool and internal process changes will be measured by monitoring readmissions as well as the 
timeliness of communication and “right site” for patients requiring care transfers. Over the demonstration 
period Carney is aiming to increase utilization of area nursing homes using INTERACT tools, increase utilization 
of acute care staff using the tool, and decrease unnecessary admissions.  
 
Use of the INTERACT transfer tool as well as huddles, multidisciplinary rounds, and the Ambassador program will 
collectively create a more patient-centric and standardized means of discharging and transferring patients to the 
most appropriate site of care. The proposed project will enable Carney to more effectively manage its patient 
population by ensuring pertinent information is transferred and understood by providers in other settings. 
These standardizing protocols will reduce duplicative and unnecessary care while enhancing patient outcomes 
and satisfaction. Patient satisfaction will be specifically measured by HCAHPS survey questions regarding 
communication with doctors, nurses, and regarding discharge information. Efforts will be made to conduct 
surveys in close temporal proximity to provision of care to most accurately measure the impact. Streamlined 
communication both between providers and within the hospital will allow Carney to perform more effectively 
under value-driven and outcome-based paradigms.  
 
How Project Will Refine Innovations, Test, and Disseminate Findings: This project will test and refine a set of 
innovations designed to improve transitions in care INTERACT Transfer Tools, bed huddles, Emergency 
Department huddles, multidisciplinary rounds, and Carney’s Ambassador program. The project will enhance the 
effectiveness of each innovation by addressing transitions from multiple angles. For instance, rather than only 
addressing communication with post-acute providers, the proposed project incorporates processes that will 
ensure comprehensive communication during transitions both within the acute care setting as well as from the 



Delivery System Transformation Initiatives – Steward Carney Hospital  

26 

acute to post-acute setting. Findings will be disseminated throughout the Steward system, with similar initiatives 
likely to be implemented in other Steward acute care hospitals depending upon the extent of success. 
Additionally, broader dissemination will occur through Steward’s Transitions in Care team, a group including 
several post-acute providers and external stakeholders that meets monthly to discuss patient transitions as well 
as through the regular progress reports required as part of the DSTI program.   
 
Expected Results:  This initiative will improve communication throughout the patient transfer and discharge 
process. The proposed project will reduce unnecessary and duplicative care and improve the quality of care 
provided to patients referred to and from post-acute care settings, as well as improve patient satisfaction 
regarding communication with doctors, nurses, and discharge information.  
 
Related Projects:  

• Project 1.2 
• Project 2.2 
• Project 3.1 
• Project 3.2 

 
Project 2.1 will aid in Carney’s goal of maximizing care coordination with post-acute care providers, including 
mitigating preventable readmissions, and standardizing care processes. In particular, this project will leverage 
Project 1.2 by partnering with the same post-acute facilities to implement the enhanced communication 
protocols. Alignment and partnership on these two projects will help Carney ensure greater accountability by its 
external partners as well as improve the overall impact of both initiatives on care transitions.  
 
Project 2.2 will also aid in implementation of this project by raising awareness among nursing staff for elder 
issues and potential complications. That education will allow staff to utilize the communication tools of Project 
2.1 more effectively.  
 
In conjunction, these initiatives will enable Carney to better manage the total cost and care of its patients, 
reduce complications, and implement the information technology infrastructure needed to perform under 
global risk-based payment arrangements under Project 3.1.  
 
Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward is 
both actively sharing its experiences with other providers as well as continuing to implement best practices in its 
efforts to improve cross continuum tools for patients and providers.  
 

Project 2.1:  Enhance Patient Transitions  
Master Plan Project 2.3 
SFY 2012  SFY 2013 SFY 2014 
2.1.1 (Process 20) 
Milestone: Assess current knowledge 
and barriers to INTERACT utilization. 
Create action plan and timeline for 
improvement.   
Metric: Complete report on lessons 
learned 
Data Source: internal records 
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Project 2.1:  Enhance Patient Transitions  
Master Plan Project 2.3 
SFY 2012  SFY 2013 SFY 2014 
2.1.2 (Improvement 6-b1) 2.1.2 (Improvement 6-b1) 

Milestone: Interact II utilization 
Metric: 50% hospital staff utilization for 
patients admitted from nursing homes 
(num: hospital staff utilizing Interact II for 
patients admitted from nursing homes; 
denom: acute inpatient nursing staff) 
Data Source: chart review 

2.1.2 (Improvement 6-b1) 
Milestone: Interact II utilization 
Metric: 90% hospital staff utilization for 
patients admitted from nursing homes 
(num: hospital staff utilizing Interact II 
for patients admitted from nursing 
homes; denom: acute inpatient nursing 
staff) 
Data Source: chart review  
 

2.1.3 (Process 26-b1) 
Milestone: Creation of Patient 
Experience of Care Council 
Metric: Council creation 
Data Source: internal records 
 

  

2.1.4 (Process 27-b1) 
Milestone: Gap Analysis of current 
process and opportunities revolving 
around communication with Doctors, 
Nurses, and Discharge Information. 
Create action plan and timeline for 
improvement.  
Metric: Gap analysis complete 
Data Source: internal records 
 

  

2.1.5 (Improvement 8-b1) 
Milestone: HCAHPS: Communication 
with Doctors mean percent18 (num: 
number of patients responding “always” 
to question; denom: number of patients 
responding to question) 
Metric: HCAHPS:  Communication with 
Doctors.  Establish baseline data for 
FY2012 
Data Source: Press Ganey 
 

2.1.5 (Improvement 8-b1) 
Milestone: HCAHPS: Communication with 
Doctors mean percent (num: number of 
patients responding “always” to question; 
denom: number of patients responding to 
question) 
Metric: 2% improvement in 
Communication with Doctors over FY2012 
Baseline (currently FY2012 baseline 
unknown) 
Data Source: Press Ganey 
 

2.1.5 (Improvement 8-b1) 
Milestone: HCAHPS: Communication 
with Doctors mean percent (num: 
number of patients responding “always” 
to question; denom: number of patients 
responding to question) 
Metric: 5% improvement in 
Communication with Doctors over 
FY2012 Baseline (currently FY2013 
baseline unknown) 
Data Source: Press Ganey 
 

2.1.6 (Improvement 9-b1) 
Milestone: HCAHPS:  Communication 
with Nurses mean percent19 (num: 

2.1.6 (Improvement 9-b1) 
Milestone: HCAHPS:  Communication with 
Nurses mean percent (num: number of 

2.1.6 (Improvement 9-b1) 
Milestone: HCAHPS:  Communication 
with Nurses mean percent (num: 

                                                 
18 Mean percent refers to the percent of time patient choose “always” regarding survey questions on communication of 
discharge information over other likert scale options. Carney has opted to report its HCAHPS measures as mean percent 
rather than percentile as it is a more meaningful measure of improvement (while percentile is merely a comparison to 
other hospitals, mean percent allows Carney to compare its present performance to past performance). We have 
interpreted the Master Plan to allow us to use X percent for HCAHPS as an appropriate metric as we feel it is more 
appropriately able to demonstrate the type of improvement we anticipate this project will achieve. 
19 Mean percent refers to the percent of time patient choose “always” regarding survey questions on communication with 
nurses over other likert scale options. Carney has opted to report its HCAHPS measures as mean percent rather than 
percentile as it is a more meaningful measure of improvement (while percentile is merely a comparison to other hospitals, 
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Project 2.1:  Enhance Patient Transitions  
Master Plan Project 2.3 
SFY 2012  SFY 2013 SFY 2014 
number of patients responding “always” 
to question; denom: number of patients 
responding to question) 
Metric: HCAHPS:  Communication with 
Nurses.  Establish baseline data for 
FY2012 
Data Source: Press Ganey 
 

patients responding “always” to question; 
denom: number of patients responding to 
question) 
Metric: 2% improvement in 
Communication with Nurses over FY2012 
Baseline (currently FY2012 baseline 
unknown) 
Data Source: Press Ganey 
 

number of patients responding “always” 
to question; denom: number of patients 
responding to question) 
Metric: 5% improvement in 
Communication with Nurses over 
FY2012 Baseline (currently FY2013 
baseline unknown) 
Data Source: Press Ganey 
 

2.1.7 (Improvement 10-b1) 
Milestone: HCAHPS: Discharge 
Information  mean percent20 (num: 
number of patients responding “always” 
to question; denom: number of patients 
responding to question) 
Metric: HCAHPS:  Discharge 
Information.  Establish baseline data for 
FY2012 
Data Source: Press Ganey 
 

2.1.7 (Improvement 10-b1) 
Milestone: HCAHPS: Discharge Information 
mean percent (num: number of patients 
responding “always” to question; denom: 
number of patients responding to question) 
Metric: 2% improvement in Discharge 
Information over FY2012 Baseline 
(currently FY2012 baseline unknown) 
Data Source: Press Ganey 

2.1.7 (Improvement 10-b1) 
Milestone: HCAHPS: Discharge 
Information mean percent (num: 
number of patients responding “always” 
to question; denom: number of patients 
responding to question) 
Metric: 5% improvement in Discharge 
Information over FY2013 Baseline 
(currently FY2013 baseline unknown) 
Data Source: Press Ganey 

  

                                                                                                                                                                         
mean percent allows Carney to compare its present performance to past performance). We have interpreted the Master 
Plan to allow us to use X percent for HCAHPS as an appropriate metric as we feel it is more appropriately able to 
demonstrate the type of improvement we anticipate this project will achieve. 
20 Mean percent refers to the percent of time patient choose “always” regarding survey questions on communication with 
doctors over other likert scale options. Carney has opted to report its HCAHPS measures as mean percent rather than 
percentile as it is a more meaningful measure of improvement (while percentile is merely a comparison to other hospitals, 
mean percent allows Carney to compare its present performance to past performance). We have interpreted the Master 
Plan to allow us to use X percent for HCAHPS as an appropriate metric as we feel it is more appropriately able to 
demonstrate the type of improvement we anticipate this project will achieve. 
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Project 2.2: Implement Process Improvement Methodologies to Improve Safety, Quality, and Efficiency    
Master Plan Project 2.7 
 
Goal: This initiative will implement NICHE (Nurses Improving Care for Health system Elders), a national program 
focused on promoting evidenced-based care for elders.21 The goal of this initiative is to achieve systematic 
nursing change that will benefit hospitalized older adults by improving outcomes of care. Through this initiative 
Carney will import principles and tools to stimulate positive changes in the care of its elder patients. Through the 
implementation of NICHE, Carney will improve elder patient outcomes and improve overall patient satisfaction 
and quality of care. 
 
Rationale:  Patients over the age of 65 make up approximately 50% of Carney’s medical and surgical floors.  
Carney also offers a specialized geriatric psychiatry floor. Carney has three board certified geriatricians and three 
primary care providers with geriatrics as a large proportion of their practice. With a large geriatric population in 
the community Carney must be prepared to care for the acute needs of this elderly population. Assessments of 
the NICHE program indicate that post-implementation fewer patients are acutely confused at discharge, serious 
injuries related to falls are reduced by 30%, and there are reductions in the incidence of co-morbidities such as 
aspiration pneumonia, urinary tract infection, and immobility.22 Outcome reports from implementation of NICHE 
also include increased nursing knowledge of geriatric care, decreased length of stay, and reduced costs. Inherent 
in the reduction of adverse events for elderly patients is a subsequent decrease in discharge to nursing homes. 
This initiative aligns with Carney’s commitment to becoming a Geriatric Center of Excellence.23 
 
Program Description: NICHE is a program of the Hartford Institute for Geriatric Nursing at the New York 
University College of Nursing, the only national nursing led program designed to improve the care of 
hospitalized older adult patients. The NICHE program provides tools and resources to increase geriatric nurse 
competence as well as health care system principles, processes, and structures that support continued learning 
and the application of specialized knowledge into practice.24  NICHE provides the resources and technical 
support of a major university’s nationally renowned geriatric program, as well as the expertise of NICHE 
providers who take part in an ongoing collaborative to share resources and experiences. This project will also 
incorporate biweekly interdisciplinary teams to enhance the impact of NICHE learning and improve outcomes 
for hospitalized elders.  Early studies on the use of geriatric evaluation and geriatric evaluation units 
demonstrated an impact on reducing disability and nursing home placement for this vulnerable population.  
 
The NICHE program works by importing principles and tools to stimulate positive changes in the care of its elder 
patients. The program evaluates elder care outcomes and improves nursing competence in elder issues such as 
timely identification and response to symptoms of delirium, confusion, and immobility. To complete the 
program, nurses must attend 20 education hours, via computerized modules and live seminars, designed to 
educate providers in evidence-based care protocols and encourage providers to re-think care for the geriatric 
population. Nurses completing the program will be eligible to apply for American Nurses Credentialing Center 
(ANCC) certification in geriatric care. The program also provides continuing education for nurses who have 

                                                 
21 See http://www.nicheprogram.org/ 
22 Joseph G. Ouslander and Robert A. Berenson, Reducing Unnecessary Hospitalizations of Nursing Home Residents, New 
England Journal of Medicine, 365:13, September 29, 2011; Ruth M. Kleinpell, Kathy Fletcher, Bonnie M. Jennings, Chapter 
11: Reducing Functional Decline in Hospitalized Elderly, page 7-8. 
23 The “Geriatric Center of Excellence” title is self-generated and reflective of Carney’s commitment  to providing excellent 
geriatric care. This commitment is reflected in Carney’s mission statement: “It is our goal at Carney to provide exemplary 
care for our geriatric population. We are committed to excellence in Nursing, Medicine, Therapies and all Allied Services 
through the implementation of education, and utilization of best practices conducive to the older adult. To provide holistic 
patient centered care with a strong commitment to an interdisciplinary team approach.” 
24 Fulmer et al., 2002; Mezey et al., 2004. 

http://www.nicheprogram.org/
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already completed the basic course. NICHE relies upon assessment tools to identify potential co-morbidities in 
elder patients. This assessment provides actionable information regarding potential complications and based 
upon the initial assessment, helps providers address potential complications earlier, more effectively, and in a 
patient-centered manner.  
 
Carney has approximately 85 nurses providing direct care to geriatric inpatients. Each year, Carney will identify 
more existing nurses through voluntary recruitment for ANCC certification to continue to grow its commitment 
to providing excellent geriatric care. This program is expected to impact approximately 2,300 elder patients who 
pass through Carney each year.  In conjunction with the implementation of NICHE protocols, Carney will also 
convene multidisciplinary teams composed of geriatric physicians, medical interns and residents, nurses, 
dieticians, social workers, pharmacists, and occupational, speech, and physical therapists to regularly discuss the 
plan of care for high risk elderly patients.  
 
In order to determine whether the program is having systematic impact on staff culture, Carney will conduct a 
pre and post Geriatric Institutional Assessment Profile (GIAP) survey annually to relevant hospital staff. The GIAP 
survey is a self-completed “culture of quality” survey for hospital staff, designed to assess institutional attitudes, 
knowledge, and strengths and barriers to the provision of care for elders.  The GIAP was developed by a national 
panel of geriatric care experts.25  Parameters for the survey are based on the work of the Educational 
Development Center’s “Decisions Project.”26 GIAP data will assist Carney in re-designing geriatric care as well as 
prioritizing additional programs to change perceptions and/or knowledge. In addition, Carney will monitor 
indicators of elder care such as rate of falls, immobility, delirium, and confusion. Successful implementation of 
NICHE protocols will be reflected in early identification of the above conditions, decreased adverse events such 
as falls, and improved patient satisfaction with care and communication. Carney will specifically monitor falls 
with injury as fall rates often reflect issues of patient confusion, delirium, and immobility.  
 
By implementing a new operational mindset for direct care providers, the NICHE program enhances care and 
outcomes, resulting in improvements in safety, quality, and efficiency. Over the demonstration period, Carney 
will expand utilization of NICHE protocols, aiming for complete integration of NICHE standards and process 
improvements. The goal is for this program to transform Carney’s care delivery for elder patients into a patient-
centered model that prioritizes prevention and early intervention.   
 
How Project Will Refine Innovations, Test, and Disseminate Findings: This initiative will implement the 
evidence-based NICHE program to improve care for elders. As a Geriatric Center of Excellence, Carney is excited 
to test this model and assess its impact on the quality of care provided to its significant elderly patient 
population. The traditional NICHE program will be further refined as Carney will incorporate biweekly 
interdisciplinary teams composed of geriatric physicians, medical interns and residents, nurses, dieticians, social 
workers, pharmacists, and occupational, speech, and physical therapists to enhance the impact of NICHE 
learning.  Findings from this project will be disseminated throughout the Steward system, as well as through the 
regular progress reports required as part of the DSTI program.   
 
Expected Results:  This project will result in implementation of NICHE protocols in Carney’s acute care setting. 
The project will also improve staff knowledge and attitudes about geriatric patient needs. Finally, the NICHE 
project is expected to result in a reduction of falls in the acute care setting and early identification of patients at 
risk for de-mobility.  
 
Related Projects:  

                                                 
25 Solomon, et al., 1993. 
26 Id. 
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• Project 1.2 
• Project 2.1 
• Project 3.1 
• Project 3.2 

 
Project 2.2 will build upon Steward system-wide accomplishments as well as other DSTI projects with the goal of 
strengthening Carney’s geriatric strategy. This project most directly impacts Projects 1.2 and 2.1, both also 
concerned with improving care for Carney’s significant elder population. By improving awareness and 
knowledge regarding geriatric issues and early identification of complications in the acute care setting, Carney 
will be a more effective partner in transitioning patients to and from post-acute settings and ensuring clear 
communication with both patients and post-acute partners. In conjunction, these initiatives will enable Carney 
to better manage the total cost and care of its patients, reduce complications, and implement the information 
technology infrastructure needed to perform under global risk-based payment arrangements under Project 3.1.  
 
Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward is 
both actively sharing its experiences with other providers as well as continuing to implement best practices in its 
efforts to improve cross continuum tools for patients and providers.  
 
Collectively, these projects support Carney’s long-term vision to serve the Dorchester community as part of 
Steward’s fully integrated, community-based health care system able to integrate patient care over the entire 
continuum.  
 

Project 2.2:  Implement Process Improvement Methodologies to Improve Safety, Quality, and Efficiency  
Master Plan Project 2.7 
SFY 2012  SFY 2013 SFY 2014 
2.2.1 (Process 22-b1) 
Milestone: Nurse leadership education  
Metric: completion of Leadership 
training for 4 nursing leaders 
Data Source: education records 
 

  

2.2.2 (Process 18-b1) 2.2.2 (Process 18-b1) 
Milestone: Nurse education27 
Metric: completion of geriatric learning 
modules by 15 nurses28  
Data Source: education records 
 

2.2.2 (Process 18-b1) 
Milestone: Nurse education 
Metric: completion of geriatric learning 
modules by 15 additional nurses  
Data Source: education records 
 

2.2.3 (Process 19-b1) 2.2.3 (Process 19-b1) 
Milestone: Nurse certification  
Metric: ANCC certification of 2 nurses 
completing learning modules 
Data Source: Certification records 
 

2.2.3 (Process 19-b1) 
Milestone: Nurse certification  
Metric: ANCC certification of 2 
additional nurses completing learning 
modules 
Data Source: Certification records 
 

2.2.4 (Process 23-b1) 
Milestone: Develop education and 
marketing to inform staff on GIAP and 
importance of geriatric care 

  

                                                 
27 NICHE is an accredited program providing counting education on geriatric care. 
28 The number of nurses required to incorporate an expert resource nurse on the pilot medical surgical units for each shift. 
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Project 2.2:  Implement Process Improvement Methodologies to Improve Safety, Quality, and Efficiency  
Master Plan Project 2.7 
SFY 2012  SFY 2013 SFY 2014 
Metric: Creation of Geriatric 
Institutional Assessment Profile (GIAP) 
education and marketing materials  
Data Source: internal record  
 
2.2.5 (Process 24-b1) 2.2.5 (Process 24-b1) 

Milestone: Analysis of Geriatric 
Institutional Assessment Profile (GIAP)  
Metric: Completion of full analysis of GIAP 
survey.   Prioritization of opportunity area 
to define starting points for education. 
Data Source: survey results 
 

 

2.2.6 (Process 20-b1) 2.2.6 (Process 20-b1) 
Milestone: Geriatric Institutional 
Assessment Profile (GIAP) study 
Metric: 30% Carney staff participation in 
GIAP survey; establish baseline regarding 
knowledge and attitudes regarding geriatric 
care 
Data Source: internal record (results of 
survey) 
 

2.2.6 (Process 20-b1) 
Milestone: Geriatric Institutional 
Assessment Profile (GIAP) study 
Metric: 40% Carney staff participation 
in GIAP survey  
Data Source: survey results 
 

2.2.7 (Improvement 8-b1)  2.2.7 (Improvement 8-b1) 
Milestone: Geriatric Institutional 
Assessment Profile (GIAP) study 
improved knowledge and attitudes 
Metric: Statistically significant  
improvement for overall knowledge and 
attitude scores regarding geriatric care 
over prior FY in GIAP survey (from 2.2.5) 
Data Source: survey results 
 

2.2.8 (Improvement 5-b1) 
Milestone: Rate of falls (with injury) 
(num: number of inpatient falls 
resulting in injury; denom: number of 
inpatient days) 
Metric: Establish baseline for rate of 
falls (with injury) 
Data Source: internal records 
  

2.2.8 (Improvement 5-b1) 
Milestone: Rate of falls (with injury) (num: 
number of inpatient falls resulting in injury; 
denom: number of inpatient days) 
Metric: 2% Reduction of falls (with injury) 
over baseline FY2012 (baseline FY2012 
unknown until the FY is over) 
Data Source: internal records 
 

2.2.8 (Improvement 5-b1) 
Milestone: Rate of falls (with injury) 
(num: number of inpatient falls 
resulting in injury; denom: number of 
inpatient days) 
Metric: 3% Reduction of falls (with 
injury) over baseline FY2013 (baseline 
FY2013 unknown until the FY is over) 
Data Source: internal records 
 

2.2.9 (Improvement 7-b1)  2.2.9 (Improvement 7-b1) 
Milestone: Rate of improvement in 
pressure ulcers (num: number of 
pressure ulcers; denom: number of 
inpatient days) 
Metric: 2% Reduction of Pressure Ulcers 
over baseline FY2013 (baseline FY2013 
unknown until the FY is over) 
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Project 2.2:  Implement Process Improvement Methodologies to Improve Safety, Quality, and Efficiency  
Master Plan Project 2.7 
SFY 2012  SFY 2013 SFY 2014 

Data Source: internal records 
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Project 2.3: Reduce Variations in Care 
Master Plan Project 2.9 
 
Goal: This project will implement condition-specific Clinical team Care Maps that describe the needed evidence-
based care for patients throughout the care continuum. The primary goal is to reduce variations in care for 
targeted high risk conditions, including heart failure (CHF) and pneumonia (PN). Care Maps will ensure smooth 
handoffs between hospital departments as well as from the hospital to post-acute care or the home. In addition 
to a clinical Care Map with protocols for staff, patients receiving diagnoses of targeted conditions will also be 
provided a Patient/Family Care Map, which will detail what they may expect over the course of their treatment 
as well as questions they may want to ask their clinical team. Nurses will review the patient Care Map with 
patients each day, enhancing communication regarding treatment between hospital staff and patients. After 
complete implementation and success with CHF and PN, Care Maps will be developed and implemented to 
address other high risk populations such as chronic obstructive pulmonary disease (COPD) and acute myocardial 
infarction (AMI) patients. The CHF Care Map was created through a multidisciplinary expert team in SFY2012 
and will be piloting in June 2012. The PN Care Map will be standardized and piloted in the first half of SFY2013; 
and the COPD Care Map developed and piloted later in SFY2013. AMI Care Map development and piloting will 
follow in SFY2014.  
 
Rationale:  Certain conditions carry a high risk of readmission, including Heart Failure and Pneumonia.  Within 
these two diagnoses there is variation in care throughout the continuum which potentially leads to further 
hospitalizations. By incorporating best practices into a specific, comprehensive protocol via the Care Maps, 
variation will be reduced, the overall quality of care will increase, and errors will be easier to spot and correct 
going forward. Initiatives such as Care Maps or clinical pathways have been demonstrated to reduce variations 
in care and result in overall higher quality of care.29  Carney plans to implement its first Care Map in SFY2012, 
with piloting of the CHF Care Map into multi-disciplinary rounds beginning in June. The patient Care Map 
component will also serve to keep patients engaged in their treatment plan and subsequently more likely to 
make the necessary follow-up appointments.  
 
Program Description: The purpose of the Care Map is to reduce variation throughout the patients’ continuum of 
care, improve communication among care providers, and standardize evidence-based practice. Persistent 
evidence of unexplained variation in medical practice gave rise to the idea of developing specific clinical 
pathways of care. Care Maps or clinical pathways are used to plan medical care; specific goals usually include the 
following:30  

1. Selecting a “best practice” when practice styles vary unnecessarily 
2. Defining standards for the expected duration of hospital stay and for the use of tests and treatments 
3. Examining the interrelations among the different steps in the care process to find ways to coordinate or 

decrease the time spent in the rate-limiting steps 
4. Giving all hospital staff a common “game plan” from which to view and understand their various roles in 

the overall care process 
5. Providing a framework for collecting data on the care process so that providers can learn how often and 

why patients do not follow an expected course during their hospitalization 
6. Decreasing nursing and physician documentation burdens 
7. Improving patient satisfaction with care by educating patients and their families about the plan of care 

and involving them more fully in its implementation 
 

                                                 
29 Critical Pathways as a Strategy for Improving Care: Problems and Potential, Steven D. Pearson, MD, MSc; Dorothy 
Goulart-Fisher, RN; and Thomas H. Lee, MD, MSc 
30 Id. 

http://www.annals.org/search?author1=Steven+D.+Pearson&sortspec=date&submit=Submit
http://www.annals.org/search?author1=Dorothy+Goulart-Fisher&sortspec=date&submit=Submit
http://www.annals.org/search?author1=Dorothy+Goulart-Fisher&sortspec=date&submit=Submit
http://www.annals.org/search?author1=Thomas+H.+Lee&sortspec=date&submit=Submit
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While clinical pathways are available from various sources, the Care Maps to be implemented by Steward are 
unique in their inclusion of care transitions and post-acute care, in addition to hospital-based care. Steward has 
created Congestive Heart Failure (CHF) and Pneumonia (PN) Care Maps based on literature and evidence-based 
practice. The maps were detailed and finalized by clinical experts from different backgrounds such as the 
emergency room, inpatient, home care, skilled nursing facilities, and primary care in order to span the 
continuum of care from admission through a post-discharge period.  The Clinical Care Maps review critical 
functions of the physician, nurse, case managers, pharmacy, nutrition, and physical therapy at each stage of 
care. The Care Map for Congestive Heart Failure is included as Attachment B.  
 
Utilization of the Clinical Care Map ensures that when the patient is admitted through the ED, all providers know 
the patient met a specified set of criteria.  Once on the inpatient floor, the Care Map requires standardized 
assessment questions for predicting discharge needs and incorporates changes in the patient’s plan of care.  The 
Care Maps ensure that cognitive and psychological status is checked as well as functional status, cultural values, 
medication, and special needs. The Care Map also ensures that patient and family caregivers that need to be 
educated throughout inpatient and outpatient transitions are identified.  If a referral for home care, advanced 
practice nurse, or transitions coach is under consideration, the Care Map ensures that the team begins 
communication with the appropriate agency early for effective transition assessment.  
 
The Clinical Care Maps will be used during multidisciplinary rounds for each patient identified with the relevant 
diagnoses.  This will guide the conversations for each day of the patient’s stay and require that each clinical 
team member be able to discuss their needed topics as identified by the Care Map.   The plan of care, based on 
the Care Map discussion at multidisciplinary rounds, is taken back to the patient and added to the patient white 
board in addition to clarifying conversations by any clinical team member that enters the patient’s room.   
 
The Care Maps also detail education starting upon admission, pharmacy interventions and teaching, and a 
physical therapy consult.  Compliance and patient engagement will be measured through teach back completion 
rates and number of pharmacy visits to critical patients before discharge.   
 
The Clinical Care Map is replicated in a patient-centric manner in the Patient/Family Care Map, provided to 
patients on their arrival as an inpatient. The Patient/Family Care Map walks patients through expectations for 
each day of their stay by explaining tests, medications, and questions the patient may want to ask their clinical 
team. Post-discharge, the Patient/Family Care Map explains processes and expectations for discharge to the 
home, rehab, or nursing facility as well as follow-up care. The Patient/Family Care Map encourages patients to 
ask important questions regarding medications and self-monitoring activities. The Patient/Family Care Map is 
perfectly complemented by the Clinical Care Map, and will be referenced by attending physicians, nurses, and 
case managers. Patient understanding of key steps and expectations is enhanced through the teach back 
method in which the patient is asked to explain the process to clinical staff.  
 
The hospital based Clinical and Patient/Family Care Maps have been used as model for Steward primary care 
offices, Steward Home Care and our high volume skilled nursing facilities.  Each of these cross continuum 
receivers is developing CHF and PN Care Maps that will extend the hospital based Clinical and Patient/Family 
Care Map in order to reduce variation in care for these patients and ensure that no matter where they enter the 
system of care, each group will use similar evidence based care, education, and targets. 
 
Care Maps will be utilized for all patients meeting the diagnosis criteria.  Once the CHF and PN Care Maps are 
successfully implemented, Carney will begin integrating Care Maps for patients with COPD and AMI sometime in 
FY2014.    
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How Project Will Refine Innovations, Test, and Disseminate Findings: This project represents an innovation on 
the use of an evidence-based practice, clinical pathways, to reduce variations in care for targeted high risk 
conditions. The Care Maps developed for this project are recently created documents that not only include best 
practices within the acute care setting, but also provide a new and unique way of involving patients and their 
families. Findings from this initiative will be disseminated throughout the Steward system. Additionally, broader 
dissemination will occur through Steward’s Transitions in Care team, a group including several post-acute 
providers and external stakeholders that meets monthly to discuss patient transitions as well as through the 
regular progress reports required as part of the DSTI program.   
 
Expected Results: This program is expected to reduce readmissions, enhance quality scores for core measures 
related to targeted diagnoses, improve patient “teach back” rates, and reduce variations in care.   
 
Related Projects:  

• Project 1.1 
• Project 3.1 
• Project 3.2 

 
This project addresses Carney’s goal of implementing cross continuum health system navigation tools for 
culturally diverse patients and enhancing the patient experience. Use of Patient/Family Care Maps in addition to 
Project 1.1’s implementation of bilingual, culturally competent community health workers will help engage 
Carney’s diverse patient population provide tools to aid in navigation through the health care system.   
 
Both initiatives are will ensure that patients are empowered to seek and access the care they need at the right 
time, in the right setting. Both initiatives seek to empower typically-disenfranchised, low income patients by 
enhancing patient communication and providing tools that actively engage patients in a manner that is culturally 
and linguistically appropriate.  
 
Project 3.1 to implement global risk-based payment arrangements for state-sponsored low income populations 
represents the culmination of Carney’s efforts to engage patients and coordinate care along the entire health 
spectrum. Under this initiative, Carney will receive a “global budget” for the care of its Medicaid patient 
population while achieving specified benchmarks in care management, quality, and cost growth. With enhanced 
patient engagement, Carney will be able to successfully manage Medicaid patients under global and/or shared 
savings-type arrangements as described in Project 3.1. 
 
Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward is 
both actively sharing its experiences with other providers as well as continuing to implement best practices in its 
efforts to improve cross continuum tools for patients and providers.  
 
 

Project 2.3:  Reduce Variations in Care  
Master Plan Project 2.9 
SFY 2012  SFY 2013 SFY 2014 
2.3.1 (Process 5-b1) 
Milestone: Piloting CHF Care Map 
(clinical during multidisciplinary rounds, 
patient/family care map during RN to 
patient/family communication) 
Metric: Implementation of CHF Clinical 
Care Maps in multidisciplinary rounds, 
and Patient/Family Care Maps for RN to 

2.3.1 (Process 5-b1) 
Milestone: Piloting PN Care Map (clinical 
during multidisciplinary rounds, 
patient/family care map during RN to 
patient/family communication) 
Metric: Implementation of PN Clinical Care 
Maps in multidisciplinary rounds, and 
Patient/Family Care Maps for RN to 

2.3.1 (Process 5-b1) 
Milestone: Piloting AMI Care Map 
(clinical during multidisciplinary rounds, 
patient/family care map during RN to 
patient/family communication) 
Metric: Implementation of AMI Clinical 
Care Maps in multidisciplinary rounds, 
and Patient/Family Care Maps for RN to 
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Project 2.3:  Reduce Variations in Care  
Master Plan Project 2.9 
SFY 2012  SFY 2013 SFY 2014 
patient/family communication 
Data Source: internal records 
 

patient/family communication 
Data Source: internal records 
 

patient/family communication 
Data Source: internal records 

2.3.2 (Process 3-b1) 2.3.2 (Process 3-b1) 
Milestone: Implementation of CHF and PN 
Clinical Care Maps in multidisciplinary 
rounds, and Patient/Family Care Maps for 
RN to patient/family communication (num: 
number of individual multidisciplinary 
rounds using CHF and PN Clinical Care 
Maps and Patient/Family Care Maps for RN 
to patient/family communication; denom: 
total number of multidisciplinary rounds) 
Metric: 80% utilization of CHF and PN Care 
Maps (clinical during multidisciplinary 
rounds, patient/family care map during RN 
to patient/family communication) 
Data Source: internal records 
 

2.3.2 (Process 3-b1) 
Milestone: Implementation of COPD 
and AMI Clinical Care Maps in 
multidisciplinary rounds, and 
Patient/Family Care Maps for RN to 
patient/family communication (num: 
number of individual multidisciplinary 
rounds using COPD and AMI Clinical 
Care Maps and Patient/Family Care 
Maps for RN to patient/family 
communication; denom: total number 
of multidisciplinary rounds) 
Metric: 50% utilization of COPD and 
AMI Care Maps (clinical during 
multidisciplinary rounds, patient/family 
care map during RN to patient/family 
communication)  
Data Source: internal records 
 

2.3.3 (Improvement 2-b1) 
Milestone: All-cause Readmissions 
(num: patients discharged after index 
admission and readmitted within 30 
days; denom: all patients discharged 
after index admission) 
Metric:  5% decrease in 30 Day All-cause 
readmissions from prior FY11 (Baseline 
FY11 14.1%, reduce to 13.4% for 
FY2012) 
Data Source:  UHC database 
 

2.3.3 (Improvement 2-b1) 
Milestone: All-cause Readmissions (num: 
patients discharged after index admission 
and readmitted within 30 days; denom: all 
patients discharged after index admission) 
Metric:  5% decrease in 30 Day All-cause 
readmissions from FY12 (baseline FY2012 
unknown until the FY is over) 
Data Source: UHC database 
 

2.3.3 (Improvement 2-b1) 
Milestone: All-cause Readmissions 
(num: patients discharged after index 
admission and readmitted within 30 
days; denom: all patients discharged 
after index admission) 
Metric:  5% decrease in 30 Day All-cause 
readmissions from FY13 (baseline 
FY2013 unknown until the FY is over) 
Data Source: UHC database 
 

2.3.4 (Improvement 3-b1) 
Milestone: CHF All-cause Readmissions 
(num: number of readmissions where 
patient was initially admitted for CHF 
diagnosis as defined by CMS final rule; 
denom: total number of inpatient 
discharges where patient was admitted 
for CHF as defined by CMS final rule) 
Metric:  5% decrease in 30 Day All-cause 
CHF readmissions from FY11 (Baseline 
FY11 28.2%, reduce to 26.8% for 
FY2012) 
Data Source:  UHC database 
 

2.3.4 (Improvement 3-b1) 
Milestone: CHF All-cause Readmissions 
(num: number of readmissions where 
patient was initially admitted for CHF 
diagnosis as defined by CMS final rule; 
denom: total number of inpatient 
discharges where patient was admitted for 
CHF as defined by CMS final rule) 
Metric:  5% decrease in 30 Day All-cause 
CHF readmissions from FY12 (baseline 
FY2012 unknown until the FY is over)  
Data Source:  UHC database 
 

2.3.4 (Improvement 3-b1) 
Milestone: CHF All-cause Readmissions 
(num: number of readmissions where 
patient was initially admitted for CHF 
diagnosis as defined by CMS final rule; 
denom: total number of inpatient 
discharges where patient was admitted 
for CHF as defined by CMS final rule) 
Metric:  5% decrease in 30 Day All-cause 
CHF readmissions from FY13 (baseline 
FY2013 unknown until the FY is over) 
Data Source:  UHC database 
 

2.3.5 (Improvement 4-b1) 
Milestone: PN All-cause Readmissions 
(num: number of readmissions where 

2.3.5 (Improvement 4-b1) 
Milestone: PN All-cause Readmissions 
(num: number of readmissions where 

2.3.5 (Improvement 4-b1) 
Milestone: PN All-cause Readmissions 
(num: number of readmissions where 
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Project 2.3:  Reduce Variations in Care  
Master Plan Project 2.9 
SFY 2012  SFY 2013 SFY 2014 
patient was initially admitted for PN 
diagnosis as defined by CMS final rule; 
denom: total number of inpatient 
discharges where patient was admitted 
for PN as defined by CMS final rule) 
Metric:  5% decrease in 30 Day All-cause 
PN readmissions from FY11 (Baseline 
FY11 16.1%, reduce  to 15.3% for 
FY2012)  
Data Source:  UHC database 
 

patient was initially admitted for PN 
diagnosis as defined by CMS final rule; 
denom: total number of inpatient 
discharges where patient was admitted for 
PN as defined by CMS final rule) 
Metric:  5% decrease in 30 Day All-cause 
PN readmissions from FY12 (baseline 
FY2012 unknown until the FY is over) 
Data Source:  UHC database 
 

patient was initially admitted for PN 
diagnosis as defined by CMS final rule; 
denom: total number of inpatient 
discharges where patient was admitted 
for PN as defined by CMS final rule) 
Metric:  5% decrease in 30 Day All-cause 
PN readmissions from FY13  (baseline 
FY2013 unknown until the FY is over) 
Data Source:  UHC database 
 

2.3.6 (Improvement 5-b1) 
Milestone: Percent CHF Core measure 
Compliance31 (FY11 Baseline: 92.8%) 
(num: number of appropriate care 
measures received by eligible CHF 
patients; denom: number of 
opportunities for eligible CHF patients 
to receive appropriate care measures32) 
Metric: Overall Core Measure 
Compliance for CHF Bundle at 94% 
Data Source: UHC database 
 

2.3.6 (Improvement 5-b1) 
Milestone: Percent CHF Core measure  
Compliance (num: number of appropriate 
care measures received by eligible CHF 
patients; denom: number of opportunities 
for eligible CHF patients to receive 
appropriate care measures) 
Metric: Overall Core Measure Compliance 
for CHF Bundle 5% better than last FY 
(percentiles for FY2012 unknown until the 
FY is over) 
Data Source: UHC database 
 

2.3.6 (Improvement 5-b1) 
Milestone: Percent CHF Core measure  
Compliance (num: number of 
appropriate care measures received by 
eligible CHF patients; denom: number of 
opportunities for eligible CHF patients 
to receive appropriate care measures) 
Metric: Overall Core Measure 
Compliance for CHF Bundle 7% better 
than last FY (percentiles for FY2013 
unknown until the FY is over) 
Data Source: UHC database 
 

2.3.7 (Improvement 6-b1) 2.3.7 (Improvement 6-b1) 
Milestone: Percent PN Core measure  
Compliance33 (num: number of appropriate 
care measures received by eligible PN 
patients; denom: number of opportunities 
for eligible PN patients to receive 
appropriate care measures34) 
Metric: Overall Core Measure Compliance 
for PN Bundle 5% better than last FY   
(percentiles for FY2012 unknown until the 
FY is over) 

2.3.7 (Improvement 6-b1) 
Milestone: Percent PN Core measure  
Compliance (num: number of 
appropriate care measures received by 
eligible PN patients; denom: number of 
opportunities for eligible PN patients to 
receive appropriate care measures) 
Metric: Overall Core Measure 
Compliance for PN Bundle 7% better 
than last FY (percentiles for FY2013 
unknown until the FY is over) 

                                                 
31 Carney has opted to look at core measure progress for CHF by examining the overall percent compliance to the measures. 
The overall bundle is a compilation of different measures that need to be satisfied with eligible patients. The number of 
eligible patients with the care measures satisfied is the numerator and the total number of eligible patients is 
the denominator. Therefore, it makes more sense to judge progress on a year over year basis rather than looking at a 
nationwide standard that may or may not change positively, negatively, or not change at all. Using a standard percent 
compliance ensures that Carney Hospital must improve to hit each year's goal. 
32 Measures include HF-1: Discharge Instructions, HF-2: Evaluation of LVF Function, and HF-3: ACEI or ARB for LVSD.  
33 Carney has opted to look at core measure progress for PN by examining the overall percent compliance to the measures. 
The overall bundle is a compilation of different measures that need to be satisfied with eligible patients. The number of 
eligible patients with the care measures satisfied is the numerator and the total number of eligible patients is 
the denominator. Therefore, it makes more sense to judge progress on a year over year basis rather than looking at a 
nationwide standard that may or may not change positively, negatively, or not change at all. Using a standard percent 
compliance ensures that Carney Hospital must improve to hit each year's goal. 
34 Measures include PN-3b: Blood Cultures Performed in the ED prior to Initial Antibiotic Received and PN-6: Initial 
Antibiotic Selection. 
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Project 2.3:  Reduce Variations in Care  
Master Plan Project 2.9 
SFY 2012  SFY 2013 SFY 2014 

Data Source: UHC database 
 

Data Source: UHC database 
 

2.3.8 (Improvement 7-b1)  2.3.8 (Improvement 7-b1) 
Milestone: Percent AMI Core measure 
Compliance35 (num: number of 
appropriate care measures received by 
eligible AMI patients; denom: number 
of opportunities for eligible AMI 
patients to receive appropriate care 
measures36) 
Metric: Overall Core Measure 
Compliance for AMI Bundle 5% better 
than last FY (percentiles for FY2013 
unknown until the FY is over)  
Data Source: UHC database 
 

2.3.9 (Improvement 1-b1) 
Milestone: Percent teach back (teach 
back process measure data begins July 
2011) (num: number of instances where 
clinical staff utilized teach back to 
ensure patient understanding; denom: 
total number of clinical to patient 
interactions as defined by the STAAR 
collaborative sampling strategy)  
Metric: 50% completion of teach back  
Data Source: internal records 
 

2.3.9 (Improvement 1-b1) 
Milestone: Percent teach back (num: 
number of instances where clinical staff 
utilized teach back to ensure patient 
understanding; denom: total number of 
clinical to patient interactions as defined by 
the STAAR collaborative sampling strategy) 
Metric: 70%  completion of teach back 
Data Source: internal records 
 

2.3.9 (Improvement 1-b1) 
Milestone: Percent teach back (num: 
number of instances where clinical staff 
utilized teach back to ensure patient 
understanding; denom: total number of 
clinical to patient interactions as 
defined by the STAAR collaborative 
sampling strategy) 
Metric: Continued 80%  completion of 
teach back 
Data Source: internal records 
 

2.3.10 (Improvement 8-b1) 2.3.10 (Improvement 8-b1) 

Milestone: CHF Percent pharmacy 
discharge (num: number of CHF patients 
who were visited by pharmacist before 
discharge; denom: total number of CHF 
patients) 
Metric: 50% pharmacy discharge 
interventions CHF patients 
Data Source: internal records 
 

2.3.10 (Improvement 8-b1) 
Milestone: CHF and PN Percent 
pharmacy discharge (num: number of 
CHF and PN patients who were visited 
by pharmacist before discharge; denom: 
total number of CHF and PN patients) 
Metric: 75% pharmacy discharge 
interventions CHF and PN  
Data Source: internal records 
 

2.3.11 (Process 2-b1) 
Milestone: Develop CHF Care Map  

2.3.11 (Process 2-b1) 
Milestone: Develop PN Care Map  

2.3.11 (Process 2-b1) 
Milestone: Develop AMI Care Map  

                                                 
35 Carney has opted to look at core measure progress for AMI by examining the overall percent compliance to the 
measures. The overall bundle is a compilation of different measures that need to be satisfied with eligible patients. The 
number of eligible patients with the care measures satisfied is the numerator and the total number of eligible patients is 
the denominator. Therefore, it makes more sense to judge progress on a year over year basis rather than looking at a 
nationwide standard that may or may not change positively, negatively, or not change at all. Using a standard percent 
compliance ensures that Carney Hospital must improve to hit each year's goal. 
36 Measures include AMI-1: Aspirin at Arrival, AMI-2: Aspirin Prescribed at Discharge, AMI-3: ACEI or ARB for LVSD, AMI-5: 
Beta-blocker Prescribed at Discharge, AMI-8a: Primary PCI within 90 Minutes of Arrival, and AMI-10: Statin Prescribed at 
Discharge. 
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Project 2.3:  Reduce Variations in Care  
Master Plan Project 2.9 
SFY 2012  SFY 2013 SFY 2014 
Metric: Completion of CHF Care Map  
Data Source: internal records 
 

Metric: Completion of PN Care Map  
Data Source: internal records 
 

Metric: Completion of AMI Care Map  
Data Source: internal records 
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Category 3 – Ability to respond to statewide transformation to value-based purchasing and to accept 
alternatives to fee-for-service payments 
 
Project 3.1: Implement Global Payment Pilot 
Master Plan Project 3.8 
 
Goal: The goal of this initiative is to coordinate care for Carney’s low-income patients who are eligible for state-
subsidized health care programs (“state-subsidized low-income patients”) under global (see description below) 
or other risk-based contracting arrangements by the end of the demonstration period. Over the course of the 
three year project, Steward will collaborate with MassHealth, state government, and/or other payer(s) who 
provide services to state-subsidized low-income patients (herein after, the “payers”), to develop models for 
beneficiary attribution that align with federal programs such as the Medicare Pioneer ACO program.37 In 
addition, Steward will partner with the payer(s) in payment arrangements which include annual payment 
measures and benchmarks that reward Carney for achieving high quality, cost effective care. It is anticipated 
that the payment structure and metrics developed under this project will be transferable to other safety net 
providers, especially disproportionate share hospitals under the DSTI program.  This will ensure that state-
subsidized low-income patients are receiving the same high quality services and care across multiple providers 
and that safety net providers are functioning as efficiently as possible under similar metrics. 
 
Rationale:   By transitioning safety net hospitals to global budget or other risk-based payment models, these 
hospitals can reduce the annual growth in total medical expense, and ensure continued access to high quality 
health care for the state’s most vulnerable residents. 
 
Program Description: Carney Hospital, as part of the Steward Health Care system, has already developed the 
basic capabilities to operate under a global payment / risk-based arrangement. This project will allow Carney to 
transform those capabilities into performing as an accountable care organization for additional, low-income 
populations.  Carney, as part of Steward, has developed the capabilities for alternative payments but been 
provided limited opportunity to test its capabilities. This project expands on foundational work by putting 
capabilities into practice. The project further targets a unique population – state-sponsored low income 
individuals. Steward believes actively pursuing global / risk-based payment arrangements is the key to Carney’s 
long-term sustainability given its high safety net population and location in an area with significant academic 
medical center presence. 
 
Under the proposed global / risk-based payment project, Steward will be responsible for coordinating the care 
of state-subsidized low-income patients who can be appropriately attributed to Steward Carney Hospital. 
 Steward is currently under global / risk-based contracts with commercial health plans (e.g. Blue Cross Blue 
Shield Alternative Quality Contract), as well as with the Centers for Medicare and Medicaid Innovation under the 
Medicare Pioneer ACO program.  Such payment models offer an accelerated pathway to providing integrated 
care, the future of care delivery and provider reimbursement. 
 
Over the course of the demonstration period, Steward will work with the payer(s), as needed, to develop key 
elements of the pilot program including beneficiary alignment and attribution, quality measurement, rate 
development, data-sharing, program monitoring, etc.  The payment model will be designed to ensure alignment 
with the goals of the DSTI program and existing CMS payment policies and demonstrations.  
 

                                                 
37 Alignment will be achieved to the extent Steward is able to negotiate such parameters and alignment methodologies are 
not pre-defined based on program logistics.  
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Global payment arrangements and other risk-based payment arrangements are an effective alternative to the 
traditional fee-for-service model, as global payment arrangements (with shared risk) reward the appropriate 
management of lower total medical expenses and more importantly, high quality care in the right settings. 
Under the global / risk-based payment pilot, Carney will be financially responsible for managing the care, 
utilization, and overall cost of the health care services (including primary, specialty, pharmacy, ancillary, and 
hospital care) it provides to patients who select a Steward primary care physician based out of the Carney 
Hospital service area.  The global arrangement will include detailed quality performance measures, as well as 
cost targets for both physicians and hospitals. 
 
There are numerous benefits to developing the proposed global / risk-based payment pilot program.  First, 
global / risk-based payment arrangements drive reform and encourage quality care and lower unit price by 
keeping care in the right setting and more importantly, to improve quality outcomes and patient satisfaction. In 
this way, global payment arrangements and similar risk-based payment arrangements work to lower utilization 
by aligning physician reimbursement to providing the most appropriate care, as opposed to a fee-for-services 
model that ties physician reimbursement to providing more services. Thus, in addition to focusing on quality, 
this financial arrangement addresses both the unit price, as well as the utilization component that has been one 
of the drivers of rising health care costs.38 Global or other risk-based payments are also a meaningful tool to 
share any savings that result from achieved financial efficiencies, among providers, payers, and patients.  Payers 
and beneficiaries may yield the benefit of financial savings through lower cost-sharing and better utilization of 
care, while providers are rewarded for both enhancing their efficiency and by improving quality scores and 
patient satisfaction.  
 
Although each global payment arrangement is unique, they all share the same basic building blocks of risk-
sharing. Over the demonstration period, Steward will work with the payer(s) to develop a framework for the 
pilot, ultimately resulting in a risk-based payment framework with characteristics such as: 
 

• A global budget based on historical claim expenses and adjusted annually for cost inflation and changes 
in the health status of aligned beneficiaries; 
 

• A methodology for assigning and attributing patients who receive a plurality of services from Steward 
physicians aligned with Carney Hospital;  

 
• An annual settlement process that reconciles the global budget against total expenses for aligned 

beneficiaries (in the interim, fee-for-service payments are made to the hospitals and physicians); 
 

• Insurance risk to Steward that is limited through approaches such as budget caps, stop-loss protections, 
and reinsurance;  

 
• Quality measures and targets established for both physicians and hospitals, achievement of such targets 

which is awarded financially through bonuses or greater percentages of risk share; and 
 

• Lower annual increases in Carney patient total medical expense.  
 
By developing a global / risk-based payment pilot, Carney has an opportunity to improve the care of its state-
subsidized low-income patients – and as importantly – to be rewarded for its efforts to coordinate and manage 
the care of medically complex patients. Steward is very excited about the proposed global / risk-based payment 

                                                 
38 Massachusetts Medicaid Policy Institute & Blue Cross Blue Shield Foundation, Stabilizing MassHealth Funding: Options to 
Break the Recurring Cycle of Expansion and Contraction, February 2012.   
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pilot and looks forward to collaboratively implementing this new model of care. We strongly believe that this 
type of value-based payment and delivery system model will help us to continue to provide high quality care to 
Carney’s low-income patients in an efficient and coordinated manner, as well as aid the Commonwealth in 
achieving sustainable health care cost growth that does not come at the expense of providers or beneficiaries. 
 
Expected Results: Implementation of pilot program for global / risk-based payments for state-subsidized low-
income patients to reduce costs and improve patient outcomes.  This project will provide the framework for 
implementing global or risk-based payments for low-income patients and serve as a model for transitioning 
additional Massachusetts providers to globally based payments, enhancing coordinated care and controlling cost 
growth for the aligned patient population.  
 
Related Projects:  

• Project 1.1 
• Project 1.2 
• Project 2.1 
• Project 2.2 
• Project 2.3 

 
Projects selected as part of the DSTI program are designed to further build upon Steward system-wide 
accomplishments, strengthen Carney’s geriatric strategy, enhance the patient experience for Carney’s diverse 
patient population, and ultimately enhance Carney’s capabilities to participate in global, risk-based payment 
arrangements as described in this project.  
 
Under the first goal are Projects 1.1 and 2.3, the implementation of bilingual, culturally competent community 
health workers and the use of Clinical and Patient/Family Care Maps. Both initiatives are designed to guide 
certain vulnerable populations through the care continuum and ensure that they are empowered to seek and 
access the care they need at the right time, in the right setting. Both initiatives seek to empower typically-
disenfranchised, low income patients by enhancing patient communication and providing tools that actively 
engage patients in a manner that is culturally and linguistically appropriate.  
 
The second goal is addressed by Projects 1.2, 2.1, and 2.2. These projects are focused on care transitions with 
particular emphasis on Carney’s significant elder population. Respectively, the proposed initiatives outline a 
strategy for engaging post-acute partners for cross continuum care coordination, the implementation of 
electronic medical records to enhance communication between acute and post-acute providers, and acute care 
setting education to improve awareness and knowledge regarding geriatric issues and early identification of 
complications. In conjunction, these initiatives will enable Carney to better manage the total cost and care of its 
patients, reduce complications, and implement the information technology infrastructure needed to perform 
under global risk-based payment arrangements.  
 
Collectively, the previous Category 1 and 2 DSTI projects support Carney’s long-term vision to serve the 
Dorchester community as part of Steward’s fully integrated, community-based health care system. As an entity, 
Carney faces unique challenges relative to the rest of the Steward system in engaging its diverse patient 
population. The proposed projects address this challenge, in addition to beginning to develop the post-acute 
partnerships necessary to integrate patient care over the entire continuum. With enhanced patient engagement 
and appropriate post-acute integration and infrastructure, Carney will be able to successfully manage state-
sponsored low income patients under global and/or shared savings-type arrangements as described.  
 



Delivery System Transformation Initiatives – Steward Carney Hospital  

44 

Since the proposed initiative addresses state-sponsored low income patients, there is no duplication of funds 
received via Steward’s participation in the Medicare Pioneer program.39  
 

Project 3.1:  Implement Global Payment Pilot  
Master Plan Project 3.8 
SFY 2012  SFY 2013 SFY 2014 
3.1.1 (Improvement 1-b1) 3.1.1 (Improvement 1-b1) 

Milestone: Global payment 
implementation (num: number of state-
subsidized low income patients eligible for 
reimbursement under global or risk-sharing 
arrangement; denom: number of state-
subsidized low income patients reimbursed 
under global or risk-sharing arrangement) 
Metric:  At least X% of Carney’s population 
of state-subsidized low-income patients will 
 be reimbursed under global  or other risk-
sharing arrangement (X to be defined 
pending contract) 
Data Source: Contract documentation 
 

3.1.1 (Improvement 1-b1) 
Milestone: Global payment 
implementation (num: number of state-
subsidized low income patients eligible 
for reimbursement under global or risk-
sharing arrangement; denom: number 
of state-subsidized low income patients 
reimbursed under global or risk-sharing 
arrangement) 
Metric:  X% of Carney’s population of 
state-subsidized low-income patients 
will  be reimbursed under global or 
other risk-sharing arrangement (X to be 
defined pending contract) 
Data Source: Contract documentation 
 

3.1.2 (Process 1-b1) 
Milestone: Letter of Intent/Interest 
Metric: Submission of at least one 
Letter of Intent / Letter of Interest to 
payer(s) of state-subsidized low-income 
health care programs for global or other 
risk sharing contracting program 
Data Source: Letter of Intent/Interest 
 

 
 

 

3.1.3 (Process 2-b1) 3.1.3 (Process 2-b1) 
Milestone: Data Use Agreement 
Metric: Signing of Data Use or Data Sharing 
Agreement 
Data Source: Data Use Agreement 
 

 

3.1.4 (Process 8-b1) 3.1.4 (Process 8-b1) 
Milestone: Global / Risk-Based Payment 
Agreement 
Metric: Execute agreement for first year of 
pilot 
Data Source: Global payment /risk-sharing 
agreement 

3.1.4 (Process 8-b1) 
Milestone: Global / Risk-Based Payment 
Agreement 
Metric: Execute amended agreement 
for year two  
Data Source: Global payment / risk-
sharing agreement 
 

3.1.5 (Process 5-b1) 
Milestone: Develop materials for 
enhancing physician / post-acute 
provider understanding of global / risk-
based payment strategies 

  

                                                 
39 Steward is one of only 32 organizations selected nationally as a Medicare Pioneer Accountable Care Organization (ACO), 
now under a risk-sharing arrangement for approximately 37,000 Medicare beneficiaries.   
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Project 3.1:  Implement Global Payment Pilot  
Master Plan Project 3.8 
SFY 2012  SFY 2013 SFY 2014 
Metric: Completion of physician 
outreach / education materials 
Data Source: documentation materials 
 
3.1.6 (Process 6-b1) 3.1.6 (Process 6-b1) 

Milestone: Physician outreach / education 
Metric: Number of educational sessions 
held  
Data Source: documentation of 
educational sessions 
 

 

3.1.7 (Improvement 3-b1) 3.1.7 (Improvement 3-b1) 
Milestone: Level of risk 
Metric: X% risk-sharing for achieved 
savings/loss (X to be defined pending 
contract) 
Data Source: documentation in agreement 

3.1.7 (Improvement 3-b1) 
Milestone: Level of risk 
Metric: X% risk-sharing for achieved 
savings/loss (X to be defined pending 
contract) 
Data Source: documentation in 
agreement 
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Project 3.2: Participate in a Learning Collaborative 
Master Plan Project 3.9 
 
Goal: The goal of this initiative is to support the development of a shared culture of continuous improvement 
and innovation as well as provide a forum to share lessons learned via the DSTI program with other 
organizations. By actively participating in a learning collaborative, Steward can share Carney’s innovative 
approach to delivery system transformation with others and facilitate its own efforts to advance the triple aim.  
 
Rationale: Participation in a learning collaborative is a required project to ensure DSTI hospitals to learn from 
other providers that share similar goals and to capitalize on potential synergies in their efforts. 
 
Program Description: Carney will participate in a learning collaborative organized through the Pioneer ACO 
program. As a collaborative of the Centers for Medicare and Medicaid Innovation (CMMI), the Pioneer learning 
collaborative is fully aligned with the triple aim and DSTI transformation objectives. The collaborative consists of 
weekly calls, in addition to focused, topical “action groups.”  Steward has been actively participating in several 
action groups including data analysis, pharmacy care coordination, population health management, HIT, dual 
eligible care coordination, beneficiary engagement, and provider engagement since February 2012. The weekly 
calls as well as the action group meetings will provide Steward significant opportunity to engage in collaborative 
learning regarding strategies and initiatives to drive meaningful delivery system transformation.  
 
Expected Results: Carney will actively engage with the Pioneer learning collaborative over the demonstration 
period and ultimately will produce a report on “lessons learned” from the collaborative as they relate to 
Carney’s goals within the DSTI program.  
 
Related Projects:  

• Project 1.1 
• Project 1.2 
• Project 2.1 
• Project 2.2 
• Project 2.3 
• Project 3.1 

 
Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward is both 
actively sharing its experiences in all DSTI projects with other providers as well as continuing to implement best 
practices in its efforts to improve cross continuum tools for patients and providers. Steward will participate in 
the learning collaborative organized through the Pioneer program so it may both share with and learn from 
other providers who are similarly poised to transform into accountable care organizations. The many “action 
group” learning collaborative in the Pioneer program ensure that Steward will have appropriate forums for 
exchanging lessons learned on all DSTI initiatives including patient engagement, care transitions, electronic 
medical records implementation, clinical integration and quality improvement, and risk management.40  
 
 
 

                                                 
40 Carney does not receive supplemental funding as part of Steward’s Pioneer ACO. Payments through the Pioneer program 
are reimbursement for Medicare services. Participation in at least one of the many learning collaboratives is a requirement 
to remain a Pioneer. Steward is currently participating in several of the Pioneer learning collaboratives above and beyond 
the minimum requirements for the program. 
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Project 3.2:  Participate in a Learning Collaborative 
Master Plan Project 3.9 
SFY 2012  SFY 2013 SFY 2014 
3.2.1 (Process 1-b1) 
Milestone: Explore opportunities for 
participating in learning collaborative 
Metric: Document findings on available 
learning collaboratives 
Data Source: internal hospital 
documentation 
 

  

3.2.2 (Process 2-b1) 3.2.2 (Process 2-b1) 
Milestone: Select and join a learning 
collaborative 
Metric: Documentation of joining a 
learning collaborative 
Data Source: internal hospital 
documentation 
 

 

3.2.3 (Process 5-b1) 
 

3.2.3 (Process 5-b1) 
Milestone: Participate actively in a learning 
collaborative 
Metric: Documentation of participation in 
learning collaborative 
Data Source: internal hospital 
documentation 
 

3.2.3 (Process 5-b1) 
Milestone: Participate actively in a 
learning collaborative 
Metric: Documentation of participation 
in learning collaborative 
Data Source: internal hospital 
documentation 
 

3.2.4 (Process 6-b1)  3.2.4 (Process 6-b1) 
Milestone: Report on lessons learned 
from participation in a learning 
collaborative as they relate to Carney’s 
goals under DSTI 
Metric: Lessons learned report 
Data Source: internal hospital 
documentation 
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V. Category 4 - Population-Focused Improvements  
 
In addition to the seven Category 1-3 DSTI projects described above, Carney has also committed to reporting 18 
measures related to population health in years two and three of the demonstration period (SFY2013 and 
SFY2014). These 18 measures reflect not only some of the specific elements addressed in Carney’s selected 
projects, but also twelve common measures of population health that may indicate if the proposed DSTI projects 
are influencing health system outcomes and quality of care. Carney’s submission of Category 4 population 
health measures reflect the broader influence Steward believes the selected projects will have in improving the 
health of Carney’s patient population.  
 
The first table below lists the twelve common measures to be reported by all Massachusetts DSTI hospitals. 
These measures are designed to monitor the impact of DSTI initiatives on population health for all DSTI program 
participants.  
 

Category 4 Common Measures41 

Measure Description Reference SFY2013 SFY2014 Related Projects / Additional Notes 
4.1: CTM-3 
 

CMS- Care 
Transitions 
Measure 3 

NA 
 

Report 
measure 
 

 

4:2: ED Wait Time: Door to Diagnostic 
Evaluation by a Qualified Medical Personnel 
(OP-20) 
 

Hospital 
Outpatient 
Dept. Quality 
Measures- ED 
Throughput 
measure 20 
 

Report 
measure  

Report 
measure 

 

4.3: Percent of patients who answer "Always" 
to the question: Before giving you any new 
medicine, how often did hospital staff tell you 
what the medicine was for? 
 

HCAHPS (Q16) Report 
measure 

Report 
measure 
 
 

 

4.4: Percent of patients who answer "Always" 
to the question: Before giving you any new 
medicine, how often did hospital staff 
describe possible side effects in a way you 
could understand? 
 

HCAHPS (Q17) Report 
measure 

Report 
measure 

 

4.5: Pneumonia Immunization 
 

CMS IMM-1a Report 
measure 

Report 
measure 

 

4.6: Influenza Immunization 
 

CMS IMM-2 Report 
measure 

Report 
measure 

 

4.7: Percent of discharged patients under age 
75 who were hospitalized for Chronic 
Obstructive Pulmonary Disease  
 

COPD 
Admissions 

Report 
measure 

Report 
measure 

 

4.8: Percent of discharged patients under age CHF Admissions Report Report  

                                                 
41 Hospitals must ensure that sampling procedures consistently produce statistically valid and useful data. If a hospital’s 
denominator population for a given measure is not sufficiently large to produce statistically valid data, then hospitals shall 
not be required to report the data under Category 4 measures. DSTI hospitals will establish the measurement periods, 
reporting dates, and remaining details of measurement definitions during state and federal review processes. 
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75 hospitalized for Congestive Heart Failure  
 

measure measure 

4.9: AHRQ Low Birth Weight Rate: number of 
low birth weight infants per 100 births 
 

AHRQ PQI-9 Report 
measure 

Report 
measure 

 

4.10: Hospital 30-day, all-cause readmission 
rate to the index hospital following a 
hospitalization for patients 18 and older (non-
risk standardized, with CMS exclusions) 
 

30-Day 
Readmits 

Report 
measure 

Report 
measure 

 

4.11: Percent of Emergency Department visits 
for children age 18 or less with a primary 
diagnosis of asthma 
 

Asthma ED Report 
measure 

Report 
measure 

 

4.12: Percent of patients with elective vaginal 
deliveries or elective cesarean sections at 
greater than or equal to 37 weeks and less 
than 39 weeks of gestation completed  
 

Joint 
Commission PC-
01 

Report 
measure 

Report 
measure 

 

 
The following table lists Carney’s six hospital-specific Category 4 measures. These improvement measures are 
based on the Master Plan projects selected by Carney in this proposal, and are designed to provide 
comparability between other DSTI hospitals with similar projects.  
 

Category 4 Hospital Specific-Measures 

Measure Description Reference SFY2013 SFY2014 Related Projects / Additional Notes 
4.13: Frequent User ED Visits Custom 

measure 
Report 
measure 

Report 
measure 

Project 1.1 
Will determine from Amalga database as 
any patient visiting Carney ED 12 or more 
times over a twelve month period 

4.14:  X Percent reduced hospital 30-day all-
cause readmissions from prior year baseline 
 

Custom 
measure (based 
off CMS final 
rule) 

Report 
measure 

Report 
measure 

Project 1.2 
Measure mimics CMS calculation based on 
Steward data. Numerator, denominator, 
and exclusions noted below. 
Numerator: All cause readmissions within 
30 days of discharge.  Exclusions: 
Chemotherapy, Radiation Therapy, 
Rehabilitation, Dialysis, Delivery/Birth, & 
Death 1st Admit and Planned 
readmissions for revascularization 
procedures for PTCA or CABG following 
inpatient stay for AMI. 
Denominator Exclusions: 1) patients w/ in 
hospital death; 2) patients transferred to a 
short-term hospital;  3) patients who are 
discharged against medical advice (AMA)  

4.15: HCAHPS Discharge Information mean 
percent 
 

HCAHPS 
(Compilation of 
Questions 18, 
19, & 20) 

Report 
measure 

Report 
measure 

Project 2.1  
Percent of time patient choose “always” 
regarding survey questions on discharge 
information over other likert scale options 

4.16: Falls (with injury) per thousand patient 
days 

Custom 
measure - 

Report 
measure 

Report 
measure 

Project 2.2 
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Reported to 
Incident 
Reporting 
System 

Based on finalized data out of the RL 
Solutions incident reporting system. Injury 
defined as a disruption of structure or 
function of some part of the body as a 
result of the fall. 

4.17: 30-day all-cause readmissions Custom 
measure (based 
off CMS final 
rule) 

Report 
measure 

Report 
measure 

Project 2.3 
Measure mimics CMS calculation based on 
Steward data. Exclusions below. 

Numerator: All cause readmissions within 
30 days of discharge.  Exclusions: 
Chemotherapy, Radiation Therapy, 
Rehabilitation, Dialysis, Delivery/Birth, & 
Death 1st Admit and Planned 
readmissions for revascularization 
procedures for PTCA or CABG following 
inpatient stay for AMI. 
Denominator Exclusions: 1) patients w/ in 
hospital death; 2) patients transferred to a 
short-term hospital;  3) patients who are 
discharged against medical advice (AMA) 

4.18: Percent of aligned patient population 
reimbursed under global payment 
arrangement 
 

Custom 
measure 

Report 
measure 

Report 
measure 

Project 3.1 
Will depend on contract with Medicaid 
and alignment methodology  
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VI. Distribution of DSTI Funds 
 
The funding allocation table below specifies available DSTI funds on the basis of Steward Carney hospital 
achievement and reporting of the projects and metrics identified in this proposal in compliance with Section 
VIII(20)  of the Master Plan. Steward Carney’s proportional allotment factor is equal to 0.0306, with total target 
funding of approximately $19.2 million over the three year demonstration period.  
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Steward Carney Hospital          

DSTI Proportional Allotment Factor: 0.0306         

           
50% Allotment upon Plan 
Approval $3,202,800         

           

DY15/SFY12    DY16/SFY13   DY17/SFY14 

CATEGORY, 
PROJECT, 
METRIC 

Optional 
Adjustment 

(%) 
Value  

CATEGORY, 
PROJECT, 
METRIC 

  Optional 
Adjustment 

(%)  
Value  

CATEGORY, 
PROJECT, 
METRIC 

 Optional 
Adjustment 

(%)  
Value 

Category 1  
Integration       

Category 1  
Integration      

Category 1  
Integration     

Base Value   $3,349,333  Base Value   $5,024,000  Base Value   $5,024,000 

Carney Base    $102,490  Carney Base    $153,734  Carney Base    $153,734 

                    

Project 1.1      Project 1.1      Project 1.1     
Base Value Adjusted for # 

Metrics $170,816  
Base Value Adjusted for # 

Metrics $192,168  
Base Value Adjusted for # 

Metrics $153,734 

1.1.1   $170,816  1.1.4   $192,168  1.1.5   $153,734 

1.1.2   $170,816  1.1.6   $192,168  1.1.6   $153,734 

1.1.3   $170,816  1.1.8   $192,168  1.1.7   $153,734 

       1.1.10   $192,168  1.1.9   $153,734 

              1.1.10   $153,734 
Project 
Subtotal   $512,448  

Project 
Subtotal   $768,672  

Project 
Subtotal   $768,672 

                    

Project 1.2      Project 1.2      Project 1.2     
Base Value Adjusted for # 

Metrics $256,224  
Base Value Adjusted for # 

Metrics $384,336  
Base Value Adjusted for # 

Metrics $384,336 

1.2.1   $256,224  1.2.2   $384,336  1.2.3   $384,336 

1.2.4   $256,224  1.2.4   $384,336  1.2.4   $384,336 
Project 
Subtotal   $512,448  

Project 
Subtotal   $768,672  

Project 
Subtotal   $768,672 

                 
Category 2: 
Innovations      

Category 2: 
Innovations      

Category 2: 
Innovations     

Base Value   $3,349,333  Base Value   $5,024,000  Base Value   $5,024,000 

Carney Base    $102,490  Carney Base    $153,734  Carney Base    $153,734 

                    

Project 2.1      Project 2.1      Project 2.1     
Base Value Adjusted for # 

Metrics $85,408  
Base Value Adjusted for # 

Metrics $192,168  
Base Value Adjusted for # 

Metrics $192,168 

2.1.1   $85,408  2.1.2   $192,168  2.1.2   $192,168 

2.1.3   $85,408  2.1.5   $192,168  2.1.5   $192,168 

2.1.4   $85,408  2.1.6   $192,168  2.1.6   $192,168 

2.1.5   $85,408  2.1.7   $192,168  2.1.7   $192,168 

2.1.6   $85,408               



Delivery System Transformation Initiatives – Steward Carney Hospital  

53 

2.1.7   $85,408               
Project 
Subtotal   $512,448  

Project 
Subtotal   $768,672  

Project 
Subtotal   $768,672 

                 

Project 2.2      Project 2.2      Project 2.2     
Base Value Adjusted for # 

Metrics $170,816  
Base Value Adjusted for # 

Metrics $153,734  
Base Value Adjusted for # 

Metrics $128,112 

2.2.1   $170,816  2.2.2   $153,734  2.2.2   $128,112 

2.2.4   $170,816  2.2.3   $153,734  2.2.3   $128,112 

2.2.8   $170,816  2.2.5   $153,734  2.2.6   $128,112 

       2.2.6   $153,734  2.2.7   $128,112 

       2.2.8   $153,734  2.2.8   $128,112 

              2.2.9   $128,112 
Project 
Subtotal   $512,448  

Project 
Subtotal   $768,672  

Project 
Subtotal   $768,672 

                    

Project 2.3      Project 2.3      Project 2.3     
Base Value Adjusted for # 

Metrics $73,207  
Base Value Adjusted for # 

Metrics $76,867  
Base Value Adjusted for # 

Metrics $69,879 

2.3.1   $73,207  2.3.1   $76,867  2.3.1   $69,879 

2.3.3   $73,207  2.3.2   $76,867  2.3.2   $69,879 

2.3.4   $73,207  2.3.3   $76,867  2.3.3   $69,879 

2.3.5   $73,207  2.3.4   $76,867  2.3.4   $69,879 

2.3.6   $73,207  2.3.5   $76,867  2.3.5   $69,879 

2.3.9   $73,207  2.3.6   $76,867  2.3.6   $69,879 

2.3.11   $73,207  2.3.7   $76,867  2.3.7   $69,879 

       2.3.9   $76,867  2.3.8   $69,879 

       2.3.10   $76,867  2.3.9   $69,879 

       2.3.11   $76,867  2.3.10   $69,879 

              2.3.11   $69,879 
Project 
Subtotal   $512,448  

Project 
Subtotal   $768,672  

Project 
Subtotal   $768,672 

                 
Category 3: 
Payment 
Reform      

Category 3: 
Payment 
Reform      

Category 3: 
Payment 
Reform     

Base Value   $3,349,333  Base Value   $5,024,000  Base Value   $5,024,000 
Carney Base    $102,490  Carney Base    $153,734  Carney Base    $153,734 

                    

Project 3.1      Project 3.1      Project 3.1     
Base Value Adjusted for # 

Metrics $256,224  
Base Value Adjusted for # 

Metrics $153,734  
Base Value Adjusted for # 

Metrics $256,224 

3.1.2   $256,224  3.1.1   $153,734  3.1.1   $256,224 

3.1.5   $256,224  3.1.3   $153,734  3.1.4   $256,224 

       3.1.4   $153,734  3.1.7   $256,224 

       3.1.6   $153,734        
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       3.1.7   $153,734        
Project 
Subtotal   $512,448  

Project 
Subtotal   $768,672  

Project 
Subtotal   $768,672 

                   
Project 3.2: 
Learning 
Collaborative      

Project 3.2: 
Learning 
Collaborative      

Project 3.2: 
Learning 
Collaborative     

  Learning 
Collaborative  

Base Value   $837,333  

  Learning 
Collaborative 

Base Value   $1,256,000  

  Learning 
Collaborative 

Base Value   $1,256,000 

Carney Base    $25,622  Carney Base    $38,434  Carney Base    $38,434 
Base Value Adjusted for # 

Metrics $128,112  
Base Value Adjusted for # 

Metrics $96,084  
Base Value Adjusted for # 

Metrics $96,084 

3.2.1   $128,112  3.2.2   $96,084  3.2.3   $96,084 

       3.2.3   $96,084  3.2.4   $96,084 
Project 
Subtotal   $128,112  

Project 
Subtotal   $192,168  

Project 
Subtotal   $192,168 

                   

Category 4: Population Health  Category 4: Population Health  Category 4: Population Health 
Annual 

Metric Base 
Value   N/A  

Annual 
Metric Base 

Value   $3,078,431  

Annual 
Metric Base 

Value   $2,907,407 
Metric Base 

Value 
Adjusted for 
Proportional 

Allotment 
Factor   N/A  

Metric Base 
Value 

Adjusted for 
Proportional 

Allotment 
Factor   $94,200  

Metric Base 
Value 

Adjusted for 
Proportional 

Allotment 
Factor   $88,967 

Base Value 
Adjusted for # 

Metrics   N/A  

Base Value 
Adjusted for 

# Metrics   $94,200  

Base Value 
Adjusted for 

# Metrics   $88,967 
# Measures 

Reported   N/A  
# Measures 

Reported   
                     

17   
# Measures 

Reported   
                     

18  

                    
Category 4 
Subtotal   $0  

Category 4 
Subtotal   $1,601,400  

Category 4 
Subtotal   $1,601,400 

                 
DY15/SFY12 
Total   $6,405,600   

DY16/SFY13 
Total   $6,405,600   

DY17/SFY14 
Total   $6,405,600 
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Centers for Medicare & Medicaid Services DEPARTMENT OF HEALTH & HUMAN SERVICES 

 Administrator 
Washington, DC 20201 

DEC 2 O 2011 

JudyAnn Bigby, M.D. 
Secretary 
Massachusetts Executive Office of Health and Human Services 
1 Ashburton Place, Room 1109 
Boston, MA 02108 

Dear Dr. Bigby: 

We are pleased to inform you that the Commonwealth of Massachusetts' request to extend the 
section 1115 Demonstration, entitled MassHealth (11-W-00030/1), has been approved in 
accordance with section 1115(a) of the Social Security Act. The new extension period is 
approved for the period starting with the date of this approval letter through June 30, 2014. 

During this extension period, the Commonwealth proposes to use the Demonstration to 
strengthen its health care reform efforts through a two-pronged approach of restructuring the 
current Safety Net Care Pool under the Demonstration to promote health system and payment 
transformation, and to undertake several innovative new programs to advance children's health 
care coverage and parents' access to health care coverage. 

Restructuring the current Safety Net Care Pool (SNCP) is an important step forward in 
improving care delivery systems and payment models, and will enhance the Commonwealth's 
efforts to support the health care safety net and the Commonwealth Care program that provides 
sliding scale premium subsidies for the purchase of private health plan coverage for uninsured 
individuals. 

This approval will allow the Commonwealth to create Delivery System Transformation 
Initiatives (DSTI) funded through the SNCP. These initiatives are designed as incentive 
payments to support investments in health care delivery systems that will support payment 
reform, and transition away from fee-for-service payments toward alternative payment 
arrangements that reward high-quality, efficient, and integrated systems of care. As specified in 
the Special Terms & Conditions (STCs), participating hospitals will be required to demonstrate 
improvements in order to receive the incentive payments. The Commonwealth is required to 
define the specific initiatives that will align with the following four categories: developing a 
fully-integrated delivery system, improving health care outcomes and quality, payment 
transformation to value-based purchasing, and population-focused improvements. The funding 
associated with the incentive payments will be available to the Commonwealth once you submit, 
and the Centers for Medicare & Medicaid Services (CMS) approves, the Commonwealth's 
Master DSTI Plan and subsequent hospital specific plans as identified in the STCs. 
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Also, the Demonstration expands services for certain children by providing evidence-based 
intensive early intervention services for children with autism spectrum disorder. The 
Commonwealth will work to develop a pilot program focused on improving health outcomes 
for children with high risk asthma in order to reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs. 

In addition, the Commonwealth will utilize streamlined eligibility procedures to renew 
Medicaid eligibility for parents with children who are enrolled in the Supplemental Nutrition 
Assistance Program. This process will be through a new, first-of-its-kind Express Lane 
Eligibility (ELE) program for parents. This will coincide with the Commonwealth's intent to 
utilize ELE procedures for children as available through the Children's Health Insurance 
Program Reauthorization Act. 

CMS acknowledges the Commonwealth's withdrawal of the following requests as it continues to 
pursue other avenues, including planning activities focused on integrated care for dual eligibles 
with the support of a planning grant from the Center for Medicare and Medicaid Innovation: 

• 	 Include long term care-related costs in budget neutrality calculation; 
• 	 Integrate care for dual eligibles; 
• 	 Increase pharmacy co-pays above allowable State plan levels; 
• 	 Institute a co-pay for non-emergency medical transportation; 
• 	 New crisis stabilization services authority for children with serious emotional disorders; 

and 
• 	 Mandate Katie Beckett and adoption assistance children into managed care to receive 

behavioral health services. 

As indicated over the course of our discussions, CMS has not approved, and did not incorporate 
into the section 1115 Demonstration, the Commonwealth's proposal for the authority to shift 
funding under the SNCP for community health centers currently supported through Designated 
State Health Programs to uncompensated care payments for providers. Additionally, CMS 
continues to consider the Commonwealth's request to extend rebates for outpatient covered drugs to 
Commonwealth Care enrollees. 

Our approval ofthis demonstration project is subject to the limitations specified in the approved 
waivers, expenditure authorities,. and title XIX requirements not applicable. The Commonwealth may 
deviate from the Medicaid State plan requirements only to the extent those requirements have been 
specifically waived or granted expenditure authority or specified as title XIX requirements not 
applicable. 

The approval is also conditioned upon compliance with the enclosed STCs defining the nature, 
character, and extent ofFederal involvement in this project. This award letter is subject to our receipt 
ofyour written acceptance ofthe award and acceptance ofthe STCs, waiver list, and expenditure 
authority within 30 days ofthe date ofthis letter. 
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Your project officer is Ms. Rebecca Burch Mack. Ms. Burch Mack is available to answer any 
questions concerning your section 1115 Demonstration. Her contact information is as follows: 

Centers for Medicare & Medicaid Services 

Center for Medicaid and CHIP Services 

Mail Stop S2-01-16 

7500 Security Boulevard 

Baltimore, MD 21244-1850 

Telephone: (410) 786-6879 

Facsimile: (410) 786-5882 

E-mail: Rebecca.BurchMack@cms.hhs.gov 


Official communications regarding program matters should be sent simultaneously to Ms. Burch 
Mack and to Mr. Richard McGreal, Associate Regional Administrator in our Boston Regional 
Office. Mr. McGreal's contact information is as follows: 

Centers for Medicare & Medicaid Services 

JFK Federal Building 

Room2325 

Boston, MA 02203 


We extend our congratulations to you on the approval of the Demonstration extension. Ifyou 
have any questions regarding this correspondence, please contact Ms. Victoria Wachino, 
Director, Children and Adults Health Programs Group, Centers for Medicaid and CHIP Services, 
(410) 786-5647. 

We look forward to continuing to work with you and your staff. 

Sincerely, 

Marilyn avenner 
Acting Administrator 

Enclosures 

mailto:Rebecca.BurchMack@cms.hhs.gov
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cc: 	 Richard McGreal, ARA, Region I 
Aaron Wesolowski, State Representative 
Rebecca Burch Mack, Project Officer 



CENTERS FOR MEDICARE & MEDICAID SERVICES 

EXPENDITURE AUTHORITY 


NUMBER: 1 l-W-00030/1 

TITLE: MassHealth Medicaid Section 1115 Demonstration 

AWARDEE: Massachusetts Executive Office of Health and Human Services 

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made 
by Massachusetts for the items identified below, which are not otherwise included as 
expenditures under section 1903 of the Act shall, for the period of this Demonstration extension 
(date of the approval letter through June 30, 2014), unless otherwise specified, be regarded as 
expenditures under the State's title XIX plan. All previously approved expenditure authorities 
for this Demonstration are superseded by those set forth below for the State's expenditures 
relating to dates of service during this Demonstration extension. 

The following expenditure authorities may only be implemented consistent with the approved 
Special Terms and Conditions (STCs) and shall enable the Commonwealth of Massachusetts 
(State/Commonwealth) to operate its MassHealth section 1115 Medicaid Demonstration. 

I. Demonstration Population Expenditures 

1. 	 CommonHealth Adults. Expenditures for health care-related costs for adults aged 19 
through 64 who are totally and permanently disabled and not eligible for Standard 
coverage, but who are: 

a. 	 Employed; or 

b. 	 Not employed and meet a one-time only deductible. 

2. 	 CommonHealth Children. Expenditures for health care-related costs for children from 
birth through age 18 who are totally and permanently disabled with incomes greater than 
150 percent of the Federal poverty level (FPL) and who are not eligible for Standard 
coverage. 

3. 	 Family Assistance [e-Family Assistance and e-HIV/FA]. Expenditures for health care
related costs for the following individuals with incomes at or below 200 percent of the 
FPL: 

a. 	 Individuals who are HIV-positive, if they are age 64 or younger, are not 
institutionalized, and are not otherwise eligible under the Massachusetts Medicaid 
State Plan. These expenditures include the 60-day period between the time an 
individual submits an application and the time that the individual provides to the 
Commonwealth proof of his or her HIV -positive health status. 
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b. Non-disabled children who are not otherwise eligible under the Massachusetts 
Medicaid State Plan due to family income. 

4. 	 Breast and Cervical Cancer Treatment Program [BCCTP]. Expenditures for health 
care-related costs for uninsured women under the age of 65 with breast or cervical 
cancer, who are not otherwise eligible under the Massachusetts State Plan, have income 
at or below 250 percent of the FPL, and have been screened through the Centers for 
Disease Control and Prevention's National Breast and Cervical Cancer Early Detection 
Program administered by the Massachusetts' Department of Public Health. 

5. 	 Insurance Partnership [IRP]. Expenditures for the cost of employer-sponsored 

insurance (ESI) for persons under the age of 65 as follows: 


a. 	 Employee Subsidy. Expenditures for a portion of the employee cost for an ESI 
plan which meets the basic benefit levels and where the employer contributes at 
least 50 percent of the cost ofhealth insurance benefits, for individuals (including 
employees, sole proprietors, and self-employed persons) whose gross family 
income is no more than 300 percent of the FPL. 

b. 	 Employer Subsidy. Expenditures for a portion of employer costs of qualified 
new employer-provided health insurance (insurance not offered prior to 
January 1, 1999) except that such expenditures are not authorized for sole 
proprietors and self-employed individuals. 

6. 	 Basic. Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are 
receiving Emergency Aid to Elders, Disabled, and Children, or services from the 
Department of Mental Health. 

7. 	 Essential. Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are not 
eligible for Basic coverage. 

8. 	 Medical Security Plan. Expenditures for health care-related costs for individuals with 
incomes at or below 400 percent of the FPL receiving unemployment benefits from the 
Division of Unemployment Assistance. 

9. 	 Commonwealth Care. Expenditures for premium assistance for the purchase of 
commercial health insurance products for uninsured individuals with income at or below 
300 percent of the FPL who are not otherwise eligible under the Massachusetts State plan 
or any other eligibility category. 

II. Service-Related Expenditures 

a. 	 Premium Assistance. Expenditures for premium assistance payments to enable 
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individuals enrolled in the CommonHealth (Adults and Children), Family 
Assistance, Basic and Essential Populations to enroll in employer-sponsored or 
other group health insurance to the extent the Commonwealth determines that 
insurance to be cost effective. 

b. 	 Pediatric Asthma Pilot Program. Pediatric Asthma Pilot Program. Expenditures 
related to a pilot program, as outlined in STC 39, focused on pediatric asthma that 
will provide a payment such as a per member/per month (PMPM) payment to 
participating providers for asthma-related services, equipment, and supports for 
management of pediatric asthma for Demonstration eligible children, ages 2 
through 18 at the time of enrollment in the pilot, who have high-risk asthma. The 
pilot may include multiple phases, and may include non-traditional services, 
supplies, and community supports for environmental home mitigation associated 
with pediatric asthma. The authority for this pilot program to receive FFP is not 
effective until CMS approval of the protocols and amendments to such protocols as 
outlined in STC 39(g) and (h). 

c. 	 Intensive Early Intervention Services for Children with Autism Spectrum 
Disorder. Expenditures related to evidence-based intensive early intervention 
habilitative services to MassHealth-eligible children, ages 0 to three years with a 
confirmed diagnosis of an autism spectrum disorder (ASD) who have an Individual 
Family Services Plan (IFSP) that identifies medically necessary Applied 
Behavioral Analysis-based (ABA) services, and who are not otherwise enrolled 
through the State's currently approved section 1915(c) home and community-based 
services (HCBS) waiver, entitled "Children's Autism Spectrum Disorder Waiver," 
CMS base control number 40207, and because the child has not been determined to 
meet institutional level of care (LOC) requirements. The authority for this 
program to receive FFP is not effective until CMS approval of the protocol as 
outlined in STC 40(h). 

d. 	 Diversionary Behavioral Health Services. Expenditures for benefits specified in 
Table C of Section V, STC 38 to the extent not available under the Medicaid State 
plan. 

III. 	 Medicaid Eligibility Quality Control. Expenditures that would have been disallowed 
under section 1903(u) of the Act based on Medicaid Eligibility Quality Control findings. 

IV. 	 Safety Net Care Pool (SNCP). Expenditures for the following categories of 
expenditures, subject to overall SNCP limits and category-specific limits set forth in the 
STCs. 

a. 	 Commonwealth Care. Expenditures for premium assistance under the 
Commonwealth Care health insurance program for coverage through 
December 31, 2013, for individuals ages 21 and over without dependent children 
with income above 133 percent of the FPL through 300 percent of the FPL. 
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b. 	 Designated State Health Programs (DSHP). Expenditures for designated 
programs that provide health services, that are otherwise State-funded, for health 
services with dates of service through December 31, 2013, as specified in 
Attachment E of the Special Terms and Conditions. 

c. 	 Providers. As described in Attachment E, and limited to the extent permitted 
under the SNCP limits under STC 49 and STC 50, expenditures for payments to 
providers, including: acute hospitals and health systems, non-acute hospitals, and 
other providers ofmedical services to support uncompensated care for Medicaid 
FFS, Medicaid managed care, Commonwealth Care, and low-income uninsured 
individuals, and expenditures for payments for otherwise covered services 
furnished to individuals who are inpatients in an Institution for Mental Disease 
(IMD). 

d. 	 Infrastructure and Capacity-building. Expenditures limited to five percent of the 
aggregate SNCP cap over the period from the date of the approval letter through 
June 30, 2014, for capacity-building and infrastructure for the improvement or 
continuation of health care services that benefit the uninsured, underinsured, 
MassHealth, Demonstration, and SNCP populations. Infrastructure and capacity
building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c). 
Activities funded under this expenditure authority are not eligible for Delivery 
System Transformation Initiative (DSTI) incentive payments. 

e. 	 Delivery System Transformation Initiatives. Expenditures pursuant to STCs 49( e) 
and 52 for incentive payments to providers for the development and 
implementation of a program that supports hospital's efforts to enhance access to 
health care, the quality of care, and the health of the patients and families they 
serve and that will transform the current payment and delivery system models. 

V. 	 Express Lane Eligibility for Parents/Caretaker Relatives Population. Expenditures 
for parents and caretaker relatives who would not be eligible under either the State plan 
or other full-benefit Demonstration Populations, but for Express Lane eligibility 
determinations. This authority is not effective until approval of a Medicaid Express 
Lane Eligibility State plan amendment applicable to children. 

VI. 	 Extended Express Lane Eligibility for Children's Population. Expenditures for 
children who would not be eligible under the Title XIX State plan, Title XXI State child 
health plan or other full-benefit Demonstration Populations, but for Express Lane 
eligibility determinations, for the period after September 30, 2013. This authority is not 
effective until approval of a Medicaid Express Lane Eligibility State plan amendment 
applicable to children. 
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All requirements of the Medicaid program expressed in law, regulation, and policy statements 
that are explicitly waived under the Waiver List herein shall similarly not apply to any other 
expenditures made by the State pursuant to its Expenditure Authority hereunder. In addition, 
none of the Medicaid program requirements as listed and described below shall apply to such 
other expenditures. All other requirements of the Medicaid program expressed in law, 
regulation, and policy statements shall apply to such other expenditures. 

The Following Title XIX Requirements Do Not Apply to These Expenditure Authorities. 

1. 	 Cost Sharing Section 1902(a)(l4) insofar as it 
incorporates Section 1916 and 
1916A 

To enable Massachusetts to impose premiums and cost-sharing in excess of statutory limits 
on individuals enrolled in programs under demonstration expenditure authority as outlined in 
Attachment B of the STCs. 

2. Out-of-State Services 	 Section 1902(a)(16) 

To exempt the State from making payments for otherwise covered services rendered to 
individuals enrolled in these demonstration programs when such benefits are rendered out-of
State. 

In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential Coverage 

3. 	 Early and Periodic Screening, Diagnostic and Section 1902(a)(43) 

Treatment Services (EPSDT) 


To exempt Massachusetts from furnishing or arranging for EPSDT services for individuals 
enrolled in these demonstration programs. 

4. 	 Assurance of Transportation Section 1902(a)(4) insofar 

as it incorporates 42 CFR 

431.53 

To enable Massachusetts to provide benefit packages to individuals enrolled in these 
demonstration programs that do not include transportation. 

In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential (non-hypothetical1 Essential 
population) Coverage 

1 See section IV, Eligibility and Enrollment, for an eligibility chart describing hypothetical populations. 
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5. Reasonable Promptness Section 1902(a)(8) 


To enable Massachusetts to cap enroll~ent and maintain waiting lists for these demonstration 

programs. 

6. Mandatory Services 
7 

Section 1902(a)(10)(A) 
insofar as it incorporates 
Section 1905(a) 

To exempt the State from providing all mandatory services to individuals enrolled in these 
demonstration programs as outlined in Table B of STC 37. 

No Title XIX Requirements are Applicable to Expenditures for the Medical Security Plan, 
Commonwealth Care, and the Safety Net Care Pool except the Following. 

7. Actuarial Soundness 42 C.F .R. 438.6(c) 

To enable Massachusetts to require Commonwealth Care providers to be subject to 
actuarially sound rates. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

SPECIAL TERMS AND CONDITIONS 


NUMBER: 	 11-w-00030/1 

TITLE: 	 MassHealth Medicaid Section 1115 Demonstration 

AWARDEE: 	 Massachusetts Executive Office of Health and Human Services 
(EOHHS) 

I. PREFACE 

The following are the Special Terms and Conditions (STCs) for the Massachusetts MassHealth 
section l l 15(a) Medicaid demonstration (hereinafter "Demonstration"). The parties to this 
agreement are the Massachusetts Executive Office of Health and Human Services 
(State/Commonwealth) and the Centers for Medicare & Medicaid Services (CMS). The STCs 
set forth in detail the nature, character, and extent of Federal involvement in the Demonstration 
and the Commonwealth's obligations to CMS during the life of the Demonstration. The STCs 
are effective as of the date of the approval letter, unless otherwise specified. All previously 
approved STCs are superseded by the STCs set forth below for the State's expenditures relating 
to dates of service during this Demonstration extension. This Demonstration extension is 
approved effective the date of the approval letter, through June 30, 2014, unless otherwise 
specified. 

The STCs have been arranged into the following subject areas: 
I. Preface 
II. Program Description and Objectives 
III. General Program Requirements 
IV. Eligibility and Enrollment 
V. Demonstration Programs and Benefits 
VI. Delivery System 
VII. Cost Sharing 
VIII. The Safety Net Care Pool 
IX. General Reporting Requirements 
X. General Financial Requirements Under Title XIX 
XI. Monitoring Budget Neutrality for the Demonstration 
XII. Evaluation of the Demonstration 
XIII. Schedule of Deliverables for the Demonstration Extension Period 
Attachment A. Overview of Children's Eligibility in MassHealth 
Attachment B. Cost Sharing 
Attachment C. Quarterly Operational Report Content and Format 
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Attachment D. MassHealth Historical Per Member/Per Month Limits 
Attachment E. Safety Net Care Pool Payments 
Attachment F. Reserved for Pediatric Asthma Pilot Program Protocols 
Attachment G. Reserved for Autism Payment Protocol 
Attachment H. Reserved for Safety Net Care Pool Uncompensated Care Cost Protocol 
Attachment I. Hospitals Eligible for DSTI 
Attachment J. Reserved for Master DSTI Plan and Payment and Funding Protocol 

II. PROGRAM DESCRIPTION AND OBJECTIVES 

The MassHealth Demonstration is a statewide health reform effort encompassing multiple 
delivery systems, eligibility pathways, program types and benefit levels. The Demonstration was 
initially implemented in July 1997, and expanded Medicaid income eligibility for certain 
categorically eligible populations including pregnant women, parents or adult caretakers, infants, 
children and individuals with disabilities. Eligibility was also expanded to certain non
categorically eligible populations, including unemployed adults and non-disabled persons living 
with Human Immunodeficiency Virus (HIV). Finally, the Demonstration also authorized the 
Insurance Partnership program which provides premium subsidies to both qualifying small 
employers and their low-income employees for the purchase of private health insurance. The 
Commonwealth was able to support these expansions by requiring certain beneficiaries to enroll 
in managed care delivery systems to generate savings. However, the Commonwealth's preferred 
mechanism for achieving coverage has consistently been employer-sponsored insurance, 
whenever available and cost-effective. 

The implementation of mandatory managed care enrollment under MassHealth changed the way 
health care was delivered resulting in a new focus on primary care, rather than institutional care. 
In order to aid this transition to managed care, the Demonstration authorized financial support in 
the form of supplemental payments for two managed care organizations (MCOs) operated by 
safety net hospital providers in the Commonwealth to ensure continued access to care for 
Medicaid enrollees. These payments ended in 2006. 

In the 2005 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
and State Medicaid dollars to further expand coverage directly to the uninsured, funded in part 
by redirecting certain public funds that were dedicated to institutional reimbursement for 
uncompensated care to coverage programs under an insurance-based model. This agreement led 
to the creation of the Safety Net Care Pool (SNCP). This restructuring laid the groundwork for 
health care reform in Massachusetts, because the SNCP allowed the Commonwealth to develop 
innovative Medicaid reform efforts by supporting a new insurance program. 

Massachusetts' health care reform legislation passed in April 2006. On July 26, 2006 CMS 
approved an amendment to the MassHealth Demonstration to incorporate those health reform 
changes. This amendment included: 

• 	 the authority to establish the Commonwealth Care program under the SNCP to provide 
sliding scale premium subsidies for the purchase of commercial health plan coverage for 
uninsured persons at or below 300 percent of the FPL; 
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• 	 the development of payment methodologies for approved expenditures from the SNCP; 
• 	 an expansion of employee income eligibility to 300 percent of the FPL under the Insurance 

Partnership; and 
• 	 increased enrollment caps for MassHealth Essential and the HIV/Family Assistance 


Program. 


At this time there was also an eligibility expansion in the Commonwealth's separate title XXI 
program for optional targeted low-income children between 200 percent and 300 percent of the 
FPL, which enabled parallel coverage for children in households where adults are covered by 
Commonwealth Care. This expansion ensured that coverage is equally available to all members 
of low-income families. With the combination of previous expansions and the recent health 
reform efforts, the MassHealth Medicaid section 1115 Demonstration now covers approximately 
1.5 million low-income persons. 

In the 2008 extension of the Demonstration, CMS and the Commonwealth agreed to reclassify 
three eligibility groups (those aged 19 and 20 under the Essential and Commonwealth Care 
programs and custodial parents and caretakers in the Commonwealth Care program) with a 
categorical link to the title XIX program as "hypotheticals" for budget neutrality purposes as the 
populations could be covered under the State plan. As part of the renewal, the SNCP was also 
restructured to allow expenditure flexibility through a 3-year aggregate spending limit rather than 
annual limits; a gradual phase out of Federal support for the Designated State Health Programs; 
and a prioritization in the SNCP to support the Commonwealth Care Program. 

Three amendments were approved in 2010 and 2011 to allow for additional flexibility in the 
Demonstration. On September 30, 2010, CMS approved an amendment to allow Massachusetts 
to (1) increase the MassHealth pharmacy co-payment from $2 to $3 for generic prescription 
drugs; (2) provide relief payments to Cambridge Health Alliance totaling approximately $216 

·million; and (3) provide relief payments to private acute hospitals in the Commonwealth totaling 
approximately $270 million. 

On January 19, 2011, CMS approved an amendment to: (1) increase authorization for Designated 
State Health Programs for State Fiscal Year 2011 to $385 million; (2) reclassification of 
Commonwealth Care adults without dependent children with income up to and including 133 
percent of the Federal Poverty Level (FPL) as a "hypothetical" population for purposes of budget 
neutrality as the population could be covered under the State plan; and (3) allow the following 
populations to be enrolled into managed care: (a) participants in a Home and Community-Based 
Services Waiver; (b) Katie Beckett/ Kaileigh Mulligan children; and (c) children receiving title 
IV-E adoption assistance. 

Additionally, on August 17, 2011, CMS approved an amendment to authorize expenditure 
authority for a maximum of $125.5 million for State fiscal year (SFY) 2012 for Cambridge 
Health Alliance through the SNCP for uncompensated care costs. This funding was approved 
with the condition that it be counted toward a budget neutrality limit eventually approved for 
SFY 2012 as part of the 2011 extension. 

MassHealth Page 3of102 
Demonstration Approval Period: Date of approval letter, through June 30, 2014 



In the 2011 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
and State Medicaid dollars for the following purposes: 

• 	 support a Pediatric Asthma Pilot Program focused on improving health outcomes and 
reducing associated Medicaid costs for children with high-risk asthma; 

• 	 offer early intervention services for children with autism who are not otherwise eligible 
through the Commonwealth's currently approved section 1915(c) home and community
based services waiver because the child has not been determined to meet institutional 
level of care requirements; 

• 	 utilize Express Lane eligibility to conduct renewals for parents and caretakers to coincide 
with the Commonwealth's intent to utilize Express Lane eligibility for children; and 

• 	 further expand the SNCP to provide incentive payments to participating hospitals for 
Delivery System Transformation Initiatives focused on efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

For this extension period, the Commonwealth's goals under the Demonstration are: 
• 	 Maintain near-universal health care coverage for all citizens of the Commonwealth and 

reduce barriers to coverage; 
• 	 Continue the redirection of spending from uncompensated care to insurance coverage; 
• 	 Implement delivery system reforms that promote care coordination, person-centered care 

planning, wellness, chronic disease management, successful care transitions, integration of 
services, and measurable health outcome improvements; and 

• 	 Advance payment reforms that will give incentives to providers to focus on quality, rather 
than volume, by introducing and supporting alternative payment structures that create and 
share savings throughout the system while holding providers accountable for quality care. 

III. GENERAL PROGRAM REQUIREMENTS 

1. 	 Compliance with Federal Non-Discrimination Statutes. The State must comply with all 
applicable Federal statutes relating to non-discrimination. These include, but are not limited 
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, 
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

2. 	 Compliance with Medicaid and CHIP Law, Regulation, and Policy. All requirements of 
the Medicaid program and Children's Health Insurance Program (CHIP) for the separate 
CHIP population, expressed in law, regulation, and policy statement, not expressly waived or 
identified as not applicable in the waiver and expenditure authority documents (of which 
these terms and conditions are part), must apply to the Demonstration. 

3. 	 Changes in Medicaid and CHIP Law, Regulation, and Policy. The State must, within the 
timeframes specified in law, regulation, or policy statement, come into compliance with any 
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP programs that 
occur during this Demonstration approval period, unless the provision being changed is 
expressly waived or identified as not applicable. 
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4. 	 Impact on Demonstration of Changes in Federal Law, Regulation, and Policy 
Statements. 

a) 	 To the extent that a change in Federal law, regulation, or policy requires either a 
reduction or an increase in Federal financial participation (FFP) for expenditures made 
under this Demonstration, the State must adopt, subject to CMS approval, a modified 
budget neutrality agreement as well as a modified allotment neutrality worksheet for the 
Demonstration as necessary to comply with such a change. The modified agreement will 
be effective upon the implementation of the change. The trend rates for the budget 
neutrality agreement are not subject to change under this subparagraph. 

b) 	 If mandated changes in the Federal law require State legislation, the changes must take 
effect on the earlier of the day such State legislation becomes effective, or on the last day 
such legislation was required to be in effect under the law. 

5. 	 State Plan Amendments. The State will not be required to submit title XIX or title XXI 
State plan amendments (SPAs) for changes affecting any populations made eligible solely 
through the Demonstration. If a population eligible through the Medicaid or CHIP State Plan 
is affected by a change to the Demonstration, a conforming amendment to the appropriate 
State plan may be required except as otherwise noted in these STCs. 

6. 	 Changes Subject to the Amendment Process. Changes related to eligibility, enrollment, 
benefits, delivery systems, cost sharing, evaluation design, sources of non-Federal share of 
funding, budget neutrality, and other comparable program elements specified in these STCs 
must be submitted to CMS as amendments to the Demonstration. All amendment requests 
are subject to approval at the discretion of the Secretary in accordance with section 1115 of 
the Act. The State must not implement changes to these elements without prior approval by 
CMS. Amendments to the Demonstration are not retroactive and FFP will not be available 
for changes to the Demonstration that have not been approved through the amendment 
process set forth in STC 7 below. 

7. 	 Amendment Process. Requests to amend the Demonstration must be submitted to CMS for 
approval no later than 120 days prior to the planned date of implementation of the change 
and may not be implemented until approved. CMS reserves the right to deny or delay 
approval of a Demonstration amendment based on non-compliance with these STCs, 
including, but not limited to, failure by the State to submit required reports and other 
deliverables in a timely fashion according to the deadlines specified therein. Amendment 
requests must include, but are not limited to, the following: 

a) 	 An explanation of the public process used by the Commonwealth consistent with the 
requirements of STC 14 to reach a decision regarding the requested amendment; 

b) 	 A data analysis which identifies the specific "with waiver" impact of the proposed 
amendment on the current budget neutrality agreement. Such analysis must include 
current total computable "with waiver" and "without waiver" status on both a summary 
and detailed level through the current extension approval period using the most recent 
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actual expenditures, as well as summary and detailed projections of the change in the 
"with waiver" expenditure total as a result of the proposed amendment which isolates (by 
Eligibility Group (EG)) the impact of the amendment; 

c) 	 An up-to-date CHIP allotment neutrality worksheet, if necessary; 

d) 	 A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation including a conforming title XIX and/or title XXI 
State plan amendment, if necessary; and 

e) 	 If applicable, a description of how the evaluation design will be modified to incorporate 
the amendment provisions. 

8. 	 Extension of the Demonstration. States that intend to request demonstration extensions 
under sections 1115(e) or 1115(±) are advised to observe the timelines contained in those 
statutes. Otherwise, no later than 12 months prior to the expiration date of the 
Demonstration, the chief executive officer of the State must submit to CMS either a 
Demonstration extension request or a phase-out plan consistent with the requirements of STC 
9. 

As part of the Demonstration extension request, the State must provide documentation of 
compliance with the public notice requirements outlined in STC 14, as well as include the 
following supporting documentation: 

a) 	 Demonstration Summary and Objectives. The State must provide a summary of the 
demonstration project, reiterate the objectives set forth at the time the demonstration was 
proposed and provide evidence of how these objectives have been met. 

b) 	 Special Terms and Conditions. The State must provide documentation of its compliance 
with each of the STCs. Where appropriate, a brief explanation may be accompanied by 
an attachment containing more detailed information. Where the STCs address any of the 
following areas, they need not be documented a second time. 

c) 	 Quality. The State must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO) and State quality assurance 
monitoring, and any other documentation of the quality of care provided under the 
demonstration. · 

d) 	 Compliance with the Budget Neutrality Cap. The State must provide financial data (as set 
forth in the current STCs) demonstrating that the State has maintained and will maintain 
budget neutrality for the requested period of extension. CMS will work with the State to 
ensure that Federal expenditures under the extension of this project do not exceed the 
Federal expenditures that would otherwise have been made. In doing so, CMS will take 
into account the best estimate of current trend rates at the time of the extension. 
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e) 	 Interim Evaluation Report. The State must provide an evaluation report reflecting the 
hypotheses being tested and any results available. 

9. 	 Demonstration Phase-Out. The State may only suspend or terminate this Demonstration in 
whole, or in part, consistent with the following requirements. 

a) 	 Notification of Suspension or Termination. The State must promptly notify CMS in 
writing of the reason(s) for the suspension or termination, together with the effective date 
and a phase-out plan. The State must submit its notification letter and a draft phase-out 
plan to CMS no less than 5 months before the effective date of the Demonstration's 
suspension or termination. Prior to submitting the draft phase-out plan to CMS, the State 
must publish on its website the draft phase-out plan for a 30-day public comment period. 
In addition, the State must conduct tribal consultation in accordance with its approved 
tribal consultation State Plan Amendment. Once the 30-day public comment period has 
ended, the State must provide a summary of each public comment received, the State's 
response to the comment and how the State incorporated the received comment into a 
revised phase-out plan. 

b) 	 The State must obtain CMS approval of the phase-out plan prior to the implementation of 
the phase-out activities. Implementation of phase-out activities must be no sooner than 
14 days after CMS approval of the phase-out plan. 

c) 	 Phase-out Plan Requirements. The State must include, at a minimum, in its phase-out 
plan the process by which it will notify affected beneficiaries, the content of said notices 
(including information on the beneficiary's appeal rights), the process by which the State 
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries, 
and ensure ongoing coverage for eligible individuals, as well as any community outreach 
activities. 

d) 	 Phase-out Procedures. The State must comply with all notice requirements found in 42 
CFR §431.206, 431.210 and 431.213. In addition, the State must assure all appeal and 
hearing rights afforded to Demonstration participants as outlined in 42 CFR §431.220 
and 431.221. If a Demonstration participant requests a hearing before the date of action, 
the State must maintain benefits as required in 42 CFR §431.230. In addition, the State 
must conduct administrative renewals for all affected beneficiaries in order to determine 
if they qualify for Medicaid eligibility under a different eligibility category as discussed 
in October 1, 2010, State Health Official Letter #10-008. 

e) 	 FFP. If the project is terminated or any relevant waivers suspended by the State, FFP 
shall be limited to normal closeout costs associated with terminating the Demonstration 
including services and administrative costs of disenrolling participants. 

10. CMS Right to Terminate or Suspend. CMS may suspend or terminate the Demonstration, 
in whole or in part, at any time before the date of expiration, whenever it determines 
following a hearing that the State has materially failed to comply with the terms of the 
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project. CMS must promptly notify the State in writing of the determination and the reasons 
for the suspension or termination, together with the effective date. 

11. Finding of Non-Compliance. The State does not relinquish its rights to administratively 
and/or judicially challenge CMS' finding that the State materially failed to comply. 

12. Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or 
expenditure authorities at any time it determines that continuing the waivers or expenditure 
authorities would no longer be in the public interest or promote the objectives of title XIX. 
CMS will promptly notify the State in writing of the determination and the reasons for the 
withdrawal, together with the effective date, and afford the State an opportunity to request a 
hearing to challenge CMS' determination prior to the effective date. If a waiver or 
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with 
terminating the waiver or expenditure authority, including services and administrative costs 
of disenrolling participants. 

13. Adequacy of Infrastructure. The Commonwealth will ensure the availability of adequate 
resources for implementation and monitoring of the Demonstration, including education, 
outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing 
requirements; and reporting on financial and other Demonstration components. 

14. Public Notice, Tribal Consultation, and Consultation with Interested Parties. The State 
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 
27, 1994) and the tribal consultation requirements pursuant to section 1902(a)(73) of the Act 
as amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009 and 
the tribal consultation requirements at outlined in the State's approved State plan, when any 
program changes to the Demonstration including (but not limited to) those referenced in STC 
6, are proposed by the State. In States with Federally recognized Indian tribes, Indian health 
programs, and/or Urban Indian organizations, the State must to submit evidence to CMS 
regarding the solicitation of advice from these entities prior to submission of any amendment 
or extension of this Demonstration. The State must also comply with the Public Notice 
Procedures set forth in 42 CFR 447.205 for changes in Statewide methods and standards for 
setting payment rates. 

15. Quality Review of Eligibility. The Commonwealth will continue to submit by December 
31st of each year an alternate plan for Medicaid Eligibility Quality Control (MEQC) as 
permitted by Federal regulations at 42 CFR 431.812(c). Based on the approved MEQC 
activities, the Commonwealth will be assigned a payment error rate equal to the FFY 1996 
State error rate for the duration of this section 1115 demonstration project. 

16. FFP. No Federal matching funds for expenditures for this Demonstration will take effect 
until the effective date identified in the Demonstration approval letter. 

IV. ELIGIBILITY AND ENROLLMENT 
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17. Eligible Populations. 	 This Demonstration affects mandatory and optional Medicaid State 
plan populations as well as populations eligible for benefits only through the Demonstration. 

The criteria for MassHealth eligibility are outlined in a Table A at the end of section IV of 
the STCs which shows each specific group of individuals; under what authority they are 
made eligible for the demonstration; the name of the eligibility and expenditure group under 
which expenditures are reported to CMS and the budget neutrality expenditure agreement is 
constructed; and the corresponding demonstration program under which benefits are 
provided. Attachment A provides a complete overview of MassHealth coverage for children, 
including the separate title XXI CHIP program, which is incorporated by reference. 

Eligibility is determined based on an application by the beneficiary. 

18. Retroactive Eligibility. Retroactivity eligibility is provided only in accordance to Table D. 

19. Calculation of Financial Eligibility. Financial eligibility for Demonstration programs is 
determined by comparing the family group's gross monthly income with the applicable 
income standard for the specific coverage type. The monthly income standards are 
determined according to annual Federal Poverty Level (FPL) standard published in the 
Federal Register. 

20. Express Lane Eligibility. The Medicaid State agency may rely on a finding from an 
Express lane agency when determining whether a parent or caretaker satisfies one or more 
components of eligibility derived through the Medicaid State plan or Demonstration at the 
time of redetermination. The authority to provide Express Lane eligibility procedures for 
parents and caretakers is not effective until the effective date of the companion Medicaid 
State plan amendment applicable to children. All procedures outlined in the companion 
Medicaid Express Lane Eligibility SPA must also apply to Express Lane eligibility 
determinations for parents and caretakers. 

The authority to provide Express Lane eligibility procedures will also remain in effect 
through the renewal period for children notwithstanding sunset dates for Express Lane 
Eligibility under title XIX and title XXI applicable to the companion State plan amendments. 
This authority is subject to approval of the Medicaid Express Lane Eligibility State plan 
amendment. 

21. Presumptive Eligibility. Presumptive eligibility is offered to certain children who appear 
eligible for MassHealth Standard or Family Assistance as well as pregnant women who 
appear eligible for MassHealth Prenatal program. 

a) 	 Presumptive eligibility begins 10 calendar days prior to the date the Medical Benefit 
Request (MBR) is received at the MassHealth Emollment Center (MEC) or MassHealth 
outreach site and lasts until MassHealth makes an eligibility determination (but no longer 
than 60 days). If information necessary to make the eligibility determination is not 
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submitted within 60 days after the begin date, the MBR will be deactivated and 
presumptive eligibility will end. 

b) 	 A child may receive presumptive eligibility only once in a 12-month period. 

c) 	 A presumptively-eligible child receiving services under the Family Assistance program is 
not assessed a monthly health insurance MassHealth premium. 

22. Verification of Human Immunodeficiency Virus (HIV). For individuals who indicate on 
the MBR that they have HIV, a determination of eligibility will be made once family group 
income has been verified. Persons who have not submitted verification of HIV diagnosis 
within 60 days of the eligibility determination shall subsequently have their eligibility 
redetermined as if they did not have HIV. 

23. Eligibility Exclusions. Notwithstanding the eligibility criteria outlined in this section or in 
Table A, the following individuals are excluded from this Demonstration. Payments or 
expenditures related to uncompensated care for such individuals as defined in STC 49(c), 
however, may be included as allowable expenditures under the Safety Net Care Pool 
(SNCP), including the Designated State Health Programs (DSHP). 

Individuals 65 years and older (unless a parent or caretaker relative of a child 18 
ears old or oun er or an enrollee in the Medical Securit Plan 

Individuals who are institutionalized 

24. Enrollment Caps. The Commonwealth is authorized to impose enrollment caps on 
populations made eligible solely through the Demonstration, except that enrollment caps may 
not be imposed for the Demonstration Expansion Population Groups listed as 
"Hypotheticals" in Table A. Setting and implementing specific caps are considered 
amendments to the Demonstration and must be made consistent with section III, STC 7. 
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Table A. MassHealth State Plan Base Populations* (See STC 63(f) for terminology) 

Medicaid 
Mandatory and 

Optional State Plan 
Groups 

(Categorical 
Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

AFDC-Poverty Level 
infants 

< Age 1: 0 through 
185% Title XIX Base Families Standard** Up to 60 days presumptive eligibility 

for children with unverified income 

• Title XIX if insured at 

Medicaid Expansion 
infants 

< Age 1:  185.1 through 
200% 

the time of application 
• Title XXI if uninsured at 

the time of application 
• Funded through title 

XIX if title XXI is 
exhausted 

1902(r)(2) Children 

1902(r)(2) XXI RO Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children and 
Independent Foster 
Care Adolescents 

• Age 1 - 5: 0 through 
133% 

• Age 6 - 17: 0 
through 114% 

• Independent Foster 
Care Adolescents 
aged out of DCF 
until the age of 21 
without regard to 
income or assets 

Title XIX Base Families Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children 

Medicaid Expansion 
Children I 

• Age 6 - 17: 114.1% 
through 133% 

• Age 18: 0 through 
133% 

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 

Base Families 

Base Families XXI RO 

Standard Up to 60 days presumptive eligibility 
for children with unverified income 
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Table A. MassHealth State Plan Base Populations (continued)* 

Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Medicaid Expansion 
Children II 

Ages 1 - 18: 133.1 through 
150% 

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured 
at the time of 
application 

• Funded through title 
XIX if title XXI is 
exhausted 

1902(r)(2) Children 

1902(r)(2) XXI RO 
Standard 

Up to 60 days presumptive 
eligibility for children with 

unverified income 

Pregnant women 0 through 185% Title XIX Base Families Standard 

Pregnant women ages 19 
and older considered 
presumptively eligible 

0 through 185% Title XIX Base Families Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 
Parents and caretaker 
relatives ages 19 through 
64 eligible under section 
1931 and Transitional 
Medical Assistance 

0 through 133% Title XIX Base Families Standard 

Disabled children under 
age 19 0 through 150% Title XIX Base Disabled Standard 

Disabled adults ages 19 
through 64 0 through 114% Title XIX Base Disabled Standard 

Non-working disabled 
adults ages 19 through 64 Above 133% Title XIX Base Disabled CommonHealth 

Must spend-down to medically 
needy income standard to 

become eligible as medically 
needy 

Pregnant women 185.1 through 200% Title XIX 1902(r)(2) Children Standard 

Pregnant women age 19 
and older considered 
presumptively eligible 

185.1 through 200% Title XIX 1902(r)(2) Children Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 
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Table A. MassHealth State Plan Base Populations (continued)* 
Medicaid Mandatory 

and Optional State Plan 
Groups 

(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

“Non-qualified Aliens,” 
“Protected Aliens,” or 
“Aliens with Special 
Status” 

Otherwise eligible for 
Medicaid under the State Plan Title XIX 

Base Families 
Base Disabled 

1902(r)(2) Children 
1902(r)( 2) Disabled 

Limited 

Member eligible for 
emergency services only under 
the State Plan and the 
Demonstration. 

Members who meet the 
definition and are determined 
to have a disability are 
included in the Base Disabled 
EG 

Members who are determined 
eligible via 1902(r)2 criteria 
are included in the 1902(r)(2) 
EG 

Disabled adults ages 19 
through 64 114.1 through 133% Title XIX 1902(r)(2) Disabled Standard 

Women eligible under the 
Breast and Cervical 
Cancer Treatment 
Program 

0 through 250% Title XIX BCCTP Standard 

Women screened through the 
Centers for Disease Control 

and Prevention program 

Children eligible under 
TEFRA section 134, SSA 
section 1902(e)(3) and 42 
U.S.C. 1396a(e)(3) 
(Kaileigh Mulligan kids) 

• Age 0 – 17 
• Require hospital or 

nursing facility level of 
care 

• Income < or = to $72.81, 
or deductible 

• $0 through $2,000 in 
assets 

Title XIX Base Disabled Standard 
Income and assets of their 
parents are not considered in 
determination of eligibility 

Children receiving title 
IV-E adoption assistance • Age 0 through 18 Title XIX Base Families Standard 

Children placed in subsidized 
adoption under title IV-E of 
the Social Security Act 
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Special Home and 
Community-Based Waiver 
(HCBW) Group 
(individuals who without 
the HCBW would be 
eligible for Medicaid if in 
an institution) 

Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

• 

• 

0 through 300% SSI 
Federal Benefits Rate 
$0 through $2,000 in 
assets 

Title XIX 

Table A. MassHealth State Plan Base Populations (continued)* 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Expenditure and 
Eligibility Group (EG) 

Reporting 
Funding Stream 

Base Disabled Standard 

MassHealth 
Demonstration 

Program 

All other participants under 
age 65 in a HCBW are 
reflected in other Base 
Eligibility Groups in this 
chart. 

Comments 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Groups with a 
Categorical Link Made 

Eligible through the 
Demonstration 

(“Hypotheticals”) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Higher income children 
with disabilities 

• < Age 1: 200.1 
through 300% 

• Ages 1 - 18: 150.1 
through 300% 

• Title XIX if insured at 
the time of application 
or in crowd-out 
status*** 

• Title XXI via the 
separate XXI program 
(Funded through title 
XIX if title XXI is 
exhausted) 

CommonHealth 

CommonHealth XXI 

CommonHealth 

The CommonHealth program 
existed prior to the separate 
XXI Children’s Health 
Insurance Program and was not 
affected by the maintenance of 
effort date.  The 
CommonHealth program is 
contained in the separate XXI 
State Plan and as authorized 
under this 1115 Demonstration. 
Certain children derive 
eligibility from both the 
authority granted under this 
demonstration and the separate 
XXI program. 

Higher income children 
with disabilities ages  0 
through 18 

Above 300% Title XIX CommonHealth CommonHealth 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

Higher income adults with 
disabilities ages 19 
through 64 working 40 
hours a month or more 

Above 133% Title XIX CommonHealth CommonHealth 
(“working”) 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

19 and 20 year olds 0 through 300% Title XIX CommCare-19-20 Commonwealth Care 
19 and 20 year olds 0 through 100% Title XIX Essential-19-20 Essential 
Parents and caretaker 
relatives eligible per 
above, except for income 

133.1 through 300% Title XIX CommCareParents Commonwealth Care 

Low-income adults At or below 133% Title XIX CommCare-133 Commonwealth Care 
* Massachusetts includes in the MassHealth Demonstration almost all the mandatory and optional populations aged under 65 eligible under the State Plan.  The Massachusetts
 
State Plan outlines all covered populations not specifically indicated here.
 
** All Standard and CommonHealth members who have access to qualifying private insurance may receive premium assistance plus wrap-around benefits.
 
***  Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI.
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Table A. MassHealth Demonstration Expansion Populations (See STC 63(f) for terminology) 

Populations Made Eligible 
through the Demonstration 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Children ages 1 through 18 
(Non-disabled) 150.1 through 200% 

• Title XIX if 
insured at the 
time of 
application 

• Title XXI via 
the separate 
XXI program 
if uninsured 

(Funded through 
title XIX if title 

XXI is exhausted) 

e-Family Assistance 

Fam Assist XXI 
(if XXI is exhausted) 

Family Assistance 

• Premium 
Assistance 

• Direct Coverage 

The premium 
assistance payments 
and FFP will be 
based on the 
children’s eligibility. 
Parents are covered 
incidental to the 
child.  No additional 
wrap other than 
dental is provided to 
ESI. 

Children ages 1 through 18 from 150-200% 
FPL were made eligible under the authority 
provided by the 1115 demonstration prior to 
the establishment of the separate title XXI 
Children’s Health Insurance Program and 
were not affected by the maintenance of 
effort date.  With the establishment of the 
XXI program, children who are uninsured at 
the time of application derive eligibility 
from both the authority granted under this 
demonstration and the separate XXI 
program. 

Adults under the age of 65 
who are not otherwise 
eligible for medical 
assistance who work for a 
qualified small employer and 
purchase ESI 

At or below 300% Title XIX IRP 
Family Assistance/ 

Insurance 
Partnership 

Enrollment in Family Assistance allows an 
individual to receive premium assistance 
through the Insurance Partnership.  No 
additional wraparound is provided. 

Individuals whose spouse or noncustodial 
children are receiving MassHealth must 
enroll in a health plan that provides 
coverage to the dependents. 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Populations Made Eligible 
through the Demonstration 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Aged 19 through 64 Long
term unemployed individuals 
or members of  a couple and 
a client of DMH and/or 
receiving Emergency Aid to 
the Elderly, Disabled and 
Children (EAEDC), not 
otherwise eligible for medical 
assistance 

0 through 100% Title XIX Basic Basic 

Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance. 

No additional wraparound is provided. 

Aged 21through 64 Long
term unemployed individuals 
or members of a couple, and 
neither a client of DMH or 
receiving EAEDC, not 
otherwise eligible for medical 
assistance2 

0 through100% Title XIX Essential Essential 

Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance. 

No additional wraparound is provided. 

Families receiving 
unemployment benefits, not 
otherwise eligible for medical 
assistance 

At or below 400% Title XIX MSP Medical Security 
Plan 

Individuals with HIV not 
otherwise eligible for medical 
assistance 

0 through 200% Title XIX e-HIV/FA Family Assistance 

Premium assistance is offered in lieu of 
direct coverage when there is access to 
other insurance. Additional wraparound to 
private insurance is provided. 

2 Individuals in MassHealth Essential aged 19 and 20 are counted as a hypothetical base population. 
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Table A. MassHealth Demonstration Expansion Populations 

Populations Made Eligible through the Demonstration 
(Additional populations) 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

Additional 
comments 

Individuals aged 21and older, not otherwise eligible for medical 
assistance, with no access to ESI, Medicare, or other subsidized 
health insurance programs, and who are not otherwise eligible 
under MassHealth or the State plan, including the following 
groups:3 

• Low-income adults; 
• Pregnant women aged 21and older; 
• Individuals living with HIV; and 
• Adults working for an employer with 50 or fewer 

employees who offers no insurance or who contributes < 
33% (or < 20% for family coverage)  towards insurance 
costs 

• 133.1% through 300%; 
• 200.1 through 300%; 
• 200.1 through 300%; 
• At or below 300% Title XIX SNCP-CommCare 

Commonwealth 
Care Program 

3 Parents and caretaker relatives in Commonwealth Care, individuals aged 19 and 20, and low-income adults with income at or below 133 percent of the FPL enrolled in 
Commonwealth Care are counted as hypothetical base populations and expenditures for these populations are reported under the EGs specified on page 15. 
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V. DEMONSTRATION PROGRAMS AND BENEFITS 

25. Demonstration Programs. The Demonstration provides health care benefits to eligible 
individuals and families through the following specific programs. The Demonstration 
program for which an individual is eligible is based on the criteria outlined in Table A of 
section IV of the STCs. Table Bin STC 37, provides a side-by-side analysis of the benefits 
offered through these MassHealth programs. 

26. MassHealth Standard. Individuals enrolled in Standard receive State plan services 
including for individuals under age 21, Early and Periodic Screening Diagnostic and 
Treatment (EPSDT) benefit. Benefits are provided either through direct coverage, cost 
effective premium assistance or a combination of both. Premium assistance will be furnished 
in coordination with STC 44. 

27. MassHealth Breast and Cervical Cancer Treatment Program (BCCTP). The BCCTP is 
a health insurance program for women in need of treatment for breast or cervical cancer. This 
program offers MassHealth Standard benefits to certain women under 65 who do not 
otherwise qualify for MassHealth. 

28. MassHealth CommonHealth. Individuals enrolled in CommonHealth receive the same 
benefits as those available under Standard; individuals under age 21 receive EPSDT services 
as well. Benefits are provided either through direct coverage, cost effective premium 
assistance or a combination of both. Premium assistance will be furnished in coordination 
with STC 44. 

29. MassHealth Family Assistance. Individuals enrolled in Family Assistance receive benefits 
similar to those provided under Standard. The Commonwealth may waive its requirement 
for children with access to ESI to enroll in ESI if the Commonwealth determines it is more 
cost effective to provide benefits under direct Family Assistance coverage than to provide 
premium assistance. There are two separate categories of eligibility under Family 
Assistance: 

a) 	 Family Assistance-HIV/AIDS. Unlike other coverage types, persons with HIV who 
have access to ESI do not have to enroll in available ESI; however, if they choose to 
receive premium assistance, the Commonwealth will provide covered services that are 
not available from the ESI plan on a FFS basis. 

b) 	 Family Assistance-Children. Children can be enrolled in Family Assistance if their 
family's gross income is between 150 percent and 200 percent of the FPL. Only premium 
assistance is provided if ESI is available to these children that is cost-effective, meets 
BBL and for which the employer contributes at least 50 percent of the premium cost. 
Parents of children eligible for Family Assistance may receive coverage themselves for 
ESI subsidized by Family Assistance if they work for a qualified employer. However, the 
premium assistance payment is based on the children's eligibility. Direct coverage is 
provided for children only during the presumptive eligibility period and the time span 
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while the Commonwealth is investigating availability of and enrolling the child in ESI. 
Direct coverage Family Assistance under the separate title XXI program is provided 
through an MCO or the PCC plan for children without access to ESI. 

30. MassHealth Insurance Partnership (IRP). The Commonwealth makes premium assistance 
payments available to certain members (including adults without children) with a gross 
family income at or below 300 percent of the FPL, who have access to qualifying ESI, and 
where a qualified small employer contributes at least 50 percent toward the premium. 

This design creates an overlap between the Insurance Partnership and premium assistance 
offered under the Standard, CommonHealth, and Family Assistance programs.  The 
Insurance Partnership program has two components: 1) assisting employers with their health 
insurance costs through an Insurance Partnership employer payment; and 2) assisting 
employees with payment of health insurance premiums through a premium assistance 
payment.  The Insurance Partnership employee payment is based on amounts limited by State 
legislation to the value of the subsidies specified for the Commonwealth Care program.  

Qualified employers will receive Insurance Partnership payments for each MassHealth 
member who receives premium assistance from MassHealth, no matter which MassHealth 
coverage type the member receives.  All premium assistance payments made on behalf of 
MassHealth eligible members are eligible for FFP at the appropriate Federal matching rate as 
well as IRP payments to employers offering “new” health insurance (insurance not offered 
prior to January 1, 1999). 

31. MassHealth Basic.  Individuals enrolled in Basic are receiving Emergency Aid to Elders, 
Disabled, and Children (EAEDC) or are Department of Mental Health (DMH) clients who 
are long-term or chronically unemployed.  This Demonstration program provides either 
direct coverage through a managed care plan or premium assistance if qualified cost effective 
private insurance is available. 

32. MassHealth Essential. Individuals enrolled in Essential are low-income, long-term 
unemployed individuals who are not eligible for Basic.  This demonstration program 
provides either direct coverage through a managed care plan or premium assistance if 
qualified cost effective private insurance is available. 

33. MassHealth Limited. Individuals are enrolled in Limited if they are Federally non-qualified 
non-citizens, whose immigration status makes them ineligible for other MassHealth 
programs.  These individuals receive emergency medical services only. 

34. MassHealth Prenatal. Pregnant women are enrolled in Prenatal if they have applied for 
Standard and are waiting for eligibility approval.  These individuals receive short-term 
outpatient prenatal care (not including labor and delivery).  

35. Medical Security Plan (MSP). Individuals are enrolled in MSP, a health plan provided by 
the Division of Unemployment Assistance (DUA), if they are receiving unemployment 
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compensation benefits under the provisions of Chapter 151A of the Massachusetts General 
Laws.  MSP provides health insurance to enrollees through premium assistance and direct 
coverage. Under premium assistance, partial premiums are paid for continuation of qualified 
ESI which began while the individual was still employed.  Direct coverage is provided by 
DUA through enrollment in a health plan for an individual who does not have continued ESI 
available, or if the individual qualifies for a hardship waiver.  Premiums are required for 
those with incomes over 150 percent of the FPL on a sliding scale fee schedule. 

36. Commonwealth Care (CommCare). CommCare is a commercial insurance-based 
premium assistance program administered by the Commonwealth Health Insurance 
Connector Authority (Connector or Connector Authority), an independent State agency.  
Premium assistance is offered for the purchase of health benefits from an MCO either 
licensed under MGL c. 175 by the Massachusetts Division of Insurance or substantially 
compliant with licensure requirements, as determined by the Connector Authority.  Total 
payments to the MCO must be actuarially sound, in accordance with the standards outlined in 
42 C.F.R. Part 438.6(c). 

37. Benefits Offered under Certain Demonstration Programs. 

Table B. MassHealth Direct Coverage Benefits 
Benefits Standard Common 

Health 
Family 

Assistance Basic Essential 

EPSDT X X 

Inpatient Acute Hospital X X X X X 

Adult Day Health X X 

Adult Foster Care* X X 

Ambulance (emergency) X X X X X 

Audiologist Services X X X X 

Behavioral Health Services 
(mental health and substance 
abuse) 

X X X X X 

Chapter 766 Home 
Assessment** X X X 

Chiropractic Care X X X X 

Chronic Disease and 
Rehabilitation Hospital  
Inpatient 

X X X 

Community Health Center 
(includes FQHC and RHC 
services) 

X X X X X 

Day Habilitation*** X X 

Dental Services X X X X X 
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Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 

Diversionary Behavioral 
Health Services X X X X X 

Durable Medical Equipment 
and Supplies X X X X X 

Early Intervention X X X 

Intensive Early Intervention 
Services for Eligible Children 
with Autism Spectrum 
Disorder 

X X X X X 

Family Planning X X X X X 

Hearing Aids X X X X 

Home Health X X X X 

Hospice X X X 

Laboratory/X-ray/ Imaging X X X X X 

Medically Necessary Non
emergency Transport X X 

Nurse Midwife Services X X X X 

Nurse Practitioner Services X X X X X 

Orthotic Services X X X X 

Outpatient Hospital X X X X X 

Outpatient Surgery X X X X X 

Oxygen and Respiratory 
Therapy Equipment X X X X X 

Personal Care X X 

Pharmacy X X X X X 

Physician X X X X X 

Podiatry X X X X X 

Private Duty Nursing X X 

Prosthetics X X X X X 

Rehabilitation X X X X X 

Renal Dialysis Services X X X X X 

Skilled Nursing Facility X X 

Speech and Hearing Services X X X X X 
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Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 

Targeted Case Management X X 

Therapy: Physical, 
Occupational, and Speech/ 
Language 

X X X X X 

Vision Care X X X X 

Only exam and 
testing services 
provided by a 
physician or 
optometrist 

Chart Notes: 
*Adult Foster Care Services – These services are State plan services and the definition of these 
services may vary contingent upon the approved State plan. In general, the services are 
assistance with activities of daily living and instrumental activities daily living, supportive 
services, nursing oversight and care management  provided in a qualified private home by a 
principal caregiver who lives in the home. Adult foster care is furnished to adults who receive 
the services in conjunction with residing in the home. The number of individuals living in the 
home unrelated to the principal caregiver may not exceed three Adult foster care does not 
include payment for room and board or payments to spouses, parents of minor children and other 
legally responsible relatives. 
** Chapter 766 Home Assessments – These services may be provided by a social worker, 
nurse or counselor.  The purpose of the home assessment is to identify and address behavioral 
needs that can be obtained by direct observation of the child in the home setting. 
*** Day Habilitation Services – These services are State plan services and the definition of 
these services may vary contingent upon the approved State plan.  In general, the services are 
assistance with skill acquisition in the following developmental need areas: self-help, 
sensorimotor, communication, independent living, affective, behavior, socialization and adaptive 
skills.  Services are provided in non-residential settings or Skilled Nursing Facilities when 
recommended through the PASRR process. Services include nursing, therapy and developmental 
skills training in environments designed to foster skill acquisition and greater independence. A 
day habilitation plan sets forth measurable goals and objectives, and prescribes an integrated 
program of developmental skills training and therapies necessary to reach the stated goals and 
objectives. 

38. Diversionary Behavioral Health Services. Diversionary behavioral health services are 
home and community-based mental health services furnished as clinically appropriate 
alternatives to and diversions from inpatient mental health services in more community-
based, less structured environments.  Diversionary services are also provided to support an 
individual’s return to the community following a 24-hour acute placement; or to provide 
intensive support to maintain functioning in the community.  There are two categories of 
diversionary services, those provided in a 24-hour facility, and those which are provided on 
an outpatient basis in a non-24-hour setting or facility. Generally, 24-hour and non-24 hour 
diversionary behavioral health services are provided by free-standing (community-based) or 
hospital-based programs licensed by the Department of Mental Health or the Department of 
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Public Health.  They are offered to provide interventions and stabilization to persons 
experiencing mental health or substance abuse crises in order to divert from acute inpatient 
hospitalization or to stabilize after discharge. These services do not include residential 
programs involving long-term residential stays. Managed care entities and the Prepaid 
Insurance Health Plan (PIHP) for behavioral health services identify appropriate individuals 
to receive diversionary services.  Managed care entities maintain a network of diversionary 
services and arrange, coordinate, and oversee the provision of medically necessary 
diversionary services, as described in Table C.  

Table C.  Diversionary Behavioral Health Services Provided Through Managed Care 
Under the Demonstration 

Diversionary Behavioral Health Service Setting Definition of Service 
Community Crisis Stabilization 24-hour 

facility 
Services provided as an alternative to 
hospitalization, including short-term 
psychiatric treatment in structured, 
community-based therapeutic environments.  
Community Crisis Stabilization provides 
continuous 24-hour observation and 
supervision for Covered Individuals who do 
not require Inpatient Services. 

Community Support Program (CSP) Non-24-hour 
facility 

An array of services delivered by a 
community-based, mobile, multi-disciplinary 
team of professionals and paraprofessionals. 
These programs provide essential services to 
Covered Individuals with a long standing 
history of a psychiatric or substance use 
disorder and to their families, or to Covered 
Individuals who are at varying degrees of 
increased medical risk, or to 
children/adolescents who have behavioral 
health issues challenging their optimal level 
of functioning in the home/community 
setting.  Services include outreach and 
supportive services, delivered in a 
community setting, which will vary with 
respect to hours, type and intensity of 
services depending on the changing needs of 
the Enrollee. 

Partial Hospitalization** Non-24-hour 
facility 

An alternative to Inpatient Mental Health 
Services, PHP services offer short-term day 
mental health programming available seven 
days per week.  These services consist of 
therapeutically intensive acute treatment 
within a stable therapeutic milieu and include 
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Diversionary Behavioral Health Service Setting Definition of Service 
daily psychiatric management. 

Acute Treatment Services for Substance 
Abuse 

24-hour 
facility 

24-hour, seven days week, medically 
monitored addiction treatment services that 
provide evaluation and withdrawal 
management.  Detoxification services are 
delivered by nursing and counseling staff 
under a physician-approved protocol and 
physician-monitored procedures and include: 
bio-psychosocial assessment; individual and 
group counseling; psychoeducational groups; 
and discharge planning.  Pregnant women 
receive specialized services to ensure 
substance use disorder treatment and 
obstetrical care.  Covered Individuals with 
Co-occurring Disorders receive specialized 
services to ensure treatment for their co-
occurring psychiatric conditions.  These 
services may be provided in licensed 
freestanding or hospital-based programs. 

Clinical Support Services for Substance 
Abuse 

24-hour 
facility 

24-hour treatment services, which can be 
used independently or following Acute 
Treatment Services for substance use 
disorders, and including intensive education 
and counseling regarding the nature of 
addiction and its consequences; outreach to 
families and significant others; and aftercare 
planning for individuals beginning to engage 
in recovery from addiction. Covered 
Individuals with Co-Occurring Disorders 
receive coordination of transportation and 
referrals to mental health providers to ensure 
treatment for their co-occurring psychiatric 
conditions.  Pregnant women receive 
coordination of their obstetrical care. 

Transitional Care Unit Services 
addressing the needs of children and 
adolescents, under age 19, in the 
custody of the Department of Children 
and Families (DCF), who need group 
care or foster care and no longer meet 
the clinical criteria for continued stay at 
an acute level of care. 

24-hour 
facility 

A community based therapeutic program 
offering high levels of supervision, structure 
and intensity of service within an unlocked 
setting. The TCU offers comprehensive 
services, including but not limited to, a 
therapeutic milieu**, psychiatry, aggressive 
case management, and multidisciplinary, 
multi-modal therapies. 

Psychiatric Day Treatment* Non-24-hour 
facility 

Services which constitute a program of a 
planned combination of diagnostic, treatment 
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Diversionary Behavioral Health Service Setting Definition of Service 
and rehabilitative services provided to a 
person with mental illness who needs more 
active or inclusive treatment than is typically 
available through a weekly visit to a mental 
health center, individual Provider’s office or 
hospital outpatient department, but who does 
not need 24-hour hospitalization. 

Intensive Outpatient Program Non-24-hour 
facility 

A clinically intensive service designed to 
improve functional status, provide 
stabilization in the community, divert an 
admission to an Inpatient Service, or 
facilitate a rapid and stable reintegration into 
the community following a discharge from 
an inpatient service.  The IOP provides time-
limited, comprehensive, and coordinated 
multidisciplinary treatment. 

Structured Outpatient Addiction 
Program 

Non-24-hour 
facility 

Clinically intensive, structured day and/or 
evening substance use disorder services.  
These programs can be utilized as a 
transition service in the continuum of care 
for an Enrollee being discharged from Acute 
Substance Abuse Treatment, or can be 
utilized by individuals, who need Outpatient 
Services, but who also need more structured 
treatment for a substance use disorder.  
These programs may incorporate the 
evidence-based practice of Motivational 
Interviewing (as defined by Substance Abuse 
and Mental Health Services Administration) 
into clinical programming to promote 
individualized treatment planning.  These 
programs may include specialized services 
and staffing for targeted populations 
including pregnant women, adolescents and 
adults requiring 24 monitoring. 

Program of Assertive Community 
Treatment 

Non-24-hour 
facility 

A multi-disciplinary team approach to 
providing acute, active, ongoing, and long
term community-based psychiatric treatment, 
assertive outreach, rehabilitation and support. 
The program team provides assistance to 
Covered Individuals to maximize their 
recovery, ensure consumer-directed goal 
setting, assist individuals in gaining a sense 
of hope and empowerment, and provide 
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Diversionary Behavioral Health Service Setting Definition of Service 
assistance in helping the individuals served 
become better integrated into the community. 
Services are provided in the community and 
are available, as needed by the individual, 24 
hours a day, seven days a week, 365 days a 
year. 

Emergency Services Program* Non-24-hour 
facility 

Services provided through designated 
contracted ESPs, and which are available 
seven days per week, 24 hours per day to 
provide treatment of any individual who is 
experiencing a mental health crisis. 

Community Based Acute Treatment for 
Children and Adolescents 

24-hour 
facility 

Mental health services provided in a staff-
secure setting on a 24-hour basis, with 
sufficient clinical staffing to insure safety for 
the child or adolescent, while providing 
intensive therapeutic services including, but 
not limited to, daily medication monitoring; 
psychiatric assessment; nursing availability; 
Specialing (which is defined as one-on-one 
therapeutic monitoring as needed for 
individuals who may be at immediate risk for 
suicide or other self harming behavior); 
individual, group and family therapy; case 
management; family assessment and 
consultation; discharge planning; and 
psychological testing, as needed.  This 
service may be used as an alternative to or 
transition from Inpatient services. 

Chart Notes: 
* This service is a service provided under the Medicaid State plan, and the definition may be changed 
pursuant to any State plan amendment. 
** In this context, “therapeutic mileau” refers to a structured, sub-acute setting, in which clinical services 
(therapies) are provided at both the individual and group level, and in which the common 
social/interpersonal interactions between each patient, and all others who are present in the setting, are 
incorporated into the treatment approach. 

39. Pediatric Asthma Pilot Program. This pilot program will utilize an integrated delivery 
system for preventive and treatment services through methodologies that may include a 
payment such as a per member/per month (PMPM) payment to participating providers for 
asthma-related services, equipment and supports for management of pediatric asthma for 
high-risk patients, to improve health outcomes, reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs.  
These methodologies are subject to CMS approval of the pilot program protocol.  The State 
must evaluate the degree to which such a payment and flexible use of funds enhances the 
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effects of delivery system transformation, as demonstrated by improved health outcomes at 
the same or lower costs. 

a) 	 Eligibility. The State must limit the pilot program to Demonstration eligible children, age 
2 through 18 at the time of enrollment in the pilot, who are enrolled in the Primary Care 
Clinician Plan panel of a participating practice site, and who have high risk asthma. 
Children with high risk asthma are those children who have, in the last 12 months prior to 
enrollment in the pilot, had an asthma-related inpatient hospitalization, observation stay, 
or emergency department visit or an oral corticosteroid prescription for asthma. The 
State must utilize Medicaid claims data to identify eligible children. 

b) 	 Benefits. The benefits within a payment such as a PMPM may vary over the course of 
the pilot. Prior to enrolling beneficiaries in the Pediatric Asthma Program, CMS must 
approve the benefit package and any changes proposed to the benefit package over the 
course of the pilot through the protocol process outlined is subparagraph (g). For 
example, pending CMS approval, services may include for Phase 1: non-traditional 
services and supplies to mitigate environmental triggers of asthma and home visitation 
and care coordination services conducted by qualified Community Health Workers. In 
Phase II, the payment structure such as a PMPM, bundled, global, or episodic payment 
may be expanded to also include certain Medicaid State plan services with utilization that 
is particularly sensitive to uncontrolled asthma (i.e. treatment provided by physicians, 
nurse practitioners and hospitals, medical equipment such as a nebulizer, spacer, peak 
flow meter, etc.). 

c) 	 Delivery System. Provider Participation in the pilot must be limited to primary care 
clinician sites that participate or enroll in the Primary Care Clinician Plan (PCCP). The 
practices must be responsible for supervision and coordination of the medical team, 
including Community Health Workers; delivery of asthma-related services paid for by 
the PMPM payment; as well as the PMPM cost of each beneficiary enrolled. 

Provider participation in the pilot must be determined through a Request for Proposal 
(RFP) process. The State must prioritize participation by qualified practices that serve a 
high number of patients with high-risk asthma enrolled in PCCP and have the capacity to 
manage asthma in a coordinated manner. In addition, the State must seek to include 
qualified practices that are geographically dispersed across the State and represent a 
range of provider types, such as physician group practices, community health centers, and 
hospital outpatient departments, in order to explore a variety of infrastructure challenges. 

d) 	 Infrastructure Support for Participating Provider Sites. To defray the costs of 
implementing the financial, legal and information technology system infrastructure 
required to manage a payment such as PMPM and coordination of patient care, 
participating provider sites are eligible for up to $10,000 per practice site for the sole 
purpose of infrastructure changes and interventions related to this Pediatric Asthma Pilot 
only. The amount of infrastructure support is variable up to this maximum depending on 
the provider's readiness, the State's review and finding of such readiness, and CMS' 
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concurrence on the use of the proposed funding for the practice as per the protocol 
process outlined in subparagraph (g). 

e) 	 Pilot Expansion. Following initial implementation and evaluation of programmatic 
outcomes, and subsequent CMS approval, the State may request CMS approval to 
implement a payment such as a PMPM, bundled, global or episodic payment and/or 
shared savings methodology component to the Pediatric Asthma Pilot. Examples of 
favorable outcomes include the prevention of asthma-related emergency department 
utilization, and asthma-related hospitalizations and improved patient outcomes. 

f) 	 Extent of FFP in the Pilot. FFP is not available for this pilot program until the protocols 
and milestones outlined in subparagraph (g) below are approved by CMS. The 
infrastructure support described in subparagraph ( d) above must be provided through the 
Infrastructure and Capacity-Building fund as part of the Safety Net Care Pool outlined in 
STC 49( d). CMS will provide FFP at the applicable Federal Medical Assistance 
Percentage for services and supplies outlined in the approved benefit package pursuant to 
subparagraph (g)(l), subject to reimbursement amounts identified in the payment 
methodology outlined in subparagraph (g)(5), demonstration budget neutrality limits and 
any applicable SNCP limits. 

g) 	 Required Protocols Prior to Claiming FFP. Before enrolling beneficiaries and claiming 
FFP under this pilot program, the State must meet the following milestones which require 
CMS preapproval. These protocols/milestones will be future Attachment F. 

1) A description and listing of the program specific asthma-related benefit package 
that will be provided to the pilot participants with rationale for the inclusion of 
each benefit; 

2) Eligibility, qualifications and selection criteria for participating providers, 
including the RFP for preapproval; 

3) A plan outlining how this pilot may interact with other Federal grants, such as for 
related research (e.g. NIH, HUD, etc.) and programmatic work (e.g. CHIPRA 
grant related to pediatric health care practices in multi-payer medical homes, etc.). 
This plan should ensure no duplication of Federal funds and outline the State's 
coordination activities across the various Federal support for related 
programmatic activities to address potential overlap in practice site selection, 
patient population, etc. 

4) A plan for the purchase and dissemination of supplies within the pilot specific 
benefit package, including procurement methods by the State and/or providers 
including volume discounts, etc; 

5) A payment rate setting methodology outlining the PMPM payment for the pilot 
services and supplies, consideration of risk adjustment and the estimated/expected 
cost of the pilot; 

6) A payment methodology outlining cost and reconciliation for the infrastructure 
payments to participating provider sites, and the eligibility and reporting 
requirements associated with the infrastructure payments; and 

7) An approved evaluation design for the pilot that is incorporated into the 
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evaluation design required per STC 84. The objective of the evaluation is to 
determine the benefits and savings of the pilot as well as design viability and 
inform broader implementation of the design. The evaluation design must include 
an evaluation of programmatic outcomes for purposes of subparagraph ( e ). As 
part of the evaluation, the State at a minimum must include the following 
requirements: 

i. 	 Collect baseline and post-intervention data on the service utilization and 
cost savings achieved through reduction in hospital services and related 
provider services for the population enrolled in the pilot. This data 
collection should include the quality measure on annual asthma-related 
emergency room visits outlined in the initial core set of children's health 
care quality measures authorized by the Children's Health Insurance 
Program Reauthorization Act (CHIPRA) beginning with a baseline set at 
the onset of the pilot, adjusted for the age range enrolled in the pilot 
program; 

11. 	 A detailed analysis of how the pilot program affects the utilization of acute 
health services, such as asthma-related emergency department visits and 
hospitalizations by high risk pediatric asthma patients, and how the pilot 
program reduces or shifts Medicaid costs associated with treatment and 
management of pediatric asthma; 

m. 	 An assessment of whether the cost projections for the provider payment 
were appropriate given the actual cost of rendering the benefits through 
the pilot program; and 

iv. 	 A detailed analysis of how the effects of the pilot interact with other 
related initiatives occurring in the State. 

h) 	 Changes to the Pediatric Asthma Program and/or Amendments to the Protocols. If the 
State proposes to amend the pilot benefits, payment structure, delivery system or other 
issues pursuant to the protocols it must seek CMS approval to amend its protocols as 
outlined in subparagraph (g) and (i). An amendment to protocols is not subject to STC 7 
regarding demonstration amendments. Should the State choose to design and plan for 
payments such as bundled, global or episodic payments or shared savings to participating 
providers, methodology documents must be preapproved by CMS prior to contract 
changes or implementation of the changes; any shared savings or payment methodologies 
must be consistent with CMS policy and guidelines, including any quality reporting 
guidelines. 

i) Reporting. The State must provide status updates on the pilot program within the 
quarterly and annual reports as required by STCs 58 and 59. At a minimum, reporting for 
the pilot program must provide an update on all pilot program related activities including: 

1) Current and future State activities related to the required deliverables as described 
in subparagraph (g), including anticipated changes to the benefit package, delivery 
system or payment methodology; 
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2) Services and supplies provided to beneficiaries, community outreach activities, 
increases and decreases in beneficiary enrollment or provider enrollment, and any 
complaints regarding quality or service delivery; 

3) Pediatric asthma pilot program payments to participating providers that occurred in 
the quarter. Infrastructure payments made to providers under this pilot will be 
reported pursuant to STCs 49( d) and 50(b ); 

4) Expenditure projections reflecting the expected pace of future provider payments; 
and 

5) Progress on the evaluation of the pilot program as required in subparagraph (g), 
including a summary of the baseline and pilot outcome data from Medicaid claims 
data associated with enrollee utilization and associated cost of treatment, including 
prescriptions, and primary care, emergency department and hospitalization visits. 

40. Intensive Early Intervention Services for Children with Autism Spectrum Disorder. 
The State will provide medically necessary Applied Behavioral Analysis-based (ABA) 
treatment services to MassHealth eligible children as stipulated below. The early 
intervention services are highly structured, evidence based, individualized, person-centered 
treatment programs that address the core symptoms of autism spectrum disorder (ASD)._A 
waiting list is not allowable for this program. 

a) 	 Eligibility. The State will limit eligibility to MassHealth eligible children, ages 0 through 
three years with a confirmed diagnosis of one of the following codes: Autistic Disorder 
code 299 .00; Childhood Disintegrative Disorder - code 299 .10; Asperger' s Disorder 
code 299.80; Pervasive Development Disorder - code 299.10; Rett's Disorder - code 
299 .80 according to the most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association or a diagnosis of autism in any 
updated version of this manual, and must be conferred by a physician or a licensed 
psychologist; have an Individualized Family Service Plan (IFSP) that identifies medically 
necessary ABA-based services; and who are not otherwise enrolled in the State's 
currently approved section 1915(c) HCBS waiver entitled "Children's Autism Spectrum 
Disorder Waiver," CMS base control number 40207, because the child has not been 
determined to meet institutional level of care requirements. 

b) 	 Individualized Family Service Plan (IFSP). Massachusetts will utilize a universal IFSP 
form approved by the Massachusetts Department of Public Health that includes the 
elements required under Part C of the Individuals with Disabilities Education Act (IDEA) 
and Massachusetts Early Intervention Operational Standards. The form will utilize a 
child-centered and family-directed planning process intended to identify the strengths, 
capacities, preferences, needs, and desired outcomes for the child. 

The IFSP is a written plan that is developed for each eligible infant and toddler with a 
disability according to the Part C regulations under the IDEA. The IFSP specifies the 
child's: service coordinator; present levels of development; and family resources, 
priorities, and concerns. It also includes measurable results or outcomes and the criteria, 
procedures, and timelines used to determine the degree to which progress toward 
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achieving the results or outcomes identified in the IFSP is being made. There is also a 
statement of the specific early intervention services based on peer-reviewed research (to 
the extent practicable) that are necessary to meet the unique needs of the child and the 
family to achieve the results or outcomes identified including: beginning date, length, 
duration, frequency, intensity, method of delivering, and location of the services. The 
IFSP will also include a statement that the ABA-based treatment will be provided in the 
natural environment for that child to the maximum extent appropriate, or a justification as 
to why the service will not be provided in the natural environment. The IFSP must 
specify the identification of medical or other services such as ABA-based treatment the 
child needs or is receiving through other sources, including title XIX. The plan will be 
reviewed and updated at least annually. 

c) 	 Benefits. Participants are eligible to receive ABA-based services. All treatment must be 
evidence-based, and newer interventions for which there is no evidence of effectiveness 
may not be employed until such time as there is at least emerging evidence to fully 
support the intervention's appropriate usage and assure the health and safety of 
demonstration enrollees. There is no annual maximum benefit. 

The following services will be provided as ABA-based treatment: 
1) Assessment of child's functional skills across domains impacted by ASD: 
2) Development of individualized treatment plan to teach new skills; 
3) Direct child instruction to teach new skills; 
4) Functional behavioral assessment and support plan to decrease problematic 

behavior and increase appropriate behavior when indicated; 
5) 	 Family training to assist family, extended family, and non-paid caregivers in 

generalization of skills into the child's natural routines and in management of 
behavior; and 

6) 	 Supervisory session to ensure consistency in instructional practices, data collection 
accuracy, and to make program adjustments as needed. 

d) 	 Delivery System. MassHealth will provide ABA-based treatment services to children 
through the fee for service delivery system. Children who are enrolled in a contracted 
managed care organization (MCO) will receive the services as a fee for service "wrap" to 
the MassHealth covered services. 

e) Behavioral Supports and Coordination. Provider specifications for each service specified 
above are as follows: 

1) Board-Certified Behavioral Analyst: hold a doctoral or master's degree and meet 
certification requirements of the Behavior Analyst Certification Board; 

2) Supervising Clinician: hold a master's degree in psychology, education or related 
field, and any related state licensure for the discipline; 

3) Therapist: hold a bachelor's degree and have one year experience with children 
with autism is preferred; and 

4) Specialty Associate: hold an associate degree and have one year experience 
providing care for a child on the autism spectrum. 
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f) 	 Provider Participation. All providers must participate in MassHealth. The Department of 
Public Health shall require that direct care personnel providing the ABA-based treatment 
will attain provisional certification prior to billing Medicaid for any direct services. · 
Entities or individuals that have responsibility for IFSP development may not provide 
ABA-based treatment to a demonstration enrollee. 

g) 	 Cost-Sharing. MassHealth cost sharing requirements will apply to children who are both 
eligible for MassHealth, and the ABA-based services. The annual fee assessed by the 
Massachusetts Department of Public Health for all children enrolled in its general early 
intervention services program will not apply to MassHealth eligible children. Cost
sharing requirements for MassHealth enrolled children who receive the ABA-based 
treatment will be the same as the cost-sharing requirements for all other section 1115 
demonstration waiver participants as outlined in Attachment B. 

h) 	 Payment. Before providing the services outlined in subparagraph (c) and claiming FFP 
under this component of the Demonstration, the State must submit a protocol to CMS for 
CMS approval that outlines the methodology of the payment rate and the actual rates 
provided to Demonstration participants outlined in subparagraph ( c) which are provided 
by providers specified in subparagraphs (e) and (f). This deliverable will be future 
Attachment G. 

Proposed rates and any proposed changes to such rates will be subject to public notice. 
Any changes to the payment protocol are subject to CMS approval as outlined above. 

i) 	 Self Direction. Families of children who are eligible to receive the ABA-based services 
may participate in electing the evidence based intervention treatment model for their 
child. Parents or other legally responsible relatives will be given the opportunity to 
interview providers before making the selection of a particular treatment model or 
provider. 

j) Assurances. The State must meet the following requirements: 
1) Assure the CMS that Part C grant funds will not be used as the non-federal share 

for Medicaid purposes; 
2) Comply with all other requirements of Part 303 of the IDEA, Early Intervention 

Program for Infants and Toddlers with Disabilities in accordance with the 
provision of the ABA-based treatment; 

3) Must not permit restraint or seclusion during the course of service delivery; and 
4) Assure that direct service workers accused of abuse or neglect will not provide 

services to MassHealth enrollees receiving ABA-based treatment until the State's 
investigation process is completed. 

k) 	 Quality Strategy for ABA-Based Treatment Services. The State must implement an 
overall Quality Assurance and Improvement (QAI) strategy that assures the health and 
welfare of children receiving the ABA-based services. The strategy will be consistent 
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with the general quality requirements for Medicaid home and community-based services 
(HCBS) through other sections of the Act such as sections 1915(c) and 1915(i). 

Through an ongoing discovery, remediation and improvement process the State will 
monitor, at a minimum: 

1) IFSP determinations and service delivery; 
2) Provider qualifications; 
3) Enrollee health and welfare; 
4) Financial oversight between the State and Federal programs; and 
5) Administrative oversight. 

The State must also monitor such items as medical necessity determinations for ABA
based treatment, timeliness of service delivery, improvement and sustainability of 
functional abilities of enrolled children, effectiveness of treatment type, and staff training. 
The State will submit its QAI strategy for ABA-based treatment by January 1, 2012. 
During the time the Demonstration is effective, the State assures CMS it will implement 
the strategy and update it as needed in part based on findings listed in the Annual Report 
described below. 

1) 	 Annual Report. The State shall provide the CMS with a draft annual HCBS report as part 
of the annual report requirement for the Demonstration as stipulated in STC 59. The first 
draft HCBS report will be due no later than October 1, 2012. The HCBS report will at a 
minimum include: 

1) An introduction; 

2) A description of each ABA-based treatment; 

3) An overarching QAI strategy that assures the health and welfare of enrollees 


receiving HCBS that addresses the: (a) enrollee's person-centered individual 
service plan development and monitoring, b) specific eligibility criteria for 
particular HCBS, c) provider qualifications and/or licensure, d) health and safety, 
d) financial oversight between State and Federal programs, and e) administrative 
oversight by the State Medicaid Agency; 

4) An update on services used by enrollees; 
5) The various treatment modalities employed by the State, including any emerging 

treatments, updated service models, opportunities for self-direction, etc.; 
6) Specific examples of how the services have been used to assist Demonstration 

enrollees; 
7) . 	 A description of the intersection between demonstration ABA-based treatment and 

any other State programs or services aimed at assisting high-needs populations and 
rebalancing institutional expenditures; and 

8) 	 Other topics of mutual interest between CMS and the State related to the ABA
based treatment. 

The Report may also address workforce development, certification activity, self
direction, and capacity in the State to meet needs of the population receiving the services, 
and rebalancing goals related to HCBS. Additionally, the Report will also summarize the 
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outcomes of the State's Quality Strategy for HCBS as outlined above. The State may 
also choose to provide the CMS with any other information it believes pertinent to the 
provision of the ABA-based treatment services/HCBS and their inclusion in the 
Demonstration, including innovative practices, cost-effectiveness, and short and long
term outcomes. 

VI. DELIVERY SYSTEM 

The MassHealth section 1115 Demonstration provides benefits through multiple delivery 
systems and programs. A fundamental philosophy of MassHealth is that the Commonwealth will 
enable beneficiaries to take advantage of available and qualified employer-sponsored insurance 
(ESI) when cost effective. These circumstances include the availability of ESI, the employer's 
contribution level meeting a State-specified minimum, and its cost-effectiveness. MassHealth 
pays for medical benefits directly (direct coverage) only when no other source of payment is 
available and cost-effective. Beneficiaries are required, as a condition of eligibility under most 
coverage types, to obtain or maintain private health insurance when MassHealth determines it is 
cost effective to do so, with the premium assistance necessary to make it affordable for the 
beneficiary. All Demonstration programs except MassHealth Prenatal and MassHealth Limited 
have a premium assistance component. 

Under MassHealth premium assistance, the Commonwealth provides a contribution through 
reimbursement to the member or direct payment to the insurer, toward an employed individual's 
share of the premium for an ESI plan of which the individual is a beneficiary or covered 
dependent, and which meets a basic benefit level (BBL). The Commonwealth has identified the 
features of a qualified health insurance product, including covered benefits, deductibles and co
payments, which constitute the BBL. Each ESI plan is measured against the BBL, and a 
determination is then made regarding the cost-effectiveness of providing premium assistance 
rather than direct coverage. Premium assistance is the provided benefit under the 
Commonwealth Care for the purchase of a commercial health insurance product. 

MassHealth benefits provided through direct coverage are delivered both on a fee for service 
(FFS) and capitated basis under the demonstration. See Table D within STC 45 for details on the 
Delivery System and Coverage for MassHealth Administered Programs. As described below in 
Table D, MassHealth may require members eligible for direct coverage under Standard, Family 
Assistance, CommonHealth, Basic and Essential to enroll in managed care. Most members can 
elect to receive services either through the statewide Primary Care Clinician (PCC) Plan or from 
a MassHealth-contracted managed care organization (MCO). Managed care enrollment is 
mandatory for CommonHealth members with no third party liability. In addition, children who 
are clients of the Departments of Children and Families (DCF) or Youth Services (DYS) who do 
not choose a managed care plan are required to enroll with the behavioral health contractor for 
behavioral health services and may choose to receive medical services on a fee-for-service basis. 

Children eligible under TEFRA section 134 (Kaileigh Mulligan) and children receiving title IV
E adoption assistance may opt to enroll in managed care or receive health services via fee-for
service. Children who choose managed care may choose a managed care organization (MCO) or 
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a PCC plan. Children who choose an MCO will receive their behavioral health services through 
the MCO. Children who choose the PCC Plan will receive their behavioral health services 
through the behavioral health contractor. Children who choose fee-for-service will be passively 
enrolled with the behavioral health contractor for behavioral health services, but have the ability 
to opt-out and receive behavioral health services through the fee-for-service provider network. 

41. Managed Care Arrangements. MassHealth may implement, maintain, modify (without 
amendment to the Demonstration), and any managed care arrangements authorized under 
section 1932(a) of the Act or 42 CFR 438 et seq., including: 

a) 	 PCC Plan. The PCC Plan is a primary care case management program administered by 
MassHealth. In the PCC Plan, members enroll with a PCC who provides most primary 
and preventive care and who is responsible for providing referrals for most specialty 
services. Members can access specialty services from any MassHealth provider, subject 
to PCC referral and other utilization management requirements. Members enrolled in the 
PCC Plan receive mental health and substance abuse services through a single Behavioral 
Health Program (BHP) contractor, which is a Prepaid Inpatient Health Plan (PIHP). The 
PCC Plan members are guaranteed freedom of choice of provider for family planning 
services and are able to obtain these services from any participating Medicaid provider 
without consulting their PCC or obtaining MassHealth's prior approval. 

b) 	 Enhanced Primary Care Clinician Payments. In accordance with 42 CFR 438.6(c)(5)(iv) 
MassHealth may establish enhanced fee-for-service rate payments or capitated rate 
payments to Primary Care Clinicians for coordination of the care delivered to their 
enrolled PCC plan members. MassHealth may also establish pay-for-performance 
incentives using capitated or other payment arrangements for achieving certain quality of 
care benchmarks, for demonstrating certain levels of improvement for selected 
Healthcare Effectiveness Data and Information Set (HEDIS) or other quality indicators, 
and for implementing practice infrastructure designed to support the delivery of high
quality health care services to enrolled members. 

c) 	 Patient Centered Medical Home Initiative (PCMHI). The PCMHI is a multi-payer 
initiative to transform selected primary care practice sites into PCMHs by 2015. 
MassHealth is a dominant public payer in the PCMHI and is assuming the same 
responsibilities as other participating payers both for enrollees in its PCC Plan and those 
in Medicaid contracted MCOs. The PCMHI practices must meet reporting requirements 
on clinical and operational measures, in addition to certain benchmarks to indicated 
continued progress towards medical home transformation, such as obtaining National 
Committee for Quality Assurance (NCQA). Physician Practice Connections-Patient 
Centered Medicaid Home (PPC®-PCMHC1M) Level One recognition. Any infrastructure 
support provided to Primary Care Clinicians who participate as PCMHI providers must 
be funded by the infrastructure and capacity-building component of the SNCP as 
referenced in STC 49( d). A formal evaluation of the PCMHI is also being conducted and 
should be included as relevant to the Demonstration in draft evaluation design as per STC 
84. 
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d) 	 MCO. MassHealth contracts with MCOs that provide comprehensive health coverage 
including behavioral health services to enrollees. MCO enrollees may receive family 
planning services from any provider without consulting their PCP or MCO and are not 
required to obtain prior approval from MassHealth. For family planning services 
provided by MassHealth providers not participating in the MCO network, MassHealth 
reimburses the provider on a FFS basis and recoups the funds from the MCO. 
MassHealth does not have a lock-in policy. Members who either choose or are assigned 
to a health plan may transfer to another available health plan in their geographic service 
area at any time for any reason. 

42. Exclusions from Managed Care Enrollment. MassHealth may exclude the following 
individuals from enrollment in a MassHealth-contracted managed care plan: 

a) 	 Individuals for whom MassHealth is a secondary payer (i.e., a member with other health 
insurance). For purposes of exclusion from managed care, "other health insurance" is 
defined as any medical coverage plan available to the member, including, but not limited 
to Medicare, CHAMPUS, or a private health plan. However, MassHealth requires 
children eligible for MassHealth Standard and CommonHealth, for whom MassHealth. is 
a secondary payer, to enroll with the behavioral health contractor for behavioral health 
services; 

b) 	 Individuals who an~ receiving MassHealth Standard, CommonHealth, or Family 
Assistance benefits during the presumptive eligibility period or the time-limited period 
while MassHealth investigates and verifies access to qualified and cost-effective private 
health insurance or the time-limited period while the member is enrolling in such 
insurance; 

c) 	 Individuals receiving Prenatal and Limited coverage; 

d) 	 Individuals receiving Standard coverage who are receiving hospice care, or who are 
terminally ill as documented with a medical prognosis of a life expectancy of 6 months or 
less; and 

e) 	 Participants in a Home and Community-Based Services Waiver who are not eligible for 
SSI and for whom MassHealth is not a secondary payer. MassHealth may permit such 
individuals to enroll in managed care, including the option to enroll with the behavioral 
health contractor for behavioral health services and receive their medical services on a 
fee-for-service basis. 

43. Contracts. 

a) 	 Managed Care Contracts. All contracts and modifications of existing contracts between 
the Commonwealth and MCOs must be prior approved by CMS. The Commonwealth 
will provide CMS with a minimum of 30 days to review and approve changes. 
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b) 	 Public Contracts. Contracts with public agencies, that are not competitively bid in a 
process involving multiple bidders, shall not exceed the documented costs incurred in 
furnishing covered services to eligible individuals (or a reasonable estimate with an 
adjustment factor no greater than the annual change in the consumer price index), unless 
the contract is set at the same rate for both public and private providers. This requirement 
does not apply to contracts under the SNCP as outlined in STC 49(c) and STC 49(e) 
except as implemented by STC 50(f). 

c) 	 Selective Contracting. Procurement and the subsequent final contracts developed to 
implement selective contracting by the Commonwealth with any provider group shall be 
subject to CMS approval prior to implementation, except for contracts authorized 
pursuant to 42 CPR 431.54(d). 

d) 	 Patient Centered Medical Home Initiative (PCMHI). Details regarding the PCHMI may 
be found in the Commonwealth's PCC and MCO contracts. 

44. MassHealth Standard and CommonHealth Premium Assistance. If available and cost 
effective, the Commonwealth will purchase cost-effective private health insurance on behalf 
of individuals eligible for Standard or CommonHealth coverage. The State will also provide 
coverage for additional services required to ensure that such individuals are receiving no less 
than the benefits they would receive through direct coverage under the State Plan. This 
coverage will be furnished, at the State option, on either a FPS basis or through managed care 
arrangements. These individuals are not required to contribute more towards the cost of their 
private health insurance than they would otherwise pay for MassHealth Standard or 
CommonHealth coverage. Cooperation with the Commonwealth to obtain or maintain 
available health insurance will be treated as a condition of eligibility for all of those in the 
family group, except those who are under the age of 19, or pregnant. 

45. Overview of Delivery System and Coverage for MassHealth Administered Programs. 
The following chart provides further detail on the delivery system utilized for the 
MassHealth administered programs and the related start date for coverage: 
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Table D. Delivery System and Coverage for MassHealth Demonstration Programs 

Coverage Type 
Delivery 
System Type M

an
da
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ry
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un
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ry

FF
S 

O
nl

y

Start Date of Coverage**** 
Standard* 

Individuals with no third party 
liability (TPL) 

MCO or 
PCC Plan** x 10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Kaileigh Mulligan eligible 
children and children receiving 
title IV-E adoption assistance 

Behavioral 
health is 
typically 
provided via 
BHP PIHP, 
although a 
FFS 
alternative 
must be 
available; all 
other services 
are offered via 
MCO, PCCP 
Plan or FFS.  

x 

Kaileigh Mulligan - may be 
retroactive to first day of third 
month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided.” 

Title IV-E adoption assistance 
start date of adoption 

Medically complex children in 
the care/custody of the DCF 

Special Kids 
Special Care 
MCO 

x Start date of State custody 

Children in the care/custody of 
the DCF or DYS, including 
medically complex children in 
the care/custody of the DCF 

All services 
are offered via 
MCO, PCC 
Plan or FFS, 

x x x Start date of State custody 

MassHealth Page 48 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



 

                                                                                                                                
  

 
 

 
 

 

  

 
 

 
 

 
 

  

 
 

 

 

 

 
 

     

 

      

 

  
     

 
 

 
    

 

 
 
 

 
 

 
 

   

     

Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
with the 
exception of 
behavioral 
health which 
is provided via 
mandatory 
enrollment in 
BHP PIHP 
unless a child 
is enrolled in 
an MCO (in 
which case, 
behavioral 
health is 
provided 
through the 
MCO).   

Presumptive children, for an up 
to 60-day period, before self-
declared family income is 
verified 

FFS x 10 days prior to date of application 

Women in the Breast and 
Cervical Cancer Treatment 
Program 

MCO or PCC 
Plan x 10 days prior to date of application 

CommonHealth* 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x x 10 days prior to date of application 

Individuals with qualifying ESI Premium 
assistance x 10 days prior to date of application 

MassHealth Page 49 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



 

                                                                                                                                
  

 
 

 
 

 

  

 
 

 
  

  
     

 
 

  
    

 
 

    

  

  
     

 
 

    

 

 

 
 

 
 

    
 

 

  
   

  

 
 

    
 

 

  
   

  

 
 

    
 

 

Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
with wrap 

Family Assistance for HIV/AIDS* 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Individuals with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Family Assistance for Children*** 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Insurance Partnership 

Individuals with qualifying ESI 

Premium 
assistance for 
employees and 
incentive 
payments for 
employers 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Basic 

Individuals with no TPL MCO or 
PCC Plan x 

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Essential 

Individuals with no TPL MCO or 
PCC Plan x 

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Limited 
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Coverage Type 
Delivery 
System Type M

an
da

to
ry

 

V
ol

un
ta

ry

FF
S 

O
nl

y

Start Date of Coverage**** 
Individuals receiving emergency 
services only FFS x 10 days prior to date of application 

Prenatal FFS x 10 days prior to date of application 
Home and Community-Based 
Waiver, under age 65 

Generally 
FFS, but also 
available 
through 
voluntary 
MCO or PCC 
Plan 

x 

May be retroactive to first day of 
third month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided. 

Medical Security Plan 

Direct Coverage MCO x Start date of unemployment 
benefits 

Premium Assistance 
Premium 
assistance 
only 

N/A 
Start date of unemployment 
benefits 

Commonwealth Care Premium 
Assistance MCO x First day of month following 

enrollment 

Chart Notes 
*TPL wrap could include premium payments 
**FFS until member selects or is auto-assigned to MCO or PCC Plan 
***Presumptive and time-limited during health insurance investigation 
****All retroactive eligibility is made on a FFP basis 

VII.  COST SHARING 

46. Overview. Cost-sharing imposed upon individuals enrolled in the Demonstration varies 
across Demonstration programs and by FPL, except that no co-payments are charged for any 
benefits rendered to children under age 19 or pregnant women.  Additionally, no premium 
payments are required for any individual enrolled in the Demonstration whose gross income 
is less than 150 percent FPL.  Please see Attachment B for a full description of cost-sharing 
under the Demonstration for MassHealth-administered programs.  The Commonwealth has 
the authority to change cost-sharing for the Commonwealth Care and Medical Security Plan 
program without amendment.  Updates to the cost-sharing will be provided upon request and 
in the annual reports.   

VIII. THE SAFETY NET CARE POOL (SNCP) 
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47. Description. The Safety Net Care Pool (SNCP) was established effective July 1, 2005 for 
the purpose of reducing the rate of uninsurance in the Commonwealth while providing 
residual provider funding for uncompensated care, and care for Medicaid FPS, Medicaid 
managed care, Commonwealth Care and low-income uninsured individuals, as well as 
infrastructure expenditures and access to certain State health programs related to vulnerable 
individuals, including low-income populations as described in Attachment E. 

48. SNCP Effective Date. Notwithstanding the effective date specified in section I of the STCs 
or in any other Demonstration documentation, all STCs, waivers and expenditure authorities 
relating to the SNCP are effective for dates of services beginning on the date of the approval 
letter through June 30, 2014. For the period operating under temporary extension from July 
1, 2011, through the period prior to the date of the approval letter, all SNCP expenditures 
were authorized up to the amount of the DSH allotment for SPY 2012, with the exception of 
Commonwealth Care which was funded through budget neutrality savings. The aggregate 
SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
extension period to reflect this exception. 

49. Expenditures Authorized under the SNCP. The Commonwealth is authorized to claim as 
allowable expenditures under the demonstration, to the extent permitted under the SNCP 
limits under STC 50, the following categories of payments and expenditures. The 
Commonwealth must identify the provider and the source of non-Federal share for each 
component of the SNCP. Federally-approved payments and expenditures within these 
categories are specified in Attachment E. 

a) 	 Commonwealth Care. For dates of services through December 31, 2013, the 
Commonwealth may claim as allowable expenditures under the Demonstration to the 
extent permitted under the SNCP limits under STC 50 premium assistance under the 
Commonwealth Care health insurance program for individuals ages 21 and older without 
dependent children with income above 133 percent of the FPL through 300 percent of the 
FPL. 

b) Designated State Health Programs (DSHP). For dates of service through December 31, 
2013, the Commonwealth may claim as allowable expenditures under the Demonstration 
to the extent permitted under the SNCP limits under STC 50 DSHP, which are otherwise 
State-funded programs that provide health services. 

c) 	 Providers. As described in Attachment E, the Commonwealth may claim as an allowable 
expenditure under the Demonstration to the extent permitted under the SNCP limits under 
STC 50, payments to providers, including but not limited to, acute hospitals and health 
systems, non-acute hospitals, and other providers of medical services to support 
uncompensated care for Medicaid FPS, Medicaid managed care, Commonwealth Care, 
and low-income uninsured individuals. The Commonwealth may also claim as an 
allowable expenditure payments not otherwise eligible for FFP that are for otherwise 
covered services furnished to individuals who are inpatients in an Institution for Mental 
Disease (IMD). 
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d) 	 Infrastructure and capacity-building. The Commonwealth may claim as allowable 
expenditures under the Demonstration to the extent permitted under the SNCP limits 
under STC 50 expenditures that support capacity-building and infrastructure for the 
improvement or continuation of health care services that benefit the uninsured, 
underinsured, MassHealth, Demonstration and SNCP populations. Infrastructure and 
capacity-building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c). Activities 
related to Delivery System Transformation Initiatives are prohibited from also being 
claimed as infrastructure and capacity-building. In the annual report as required by STC 
59, the Commonwealth must provide the actual amount, purpose and the entity each 
associated payment was made to for this component of the SNCP. 

e) 	 Delivery System Transformation Initiatives (DSTI). The Commonwealth may claim as 
allowable expenditures under the Demonstration, to the extent permitted under the SNCP 
limits under STC 50, incentive payments to providers for the development and 
implementation of a program that support hospitals' efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

1) Eligibility. The program of activity funded by the DSTI shall be based in public 
and private acute hospitals, with a high, documented Medicaid patient volume, 
that are directly responsive to the needs and characteristics of the populations and 
communities. Therefore, providers eligible for incentive payments are defined as 
public or private acute hospitals with a Medicaid payer mix more than one 
standard deviation above average and a commercial payer mix more than one 
standard deviation below average based on FY 2009 cost report data. The 
hospitals eligible for incentive payments, over this Demonstration period, based 
on this criterion, are listed in Attachment I. 

2) 	 Master DSTI Plan. The Commonwealth must develop and submit to CMS for 
approval a "master" DSTI plan. CMS shall render a decision on the master DSTI 
plan within 45 days of the Commonwealth's submission of the plan to CMS. The 
master plan must: 

i. 	 Outline the global context, goals and outcomes that the State seeks to 
achieve through the combined implementation of individual projects by 
hospitals; 

ii. 	 Specify the DSTI categories consistent with subparagraph (4) below, and 
detail the associated projects, population-focused objectives and 
evaluation metrics from which each eligible hospital will select to create 
its own plan; 

iii. 	 Detail the requirements of the hospital-specific plans discussed in 
subparagraph (3) and STC 52; and 

1v. 	 Specify all requirements for the DSTI plans and funding protocol pursuant 
to STC52. 
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3) 	 Hospital-specific Plans. Upon CMS approval of the Commonwealth's master 
DSTI plan, each participating hospital must submit an individual DSTI plan that 
identifies the projects, population-focused objectives, and specific metrics 
adopted from the master DSTI plan and meets all requirements pursuant to STC 
52. CMS shall approve each hospital's DSTI plan within 45 days of the 
Commonwealth's submission of the hospital's plan to CMS for final approval 
following the State review process pursuant to STC 52(a)(6), provided that the 
plan(s) meet all requirements of the approved master DSTI plan outlined in STC 
52(a)(2) and STC 52(a)(3) in addition the requirements outlined for the hospital 
specific DSTI plans pursuant to STC 52(b) and the approved DSTI payment and 
funding protocol pursuant to STC 52 ( c ). 

Participating hospitals must implement new, or significantly enhance existing 
health care initiatives. The hospital-specific DSTI plans must address all four 
categories, as outlined in subparagraph (4) below, but each hospital is not required 
to select all projects within a given category. Each individual hospital DSTI plan 
must include a minimum number of projects selected within each category as 
outlined in the master DSTI plan and report on progress to receive DSTI funding. 
Eligibility for DSTI payments will be based on successfully meeting metrics 
associated with approved projects as outlined in subparagraph (6) and the 
submission of required progress reports outlined in STC 53(c)(l). 

4) 	 DSTI Categories and Projects. Each participating hospital must select a minimum 
number of projects from each category as outlined in the master DSTI plan. 
Additionally, the projects must be consistent with the overarching approach of 
improving health care through the simultaneous pursuit of three aims: improving 
the experience of care, improving the health of populations, and reducing per 
capita costs of health care. The selected projects will be detailed in the hospital
specific plans described in subparagraph (3) and STC 52. Each project, 
depending on the purpose and scope of the project, may include a mix of process
oriented metrics to measure progress in the development and implementation of 
infrastructure and outcome metrics to measure the impact of the investment. 
Metrics are further discussed in subparagraph (5) and STC 52. 

There are four categories for which funding authority is available under the DSTI, 
each of which has explicit connection to the achievement of the Three Part Aim 
mentioned in the preceding paragraph: 

Category 1: Development of a fully integrated delivery system: This category 
includes investments in projects that are the foundation of delivery system change to 
encompass the concepts of the patient-centered medical home (PCMH) model to 
increase delivery system efficiency and capacity. Examples include: 

i. Investments in communication systems to improve data exchange with 
medical home sites 
ii. Integration of physical and behavioral health care 

MassHealth Page 45 of 102 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



iii. Development of integrated care networks across the continuum of care 
iv. Investment in patient care redesign efforts, such as patient navigators, 
alternative delivery sites, alternative office hours, etc. 

Category 2: Improved Health Outcomes and Quality: This category includes 
development, implementation and expansion of innovative care models which have 
the potential to make significant demonstrated improvements in patient experience, 
cost and care management. Examples include: 

i. Implementation of Enterprise-wide Care Management or Chronic Care 
Management initiatives, which may include implementation and use of 
disease management registries 
ii. Improvement of care transitions, and coordination of care across inpatient, 
outpatient, post-acute care, and home care settings 
iii. Adoption of Process Improvement Methodologies to improve safety, 
quality, and efficiency 

Category 3: Ability to respond to statewide transformation to value-based 
purchasing and to accept alternatives to fee-for-service payments that promote 
system sustainability. Examples include: 

i. Enhancement of Performance Improvement and Reporting Capabilities 
ii. Development of enhanced infrastructure and operating and systems 
capabilities that would support new integrated care networks and alternative 
payment models to manage within new delivery and payment models 
iii. Development of risk stratification capabilities/functionalities 

Category 4: Population-Focused Improvements. This category involves 
evaluating the investments and system changes described in categories 1, 2 and 3 
through population-focused objectives. Metrics must evaluate the impact of 
health care delivery system and access reform measures on the quality of care 
delivered by participating providers. Metrics must also evaluate the impact of the 
payment redesign and infrastructure investments to improve areas such as cost 
efficiency, systems of care, and coordination of care in community settings. 
Metrics may vary across participating providers, but should be consistent within 
projects developed in the DST! master plan to facilitate evaluation. 

5) 	 DST! Metrics and Evaluation. Each eligible provider must develop process
oriented and outcome metrics for each of the Categories 1, 2 and 3 that 
demonstrate clear project goals and objectives to achieve systematic progress. 
Examples of such project metrics may include: identification and purchase of 
system, programming of system, going live on a system, contracting with a payer 
using a bundled payment system, enrollment of a defined percentage of patients to 
a Medical Home model, increase by a defined amount the number of primary care 
clinics using a Care Management model, improve by a defined percentage 
patients with self-management goals, increase by a defined amount the number of 
patients that have an assigned care manager team, etc. 
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Metrics related to Category 4 shall recognize that the population-focused 
objectives/projects do not guarantee outcomes, but that the objectives/projects 
must result in learning, adaptation and progress toward the desired impact. These 
metrics must quantitatively measure the impact of the projects in Categories 1, 2 
and 3 (e.g. disease measurements, ER admissions, cost management, etc.) on each 
participating provider's patient population. 

6) 	 DSTI Payments. DSTI payments for each participating provider are contingent 
on that provider meeting project metrics as defined in the approved hospital
specific plans. As further discussed in subparagraph (7) below, the final master 
DSTI plan and payment and funding protocol as required by STC 52 must include 
an incentive payment formula. Within this formula, approval of the hospital
specific plans may be considered an appropriate metric for the first incentive 
payment of the initiative in DY 15, and may equal up to 50 percent of the DY 15 
total annual amount of DSTI funding a hospital may be eligible for based upon 
incentive payments. Payment cycles to providers will be described in final 
approved DSTI funding protocol but will be made at a minimum on a semi-annual 
basis contingent upon providers meeting the associated metrics. The actual 
metrics for incentive payments and the amount of incentive payments dispersed in 
a given year will be outlined pursuant to the approved master DSTI plan, hospital
specific plans and funding protocol requirements outlined in STC 52 and the 
reporting requirements outlined in STC 53. 

DSTI payments are not direct reimbursement for expenditures or payments for 
services. DSTI payments are intended to support and reward hospital systems for 
improvements in their delivery systems and payment models that support the 
simultaneous pursuit of improving the experience of care, improving the health of 
populations, and reducing per capita costs of health care. The payments are not 
direct reimbursement for expenditures incurred by hospitals in implementing 
reforms. The DSTI payments are not reimbursement for health care services that 
are recognized under these STCs or under the State plan. 

DSTI payments should not be considered patient care revenue and will not be 
offset against other Medicaid reimbursements to hospital systems, including 
payments funded through approved intergovernmental transfers, or approved 
certified public expenditures incurred by government owned or operated hospital 
systems and their affiliated government entity providers for health care services, 
infrastructure and capacity-building, administrative activities, or other non-DSTI 
payment types authorized under these STCs and/or under the State plan. 

7) 	 Distribution of DSTI Funds among Hospitals: Attachment I specifies the hospitals 
eligible for DSTI over the Demonstration approval period and outlines the initial 
proportional allowance of available DSTI funds for participating providers to earn 
through DSTI incentive payments for SFY2012-2014. This initial proportional 
allowance is based upon a foundational amount of funding of $4 million for each 
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hospital over the Demonstration approval period that is necessary for hospitals to 
undertake transformation initiatives, regardless of hospital size. Beyond this 
foundational amount, the initial allotment of available funds is based on the 
relative size of each hospital's Medicaid and low-income public payer patient 
population, as measured by each hospital's patient services charges as indicated in 
the Medicaid and Low-Income Public Payer Gross Patient Services Revenue 
(GPSR), published in the SFY 2009 Massachusetts 403 acute hospital cost reports 
filed with the Division of Health Care Finance and Policy. "Public payers" in this 
instance include Medicaid, Medicaid managed care, Commonwealth Care and the 
Health Safety Net. The public payers and base year data are consistent with the 
eligibility criteria for participating providers. 

The final master DSTI plan, and payment and funding protocol, as outlined in 
STC 52, must specify the DSTI incentive payment formula and denote the total 
annual amount of DSTI incentive payments each participating hospital may be 
eligible for based upon the projects and metrics it selects. The incentive payment 
formula must identify per metric the following: (1) the annual base amount of 
funding per metric associated with the each category pursuant to STC 49(e)(4); 
(2) increases to that base amount associated with a hospital's proportional annual 
DSTI allowance; and (3) a rationale for any percentage adjustments made to a 
hospitals calculated DSTI allowance to account for factors such as differences in 
quality infrastructure, differences in external supports for improvements, and 
differences in patient populations to be identified in the master DSTI plan. 

8) 	 FFP. FFP is not available for DSTI payments to a participating provider until the 
DSTI master plan, the individual provider's plan and the funding protocol 
outlined in STC 52 are approved by CMS. DSTI payments to a particular 
provider are contingent upon whether that participating provider meets project 
metrics as defined in its hospital-specific plan, and are subject to legislative 
appropriation and availability of funds. 

50. Expenditure Limits under the SNCP. 

a) 	 Aggregate SNCP Cap. From the date of the approval letter through June 30, 2014 (SNCP 
extension period), the SNCP will be subject to an aggregate cap of $4.4 billion, as well as 
the overall budget neutrality limit established in section XI of the STCs. Because the 
aggregate SNCP cap is based in part on an amount equal to the Commonwealth's annual 
disproportionate share hospital (DSH) allotment, any change in the Commonwealth's 
Federal DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the aggregate SNCP cap, and a 
corresponding change to the provider cap as described in subparagraph c. Such a change 
shall be reflected in STCs 50(a) and 50(c), and shall not require a Demonstration 
amendment. The aggregate SNCP cap of $4.4 billion is based on an annual DSH 
allotment of $624,691,018 (Total Computable), the Commonwealth's projected annual 
DSH allotment for FFY 2012 and budget neutrality savings. For the period operating 
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under temporary extension from July 1, 2011, through the period prior to the date of the 
approval letter, all SNCP expenditures were authorized up to the amount of the DSH 
allotment for SFY 2012, with the exception of Commonwealth Care which was funded 
through budget neutrality savings. The aggregate SNCP cap was reduced by 
Commonwealth Care expenditures for the temporary extension period to reflect this 
exception. 

b) 	 Infrastructure Cap. The Commonwealth may expend an amount equal to no more than 
five percent of the aggregate SNCP cap over the SNCP extension period for 
infrastructure and capacity building, as described in STC 49(d). No PPP will be available 
to reimburse the Commonwealth for infrastructure and capacity-building until the 
Commonwealth notifies CMS and obtains subsequent CMS approval, of the specific 
activities that will be undertaken to improve the delivery of health care to the uninsured, 
underinsured or SNCP populations. No Demonstration amendment is required for CMS 
approval of the specific activities for infrastructure and capacity-building. The 
Commonwealth must update Attachment E to reflect these activities; no Demonstration 
amendment is required. Progress reports on all such activities must be included in the 
quarterly and annual reports outlined in STCs 58 and 59, respectively. Infrastructure 
projects for which PPP is claimed under this expenditure authority are not eligible for 
DSTI incentive payments. 

c) 	 Provider Cap. The Commonwealth may expend an amount for purposes specified in STC 
49(c) equal to no more than the cumulative amount of the Commonwealth's annual DSH 
allotments for the SNCP extension period. Any change in the Commonwealth's Federal 
DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the provider cap. Such change shall not 
require a Demonstration amendment. The provider cap is based on an annual DSH 
allotment of $624,691,018 (total computable), the Commonwealth's projected annual 
DSH allotment for SPY 2012. 

d) 	 DSHP Cap. Expenditure authority for DSHP is limited to $360 million in SFY 2012, 
$310 million in SFY 2013 and $130 million in SPY 2014 through December 31, 2013. 
Total computable expenditures for DSHP shall be reduced by a fixed amount of 5.3 
percent annually to determine allowable DSHP expenditures under the demonstration to 
account for the unknown immigration status of certain program recipients. 

e) 	 Budget Neutrality Reconciliation. The Commonwealth is bound by the budget neutrality 
agreement described in section XI of the STCs. The Commonwealth agrees to reduce 
spending in the SNCP to comply with budget neutrality in the event that expenditures 
under the demonstration exceed the budget neutrality ceiling outlined in section XI, STC 
80. In that event, the Commonwealth must reduce expenditures for items 1 through 7 and 
9 in chart A of Attachment E before reducing expenditures to item 8, Commonwealth 
Care. 
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f) 	 Transition to Cost for Uncompensated Care. The SNCP payments pursuant to STC 49(c) 
support providers for furnishing uncompensated care. Currently these payments are not 
limited to the documented cost of providing such care. Over this extension period, CMS 
will work with the Commonwealth to develop a cost protocol, to be approved by CMS 
and included as future Attachment H. This protocol will ensure that beginning on July 1, 
2014 all provider payments for uncompensated care pursuant to STC 49(c) will be 
limited on a provider-specific basis to the cost of providing Medicaid State plan services 
and any other additional allowable uncompensated costs of care provided to Medicaid 
eligible individuals and uninsured individuals, less payment received by or on behalf of 
such individuals for such services. The DSH audit rule definition of allowable inpatient 
and outpatient services and allowable uninsured costs and revenues will serve at the 
initial framework for discussions on the cost protocol. Any additional costs to be 
included as allowable as uncompensated care must be identified and included in the 
resulting approved cost protocol. 

Therefore, over this extension period, the following milestones outlined in subparagraph 
(a) must be completed to develop and receive CMS approval for a cost protocol. If there 
is no approved protocol in place by October 1, 2013, then default cost limit 
methodologies pursuant to subparagraph (b) will be applied to all provider payments 
under STC 49(c) for uncompensated Medicaid or uninsured services beginning on July 1, 
2014 through any extension of the Demonstration. 

a. 	 Protocol Development 
i. 	 By January 1, 2012 CMS will provide sample cost report protocols to the 

Commonwealth for physician, clinic and hospital services as well as any 
other provider receiving payments for services under the SNCP provider 
payments for uncompensated care. 

n. 	 By March 30, 2012, the Commonwealth must provide CMS for CMS 
approval a cost protocol development tool that includes a description of all 
specific data including data sources it proposes to include in the cost-limit 
protocol, including the scope of services and costs for each provider type 
(e.g. inpatient, outpatient, physician services, clinic services, non-hospital 
services, etc.). Massachusetts must use the same definition for inpatient 
and outpatient services as described in its approved Medicaid State plan 
for an initial framework and identify other uncompensated care costs that 
are not included in the State plan definitions. The Commonwealth must 
also identify any costs that would not be captured using Medicare cost 
principles but for which it will seek reimbursement under the SNCP (an 
example would be unreimbursed translation services associated with 
Medicaid or uninsured individuals). 

111. 	 By May 31, 2012, CMS will approve this cost protocol development tool. 
Th:fs approval will inform the scope of services and costs in subparagraph 
(iv) below and in the final protocol. 

1v. 	 By July 1, 2012, the Commonwealth must develop an impact analysis of 
the cost limit protocol (will require hospitals to report necessary data on a 
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preliminary basis). This impact analysis must identify the sources of data 
used, the dates associated with the available data and any adjustments or 
modifications that have been made to the data along with the methodology 
and rationale. 

v. 	 By August 30, 2012, CMS will provide comments on the cost-limit impact 
analysis. 

vi. 	 By December 1, 2012, the Commonwealth must submit to CMS a draft 
cost protocol for each provider type receiving SNCP payments under STC 
49(c) that describes the methodology to calculate the annual cost of 
uncompensated care for Medicaid and uninsured populations for all 
services provided beginning on July 1, 2014 through any extension of the 
Demonstration. Payments to providers under STC 49(c) will be limited by 
this annual provider specific cost limit beginning July 1, 2014 through any 
extension of the Demonstration. 

vii. 	 CMS will review and submit initial comments and questions on the draft 
protocol by January 1, 2013. 

viii. 	 The Commonwealth will work with CMS to finalize the cost protocol by 
October 1, 2013. 

ix. 	 Hospitals will be required to certify and report necessary data to the 
Commonwealth by January 1, 2014. 

x. 	 Hospital-specific cost limits for SNCP Provider Cap payments will be 
implemented for all services provided beginning on July 1, 2014 through 
any extension of the Demonstration. 

b. 	 Default Cost Limit Methodologies 
i. 	 If there is no approved protocol pursuant to subparagraph (a) above by 

October 1, 2013, then the following default cost limit methodologies will 
apply based on provider type for all providers receiving payments for 
uncompensated Medicaid or uninsured services under STC 49(c) provided 
beginning July 1, 2014 through any extension of the Demonstration: 

1. 	 Hospitals will be limited to unreimbursed cost as determined using 
a cost-to-charge ratio utilizing the most recent Medicare cost report 
data by cost-center available through the CMS Medicare reporting 
system (HCRIS); 

2. 	 Physician uncompensated care payments will be limited to the 
amount Medicare would have paid for the services based on the 
Medicare fee schedule in effect when the services were rendered; 
and 

3. 	 Clinics will be limited to the amount of uncompensated care 
demonstrated using the HRSA 330 grantees cost-reports. 

n. 	 The default methodologies pursuant to subparagraph (i) above do not 
include any additional costs not identified in the standard reports gathered 
by Medicare or HRSA. 
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51. Priority Expenditures under the SNCP. The Commonwealth must support expenditures 
for premium assistance under Commonwealth Care as its first priority. 

52. DSTI Plan and Funding Protocol. The State must meet the following milestones before it 
can claim FFP for DSTI funding: 

a) 	 Commonwealth Master DSTI Plan. The Commonwealth must develop an 
overarching master DSTI plan to be submitted to CMS for approval. The master plan 
will be future Attachment J and must at a minimum include: 

1) 	 Identification of community needs, health care challenges, the delivery system, 
payment reform, and population-focused improvements that DSTI will address in 
addition to baseline data to justify assumptions; 

2) 	 Identification of the projects and objectives that fall within the four categories, as 
outlined in STC 49(e)(4),from which each participating hospital will develop its 
hospital-specific DSTI plan, and identify the minimum level of projects and 
population-focused objectives that each hospital must select; 

3) 	 In coordination with subparagraph (a)(2) above, identification of the metrics and 
data sources for specific projects and population-focused objectives that each 
participating hospital will utilize in developing a hospital-specific DSTI plan to 
ensure that all hospitals adhere to a uniform progress reporting requirement; 

4) 	 With regard to Category 3, the State must also identify its actions and timelines 
for driving payment reform; 

5) 	 Guidelines requiring hospitals to develop individual hospital DSTI plans as 
outlined in STC 49(e)(3) and STC 52(b); 

6) 	 A State review process and criteria to evaluate each hospital's individual DSTI 
plan and develop its recommendation for approval or disapproval prior to 
submission to CMS for final approval; 

7) 	 A reporting protocol outlining the requirements, process and timeline for a 
hospital to submit its interim progress on DSTI plan metrics and for the State to 
provide CMS with information documenting progress; 

8) 	 A State review process and timeline to evaluate hospital progress on its DSTI plan 
metrics and assure a hospital has met its approved metrics prior to the release of 
associated DSTI funds; 

9) 	 A process that allows for hospital plan modification and an identification of under 
what issues a modification plan may be considered including for carry
forward/reclamation, pending State and CMS approval; and 
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10) A State process of developing an evaluation of DSTI as a component of the draft 
evaluation design as required by STC 84. When developing the master DSTI 
plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data 
to support the Evaluation Design required in section XII of the STCs. The State 
must select a preferred research plan for the applicable research question, and 
provide a rationale for its selection. To the extent possible, participating hospitals 
should use similar metrics for similar projects to enhance evaluation and learning 
experience between hospitals. To facilitate evaluation, DSTI master plan must 
identify a core set of Category 4 metrics that all participating hospitals must be 
required to report even if the participating provider chooses not to undertake that 
project. The intent of this data set is to enable cross provider comparison even if 
the provider did not elect the intervention. 

b) 	 Hospital DSTI Plans. At a minimum, the individual hospital DSTI plans should 
include the following, in addition to the requirements pursuant to STCs 52(b) and 
53(c). 

1) 	 A background section on the hospital system(s) covered by the DSTI plan that 
includes an overview of the patients served by the hospital; 

2) 	 An executive summary for the DSTI plan that summarizes the high-level 
challenges the DSTI plan is intended to address and the target goals and 
objectives included in the plan for the Demonstration approval period; 

3) 	 Sections on each of the four categories as specified in the STC 49(e)(4), and 
include: 

i. 	 For Categories 1, 2 and 3 
a. 	 Each hospital must select a minimum number of projects, with 

associated metrics, milestones and data sources in accordance with 
the master DSTI plan. 

b. 	 For each project selected, the hospital at a minimum must include: 
1. 	 A description of the goal(s) of the project, which describes 

the challenges of the hospital system and the major delivery 
or payment redesign system solution identified to address 
those challenges by implementing the particular project; 

n. 	 A description of the target goal over the Demonstration 
approval period and metrics associated with the project and 
the significance of that goal to the hospital system and its 
patients; 

iii. 	 A narrative on the hospital's rationale for selecting the 
project, milestones, and metrics based on relevancy to the 
hospital system's population and circumstances, 

MassHealth Page 53 of 102 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



community need, and hospital system priority and starting 
point with baseline data; 

1v. A narrative describing how this project supports, 
reinforces, enables and is related to other projects and 
interventions within the hospital system plan; and 

v. Any other hospital reporting guidelines stipulated in the 
master DSTI Plan. 

11. 	 In addition to requirements addressed in the above subparagraph (i), 
Category 2 must also include: 

a. 	 A description of how the selected project can refine innovations, 
test new ways of meeting the needs of target populations and 
disseminate findings in order to spread promising practices. 

111. Category 4- Population-Focused Improvements 
a. 	 Projects within this category must focus on evaluation of the 

population-focused improvements associated with Categories 1, 2 
and 3 projects and associated incentive payments. Each hospital 
must select a minimum number of projects in accordance with in 
the master DSTI plan. The projects must be hospital-specific and 
need not be uniform across all the hospitals, but must be uniform 
across projects that are selected by multiple hospitals. 

c) 	 DSTI Payment and Funding Protocol. The State must develop and submit in 
conjunction or as part of the master DSTI plan, an incentive payment methodology 
for each of the four categories to determine an annual maximum budget for each 
participating provider. The State also must identify an allowable non-Federal share 
for the DSTI pool, which must approved by CMS. The following principles must 
also be incorporated into the funding protocol that will be incorporated in future 
Attachment J: 

1) 	 Each hospital will be individually responsible for progress towards and 
achievement of its metrics to receive its potential incentive funding related to any 
metric from DSTI. 

2) 	 In order to receive incentive funding related to any metric, the hospital must 
submit all required reporting as described in STC 53(c). 

3) 	 Funding Allocation Guidelines. The master DSTI plan must specify a formula for 
determining incentive payment amounts. Hospital-specific DSTI plan 
submissions must use this formula to specify the hospital-specific incentive 
payment amounts associated with the achievement of approved transformation 
metrics for approval by the Commonwealth and CMS pursuant to STC 52(a)(6). 
Category metrics will have a base value. Each category may have a different base 
value but metrics within categories will be based on a starting dollar point. Given 
the varied nature of the projects and hospital systems, the total incentive payment 
amounts available to an individual hospital for each category depend upon the 

MassHealth Page 54 of 102 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



size of the hospital, total projects and metrics selected in the hospital specific 
DSTI. The submission must describe how the factors effect each hospitals 
maximum allowable payment. 

4) 	 Carry-Forward/Reclamation. The protocol must describe the ability of a hospital 
to earn payment for any missed metric within a defined time period. Carry
forward/reclamation of incentive payments is only available to the hospital 
associate with a given incentive payment and is not available for redistribution to 
other hospitals. Carry-forward/reclamation is limited to this Demonstration 
approval period ending June 30, 2014. 

i. 	 If a participating hospital system does not fully achieve a metric that was 
specified in its plan for completion in a particular year, the payment 
associated with that metric may be rolled over for 12 months and be 
available if the hospital meets the missed metric in addition to the metric 
associated with the year in which the payment is made. 

n. 	 In the case of a participating hospital that is close to meeting a metric in a 
particular year, the hospital may be granted a grace period to the reporting 
deadline set for a particular payment cycle by which to meet a metric 
associated with the incentive payment if it has an approved plan 
modification pursuant to STC 52(a)(9) above. The allowable time period 
for such a grace period may vary based on the type and scope of the 
project associated with such metric and may be up to 180 days. The plan 
modification must be approved by the Commonwealth and CMS 30 days 
prior to the deadline of the incentive payment reporting pursuant to STCs 
52 and 53(c). The plan modification must outline how the hospital plans to 
meet the metric within the given grace period. The process for hospital 
plan modification, including the modification requirements, deadline by 
which a hospital must submit a requested modification and the · 
Commonwealth and CMS approval process will be outlined within the 
master DSTI plan pursuant to STC 52(a)(9). 

iii. 	 Projects that focus primarily on infrastructure will have further limited 
rollover ability as defined in the master DSTI plan. 

53. SNCP Additional Reporting Requirements. All SNCP expenditures must be reported as 
specified in section X, STC 63. In addition, the Commonwealth must submit updates to 
Attachment E as set forth below to CMS for approval. 

a) 	 Charts A - B of Attachment E. The Commonwealth must submit to CMS for approval, 
updates to Charts A - B of Attachment E that reflect projected SNCP payments and 
expenditures for State Fiscal Year (SFY) 2012-2014 and identify the non-Federal share 
for each line item, no later than 45 days after enactment of the State budget for each SFY. 
CMS shall approve the Commonwealth's projected SNCP payments and expenditures 
within 30 days of the Commonwealth's submission of the update, provided that all 
projections are within the applicable SNCP limits specified in STC 50. 
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The Commonwealth must notify CMS and receive CMS approval, before it can claim 
FFP, for any SNCP payments and expenditures outlined in Charts A-B of Attachment E 
that are in excess of the approved projected SNCP payments and expenditures by a 
variance greater than 10 percent. Any variance in SNCP payments and expenditures 
must adhere to the SNCP expenditure limits pursuant to STC 50. The Commonwealth 
must submit to CMS for approval updates to Charts A - B that include these variations in 
projected SNCP payments and expenditures. CMS shall approve the Commonwealth's 
revised projected SNCP payments and expenditures within 30 days of the 
Commonwealth's submission of the update, provided that all projections are within the 
applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval updates to Charts A - B of 
Attachment E that reflect actual payments and expenditures for each SFY, within 180 
days after the close of the SFY. CMS shall approve the Commonwealth's actual SNCP 
expenditures within 45 days of the Commonwealth's submission of the update, provided 
that all SNCP payments and expenditures are within the applicable SNCP limits specified 
in STC 50. 

The Commonwealth must submit to CMS for approval further updates to any or all of 
these charts as part of the quarterly operational report and at such other times as may be 
required to reflect projected or actual changes in SNCP payments and expenditures. 
CMS must approve the Commonwealth's updated charts within 45 days of the 
Commonwealth's submission of the update, provided that all SNCP payments and 
expenditures are within the applicable limits specified in STC 50. 

No Demonstration amendment.is required to update Charts A-Bin Attachment E, with 
the exception of any new types of payments or expenditures in Charts A and B, or for any 
increase to Public Service Hospital Safety Net Care. 

b) 	 DSHP. The Commonwealth must submit to CMS for approval a table of projected DSHP 
spending by approved program, no later than 45 days after enactment of the State budget 
for each SFY. CMS must approve the Commonwealth's projected DSHP expenditures 
within 15 days of the Commonwealth's submission of the update, provided that all DSHP 
projections are within the applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval an update to the table of projected 
DSHP spending that reflects actual DSHP expenditures for each SFY, within 180 days 
after the close of the SFY. CMS must approve the Commonwealth's actual DSHP 
expenditures within 45 days of the Commonwealth's submission of the update, provided 
that all DSHP expenditures are within applicable limits. 

The Commonwealth may submit to CMS for approval further updates to the table of 
projected DSHP spending by approved program at such other times as may be required to 
reflect projected or actual changes in DSHP expenditures. CMS must approve the 
Commonwealth's updated charts within 45 days of the Commonwealth's submission of 
the update, provided that all DSHP expenditures are within applicable limits. 
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No Demonstration amendment is required to update the table of projected DSHP 
spending by approved program within the expenditure limits specified in STC 50( d). The 
Commonwealth is required to amend the Demonstration in order to add to the list of 
DSHP programs in Chart C of Attachment E. 

c) DSTI Reporting. The participating providers and the State must report the following: 

1) 	 Hospital Reporting. The reporting protocol within the master DSTI must outline 
the hospitals' reporting requirements, process and timelines that must be 
consistent with the following principles: 

i. 	 Hospital Reporting for Payment. Participating providers seeking payment 
under DSTI must submit reports to the State demonstrating progress, 
measured by Category specific metrics. The reports must include the 
incentive payment amount being requested for the progress achieved in 
accordance with the payment mechanisms outlined in the master DSTI 
plans. The required hospital reporting requirements, process and timeline 
are pursuant to the reporting protocol, State review process and funding 
protocol as outlined in STC 52(a)(7) and STC 52(a)(8) and STC 52(c) and 
must be consistent with the following principles: 

1. 	 The hospital reports must be submitted using a standardized 
reporting form approved by the State and CMS; 

2. 	 The State must use this documentation in support of DSTI claims 
made on the MBES/CBES 64.9 Waiver form. 

ii. 	 Hospital System Annual Report. Hospital systems must submit an annual 
report, based on the timeline approved in the reporting protocol 
component of the master DSTI plan. The reports must at a minimum: 

1. 	 Be submitted using a standardized reporting form approved by the 
State and CMS; 

2. 	 Provide information included in the semi-annual reports, including 
data on the progress made for all milestones; and 

3. 	 Provide a narrative description of the progress made, lessons 
learned, challenges faced and other pertinent findings. 

iii. 	 Documentation. The hospital system must have available for review by 
the State or CMS, upon request, all supporting data and back-up 
documentation. 

2) 	 Commonwealth Reporting. STC 58 and 59 require DSTI reporting as a 
component of the quarterly operational reports and annual reports. The DSTI 
reporting must at a minimum include: 

i. 	 All DSTI payments made to specific hospitals that occurred in the quarter; 
ii. 	 Expenditure projections reflecting the expected pace of future 

disbursements for each participating hospital; 
111. 	 An assessment by summarizing each hospital's DSTI activities during the 

given period; and 
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iv. 	 Evaluation activities and interim findings of the evaluation design 
pursuant to STC 84. 

IX. GENERAL REPORTING REQUIREMENTS 

54. General Financial Reporting Requirements. The State must comply with all general 
financial requirements under title XIX of the Social Security Act in section X of the STCs. 

55. Compliance with Managed Care Reporting Requirements. The State must comply with 
all managed care reporting regulations at 42 CFR 438 et. seq. except as expressly waived or 
identified as not applicable in the expenditure authorities incorporated into these STCs. 

56. Reporting Requirements Relating to Budget Neutrality. The State must comply with all 
reporting requirements for monitoring budget neutrality as set forth in section XI of the 
STCs, including the submission of corrected budget neutrality data upon request. 

57. Bi-Monthly Calls. The State must participate in monitoring calls with CMS. The purpose 
of these calls is to discuss any significant actual or anticipated developments affecting the 
Demonstration. Areas to be addressed include, but are not limited to, MCO operations (such 
as contract amendments and rate certifications), health care delivery, enrollment, cost 
sharing, quality of care, access, the benefit packages, activities related to the Safety Net Care 
Pool, audits, lawsuits, financial reporting and budget neutrality issues, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, 
progress on evaluations, State legislative developments, and any Demonstration amendments, 
concept papers or State plan amendments the State is considering submitting. The State and 
CMS shall discuss quarterly expenditure reports submitted by the State for purposes of 
monitoring budget neutrality. CMS shall update the State on any amendments or concept 
papers under review as well as Federal policies and issues that may affect any aspect of the 
Demonstration. The State and CMS shall jointly develop the agenda for the calls. 

58. Quarterly Operational Reports. The Commonwealth must submit progress reports in the 
format specified in Attachment C no later than 60 days following the end of each quarter. 
The intent of these reports is to present the Commonwealth's analysis and the status of the 
various operational areas under the demonstration. These quarterly reports must include, but 
are not limited to: 

a) 	 Updated budget neutrality monitoring spreadsheets; 

b) 	 Events occurring during the quarter or anticipated to occur in the near future that effect 
health care delivery including approval and contracting with new plans, benefits, 
enrollment, grievances, quality of care, access, proposed changes to payment rates, health 
plan financial performance that is relevant to the Demonstration, payment reform 
initiatives or delivery system reforms impacting Demonstration population and/or 
undertaken in relation to the SNCP, updates on activities related to the pediatric bundled 
payment pilot program, pertinent legislative activity, and other operational issues; 
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c) 	 Action plans for addressing any policy and administrative issues identified; 

d) 	 Quarterly enrollment reports that include the member months for each Demonstration 
population; 

e) 	 Updates on any State health care reform activities to coordinate the transition of coverage 
through the Affordable Care Act; 

f) 	 Activities and planning related to payments made under the Safety Net Care Pool 

pursuant to reporting requirements outlined in section VIII of the STCs; and 


g) 	 Evaluation activities and interim findings. 

59. Annual Report. The Commonwealth must submit a draft annual report documenting 
accomplishments, project status, quantitative and case study findings, utilization data, and 
policy and administrative difficulties in the operation of the Demonstration. This report must 
also contain a discussion of the items that must be included in the quarterly operational 
reports required under STC 58 in addition to the annual HCBS report as stipulated in STC 
40(1). The Commonwealth must submit the draft annual report no later than October 1st of 
each year. Within 30 days of receipt of comments from CMS, a final annual report shall be 
submitted. 

60. Transition Plan. On or before July 1, 2012, the State is required to submit a draft and 
incrementally revise a transition plan consistent with the provisions of the Affordable Care 
Act for individuals enrolled in the Demonstration, including how the State plans to 
coordinate the transition of these individuals to a coverage option available under the 
Affordable Care Act without interruption in coverage to the maximum extent possible. The 
plan must contain the required elements and milestones described in subparagraphs (a)-(e) 
outlined below. In addition, the Plan will include a schedule of implementation activities that 
the State will use to operationalize the Transition Plan. 

a) 	 Required Authorities. The State must conduct an assessment of which Demonstration 
authorities outlined in the waivers and expenditure authorities should expire on 
December 31, 2013 consistent with the provisions of the Affordable Care Act and submit 
a plan outlining the process for submission of any necessary Demonstration 
amendment(s). For example, this may include authorities related to specific 
Demonstration populations (e.g. Commonwealth Care, hypothetical populations, etc.) in 
addition to processes and activities such as eligibility procedures and standards, financial 
responsibility/deeming, retroactive eligibility, cost sharing, etc. 

b) 	 Seamless Transitions. Consistent with the provisions of the Affordable Care Act, the 
Transition Plan will include details on how the State plans to obtain and review any 
additional information needed from each individual to determine eligibility under all 
eligibility groups, and coordinate the transition of individuals enrolled in the 
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Demonstration (by FPL) (or newly applying for Medicaid) to a coverage option available 
under the Affordable Care Act without interruption in coverage to the maximum extent 
possible. Specifically, the State must: 

i. 	 Determine eligibility under all January 1, 2014, eligibility groups for which 
the State is required or has opted to provide medical assistance, including the 
group described in §1902(a)(10)(A)(i)(VIII) for individuals under age 65 and 
regardless of disability status with income at or below 133 percent of the 
FPL. 

11. 	 Identify Demonstration populations not eligible for coverage under the 
Affordable Care Act and explain what coverage options and benefits these 
individuals will have effective January 1, 2014. 

111. 	 Implement a process for considering, reviewing, and making preliminarily 
determinations under all January 1, 2014 eligibility groups for new applicants 
for Medicaid eligibility. 

iv. 	 Conduct an analysis that identifies populations in the Demonstration that may 
not be eligible for or affected by the Affordable Care Act and the authorities 
the State identifies that may be necessary to continue coverage for these 
individuals. 

v. 	 Develop a modified adjusted gross income (MAGI) conversion for program 
eligibility. 

c) 	 Access to Care and Provider Payments and System Development or Remediation. The 
State should assure adequate provider supply for the State plan and Demonstration 
populations affected by the Demonstration on December 31, 2013. Additionally, the 
Transition Plan for the Demonstration is expected to expedite the State's readiness for 
compliance with the requirements of the Affordable Care Act and other Federal 
legislation. 

d) 	 Progress Updates. After submitting the initial Transition Plan for CMS approval, the 
State must include progress updates in each quarterly and annual report. The Transition 
Plan shall be revised as needed. 

e) 	 Implementation. 
i. By October 1, 2013, the State must begin to implement a simplified, 

streamlined process for transitioning eligible enrollees in the Demonstration 
to Medicaid, the Exchange or other coverage options in 2014. In transitioning 
these individuals from coverage under the waiver to coverage under the State 
plan, the State will not require these individuals to submit a new application. 

ii. 	 On or before December 31, 2013, the State must provide notice to the 
individual of the eligibility determination using a process that minimizes 
demands on the enrollees. 

61. Final Report. Within 120 days following the end of the Demonstration, the Commonwealth 
must submit a draft final report to CMS for comments. The Commonwealth must take into 
consideration CMS' comments for incorporation into the final report. The final report is due 
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to CMS no later than 120 days after receipt of CMS' comments. 

X. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX 

62. Quarterly Expenditure Reports. The State must provide quarterly expenditure reports 
using Form CMS-64 to report total expenditures for services provided through this 
Demonstration under section 1115 authority that are subject to budget neutrality. This 
project is approved for expenditures applicable to services rendered during the 
Demonstration period. CMS shall provide FFP for allowable Demonstration expenditures 
only as long as they do not exceed the pre-defined limits on the expenditures as specified in 
section XI of the STCs. 

63. Reporting Expenditures Under the Demonstration. The following describes the reporting 
of expenditures subject to the budget neutrality agreement: 

a) 	 Tracking Expenditures. In order to track expenditures under this demonstration, the State 
must report Demonstration expenditures through the Medicaid and Children's Health 
Insurance Program Budget and Expenditure System (MBES/CBES), following routine 
CMS-64 reporting instructions outlined in section 2500 of the State Medicaid Manual. 
All Demonstration expenditures claimed under the authority of title XIX of the Act and 
subject to the budget neutrality expenditure limit must be reported each quarter on 
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the Demonstration 
project number (11-W-00030/1) assigned by CMS, including the project number 
extension which indicates the Demonstration Year (DY) in which services were rendered. 

b) 	 Cost Settlements. For monitoring purposes, cost settlements attributable to the 
Demonstration must be recorded on the appropriate prior period adjustment schedules 
(Form CMS-64.9P Waiver) for the Summary Sheet Line lOB, in lieu of Lines 9 or lOC. 
For any cost settlement not attributable to this Demonstration, the adjustments should be 
reported as otherwise instructed in the State Medicaid Manual. 

c) 	 Pharmacy Rebates. The Commonwealth may propose a methodology for assigning a 
portion of pharmacy rebates to the Demonstration, in a way that reasonably reflects the 
actual rebate-eligible pharmacy utilization of the Demonstration population, and which 
reasonably identifies pharmacy rebate amounts with DYs. Use of the methodology is 
subject to the approval in advance by the CMS Regional Office, and changes to the 
methodology must also be approved in advance by the Regional Office. The portion of 
pharmacy rebates assigned to the Demonstration using the approved methodology will be 
reported on the appropriate Forms CMS-64.9 Waiver for the Demonstration, and not on 
any other CMS-64.9 form (to avoid double counting). Each rebate amount must be 
distributed as State and Federal revenue consistent with the Federal matching rates under 
which the claim was paid. 

d) 	 Premiums and other applicable cost sharing contributions from enrollees that are 
collected by the Commonwealth under the Demonstration must be reported to CMS each 
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quarter on Form CMS-64 Summary Sheet line 9.D, columns A and B. Additionally, the 
total amounts that are attributable to the Demonstration must be separately reported on 
the CMS-64Narr by Demonstration year. 

e) 	 Demonstration year reporting. Notwithstanding the two-year filing rule, the 
Commonwealth may report adjustments to particular demonstration years as described 
below: 

1. Beginning July 1, 2005 (SFY 2006/ DY, 9) all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, and separate 
schedules will be completed for demonstration years 6, 7, 8, and 9. 

11. Beginning July 1, 2006 (SFY 2007/ DY 10), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-7 will be reported as demonstration 
year 7, and separate schedules will be completed for demonstration years 8, 9, and 
10. 

iii. Beginning July 1, 2007 (SFY 2008/ DY 11), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, and separate schedules will be completed for demonstration years 9, 10, 
and 11. 

iv. Beginning July 1, 2008 (SFY 2009/ DY 12), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-10 will be 
reported as demonstration year 10, and separate schedules will be completed for 
demonstration years 11 and 12. Demonstration year 12 includes dates of service 
from July 1, 2008, through June 30, 2009. 

v. Beginning July 1, 2009 (SFY 2010/ DY 13), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14. Demonstration year 13 includes dates of 
service from July 1, 2009, through June 30, 2010. 

vi. Beginning July 1, 2010 (SFY 2011/ DY 14), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
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reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14. Demonstration year 14 includes dates of 
service from July 1, 2010, through June 30, 2011. 

vu. 	 Beginning July 1, 2011 (SFY 2012/ DY 15), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration 11, all expenditures and adjustments for demonstration 
years 12-14 will be reported as demonstration year 14 and separate schedules will 
be completed for demonstration years 15 and 16 and 17. All expenditures and 
adjustments for dates of service beginning July 1, 2011, will be reported on 
separate schedules corresponding with the appropriate demonstration year. 

f) 	 Use of Waiver Forms 
. For each Demonstration year as described in subparagraph ( e) above, 29 separate Forms 
CMS-64.9 Waiver and/or 64.9P Waiver must be completed, using the waiver name noted 
below, to report expenditures for the following EGs and the Safety Net Care Pool. 
Expenditures should be allocated to these forms based on the guidance found below. 

1. 	 Base Families: Eligible non-disabled individuals enrolled in 
MassHealth Standard, as well as eligible 
non-disabled individuals enrolled in 
MassHealth Limited (emergency services 
only) 

11. 	 Base Disabled: Eligible individuals with disabilities enrolled 
in Standard, individuals enrolled in 
CommonHealth who spend down to 
eligibility, as well as eligible disabled 
individuals enrolled in Limited (emergency 
services only) 

iii. 	 1902(r)(2) Children: Medicaid expansion children and pregnant 
women who are enrolled in MassHealth 
Standard, as well as eligible children and 
pregnant women enrolled in MassHealth 
Limited (emergency services only) 

IV. 1902(r)(2) Disabled: Eligible individuals with disabilities enrolled 
in Standard with income between 114.1 
percent and 133 percent of the FPL, as well 
as eligible individuals with disabilities 
enrolled in MassHealth Limited (emergency 

MassHealth 	 Page 63 of 102 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



v. BCCTP: Women eligible under the Breast and 
Cervical Cancer Treatment Program who are 
enrolled in Standard 

v1. CommonHealth: Higher income working adults and children 
with disabilities enrolled in CommonHealth 

vii. e-Family Assistance Eligible children receiving premium 
assistance or direct coverage through 200 
percent of the FPL enrolled in Family 
Assistance 

viii. CommCare-19-20 19 and 20 year olds receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance 
Connector Authority 

ix. Essential-19-20 Eligible 19 and 20 year olds who are long
term unemployed and not receiving EAEDC 
or a client of DMH 

x. CommCareParents Parents receiving premium assistance for 
commercial health insurance products 
coordinated through the Commonwealth 
Health Insurance Connector Authority 

x1. CommCare-133 Individuals 21 years old and over without 
dependent children with income at or below 
133 percent of the FPL receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xii. Base Fam XXI RO Title XXI-eligible AFDC children enrolled 
in Standard after allotment is exhausted 

xiii. 1902 (r)(2) XXI RO Title XXI-eligible Medicaid Expansion 
children enrolled in Standard after allotment 
is exhausted 

MassHealth 

services only) 
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xiv. CommonHealth XXI Title XXI-eligible higher income children 
with disabilities enrolled in title XIX 
CommonHealth after allotment is exhausted 

xv. Fam Assist XXI Title XXI-eligible children through 200 
percent of the FPL eligible for Family 
Assistance under the demonstration after the 
allotment is exhausted 

xvi. e-HIV/FA Eligible individuals with HIV/AIDS through 
200 percent of the FPL who are enrolled in 
Family Assistance 

xvii. IRP: Subsidies or reimbursement for ESI made to 
eligible individuals and/or eligible 
employers, not including subsidies for 
individuals in other eligible groups 

xviii. Basic: Eligible individuals who are long-term 
unemployed receiving EAEDC and/or a 
client of DMH 

xix. Essential: Eligible individuals who are long-term 
unemployed and not receiving EAEDC m a 
client of DMH 

xx. MSP: Eligible individuals receiving 
unemployment benefits from the DlJA 

xxi. SNCP-CommCare: Individuals ages 21 and over with income 
above 133 percent of the FPL receiving 
premium assistance for commercial health 
insurance products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xxii. SNCP-HSNTF: Expenditures authorized under the 
Demonstration for payments held to the 
provider sub-cap to support uncompensated 
care 

xxiii. SNCP-DSHP: Expenditures authorized under the 
Demonstration for the Designated State 
Health Programs (DSHP) 
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xxiv. 	 SNCP-DSTI: Expenditures authorized under the 
Demonstration for Delivery System 
Transformation Initiatives (DSTI) 

xxv. 	 SNCP-OTHER: All other expenditures authorized under the 
SNCP 

xxvi. 	 Asthma: All expenditures authorized through the 
pediatric asthma bundled pilot program 

xxvii. 	 Autism: All expenditures authorized for early 
intervention services for children with 
autism 

64. Reporting Expenditures under the Demonstration for Groups that are Eligible First 
under the Separate Title XXI Program. The Commonwealth is entitled to claim title XXI 
funds for expenditures for certain children that are also eligible under this title XIX 
Demonstration included within the Base Families EG, the 1902(r)(2) Children EG, the 
CommonHealth EG and the Family Assistance EG. These groups are included in the 
Commonwealth's title XXI State Plan and therefore can be funded through the separate title 
XXI program up to the amount of its title XXI allotment (including any reallocations or 
redistributions). Expenditures for these children under title XXI must be reported on separate 
Forms CMS-64.21 U and/or 64.21 UP in accordance with the instructions in section 2115 of 
the State Medicaid Manual. If the title XXI allotment has been exhausted, including any 
reallocations or redistributions, these children are then eligible under this title XIX 
Demonstration and the following reporting requirements for these EGs under the title XIX 
Demonstration apply: 

Base Families XXI RO, 1902(r)(2) RO, CommonHealth XXI, and Fam Assist XXI: 

a) 	 Exhaustion of Title XXI Funds. If the Commonwealth has exhausted title XXI funds, 
expenditures for these optional targeted low-income children may be claimed as title XIX 
expenditures as approved in the Medicaid State plan. The Commonwealth shall report 
expenditures for these children as waiver expenditures on the Forms CMS 64.9 Waiver 
and/or CMS 64.9P Waiver in accordance with STC 63 (Reporting Expenditures Under 
the Demonstration). 

b) 	 Exhaustion of Title XXI Funds Notification. The Commonwealth must notify CMS in 
writing of any anticipated title XXI shortfall at least 120 days prior to an expected change 
in claiming of expenditures. 
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c) 	 If the Commonwealth chooses to claim expenditures for Base Families XXI RO, 
1902(r)(2) RO, and CommonHealth XXI groups under title XIX, the expenditures and 
caseload attributable to these EGs will: 

1. 	 Count toward the budget neutrality expenditure limit calculated under 
section XI, STC 80 (Budget Neutrality Annual Expenditure Limit); and 

ii. 	 Be considered expenditures subject to the budget neutrality agreement as defined in 
STC 80, so that the Commonwealth is not at risk for caseload while claiming title 
XIX Federal matching funds when title XXI funds are exhausted. 

d) 	 If the Commonwealth chooses to claim expenditures for Fam Assist XXI under title 
XIX, the expenditures and caseload attributable to this EG will be considered 
expenditures subject to the budget neutrality agreement as defined in STC 80. The 
Commonwealth is at risk for both caseload and expenditures while claiming Title XIX 
Federal matching funds for this population when title XXI funds are exhausted. 

65. Expenditures Subject to the Budget Neutrality Agreement. For purposes of this section, 
the term "expenditures subject to the budget neutrality agreement" means expenditures for 
the EGs outlined in section IV of the STCs, except where specifically exempted. All 
expenditures that are subject to the budget neutrality agreement are considered 
Demonstration expenditures and must be reported on Forms CMS-64.9 Waiver and /or 64.9P 
Waiver. 

66. Premium Collection Adjustment. The Commonwealth must include Demonstration 
premium collections as a manual adjustment (decrease) to the Demonstration's actual 
expenditures on a quarterly basis on the CMS-64 Summary Sheet and on the budget 
neutrality monitoring workbook submitted on a quarterly basis. 

67. Title XIX Administrative Costs. Administrative costs will not be included in the budget 
neutrality agreement, but the Commonwealth must separately track and report additional 
administrative costs that are directly attributable to the Demonstration. All administrative 
costs must be identified on the Forms CMS-64.10 Waiver and/or 64.lOP Waiver. 

68. Claiming Period. All claims for expenditures subject to the budget neutrality agreement 
(including any cost settlements) must be made within 2 years after the calendar quarter in 
which the Commonwealth made the expenditures. Furthermore, all claims for services 
during the Demonstration period (including any cost settlements) must be made within 2 
years after the conclusion or termination of the Demonstration. During the latter 2-year 
period, the State must continue to identify separately net expenditures related to dates of 
service during the operation of the Demonstration on the CMS-64 waiver forms, in order to 
properly account for these expenditures in determining budget neutrality. 

69. Reporting Member Months. The following describes the reporting of member months for 
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Demonstration populations: 

a) 	 For the purpose of calculating the budget neutrality agreement and for other purposes, the 
Commonwealth must provide to CMS, as part of the quarterly report required under STC 
58, the actual number of eligible member months for the EGs i-xxi and EGs xxvi and 
xxvii defined in STC 63(f). The Commonwealth must submit a statement accompanying 
the quarterly report, which certifies the accuracy of this information. 

To permit full recognition of "in-process" eligibility, reported counts of member months 
may be subject to revisions after the end of each quarter. Member month counts may be 
revised retrospectively as needed. 

b) 	 The term "eligible member months" refers to the number ofmonths in which persons are 
eligible to receive services. For example, a person who is eligible for 3 months 
contributes 3 eligible member months to the total. Two individuals who are eligible for 2 
months each contribute 2 eligible member months to the total, for a total of 4 eligible 
member months. 

70. Standard Medicaid Funding Process. The standard Medicaid funding process must be used 
during the Demonstration. Massachusetts must estimate matchable Demonstration 
expenditures (total computable and Federal share) subject to the budget neutrality 
expenditure limit and separately report these expenditures by quarter for each FFY on the 
Form CMS-37 (narrative section) for both the Medical Assistance Payments (MAP) and 
State and Local Administrative Costs (ADM). CMS shall make Federal funds available based 
upon the State's estimate, as approved by CMS. Within 30 days after the end of each 
quarter, the State must submit the Form CMS-64 quarterly Medicaid expenditure report, 
showing Medicaid expenditures made in the quarter just ended. CMS shall reconcile 
expenditures reported on the Form CMS-64 with Federal funding previously made available 
to the State, and include the reconciling adjustment in the finalization of the grant award to 
the State. 

71. Extent of Federal Financial Participation for the Demonstration. Subject to CMS 
approval of the source( s) of the non-Federal share of funding, CMS shall provide FFP at the 
applicable Federal matching rates for the Demonstration as a whole for the following, subject 
to the limits described in section XI of the STCs: 

a) 	 Administrative costs, including those associated with the administration of the 

Demonstration; 


b) 	 Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid State plan; and 

c) 	 Net medical assistance expenditures and prior period adjustments made under section 
1115 Demonstration authority with dates of service during the Demonstration extension 
period, including expenditures under the Safety Net Care Pool. 
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72. Sources of Non-Federal Share. The Commonwealth provides assurance that the matching 
non-Federal share of funds for the Demonstration is State/local monies. The Commonwealth 
further assures that such funds shall not be used as the match for any other Federal grant or 
contract, except as permitted by law. All sources of non-Federal funding must be compliant 
with section 1903(w) of the Act and applicable regulations. In addition, all sources of the 
non-Federal share of funding are subject to CMS approval. 

a) 	 CMS may review at any time the sources of the non-Federal share of funding for the 
Demonstration. The Commonwealth agrees that all funding sources deemed 
unacceptable by CMS shall be addressed within the time frames set by CMS. 

b) 	 Any amendments that impact the financial status of the program shall require the State to 
provide information to CMS regarding all sources of the non-Federal share of funding. 

c) 	 The Commonwealth assures that all health care-related taxes comport with section 
1903(w) of the Act and all other applicable Federal statutory and regulatory provisions, 
as well as the approved Medicaid State plan. 

73. State Certification of Funding Conditions. The Commonwealth must certify that the 
following conditions for non-Federal share of Demonstration expenditures are met: 

a) 	 Units of government, including governmentally operated health care providers, may 
certify that State or local monies have been expended as the non-Federal share of funds 
under the Demonstration. 

b) 	 To the extent the Commonwealth utilizes certified public expenditures (CPEs) as the 
funding mechanism for title XIX (or under section 1115 authority) payments, CMS must 
approve a cost reimbursement methodology. This methodology must include a detailed 
explanation of the process by which the Commonwealth would identify those costs 
eligible under title XIX (or under section 1115 authority) for purposes of certifying 
public expenditures. 

c) 	 To the extent the Commonwealth utilizes CPEs as the funding mechanism to claim 
Federal match for expenditures under the Demonstration, governmental entities to which 
general revenue funds are appropriated must certify to the State the amount of such State 
or local monies as allowable under 42 CFR 433.51 used to satisfy demonstration 
expenditures. The entities that incurred the cost must also provide cost documentation to 
support the State's claim for Federal match; 

d) 	 The Commonwealth may use intergovernmental transfers to the extent that such funds are 
derived from State or local monies and are transferred by units of government within the 
Commonwealth. Any transfers from governmentally operated health care providers must 
be made in an amount not to exceed the non-Federal share of title XIX payments. 
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e) 	 Under all circumstances, health care providers must retain 100 percent of the claimed 
expenditure. Moreover, no pre-arranged agreements (contractual or otherwise) exist 
between health care providers and State and/or local government to return and/or redirect 
to the Commonwealth any portion of the Medicaid payments. This confirmation of 
Medicaid payment retention is made with the understanding that payments that are the 
normal operating expenses of conducting business, such as payments related to taxes, 
including health care provider-related taxes, fees, business relationships with 
governments that are unrelated to Medicaid and in which there is no connection to 
Medicaid payments, are not considered returning and/or redirecting a Medicaid payment. 

74. Monitoring the Demonstration. The Commonwealth will provide CMS with information to 
effectively monitor the Demonstration, upon request, in a reasonable time frame. 

75. Program Integrity. The State must have processes in place to ensure that there is no 
duplication of Federal funding for any aspect of the Demonstration. 

XI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 

76. Budget Neutrality Effective Date. Notwithstanding the effective date specified in section I 
of the STCs or in any other Demonstration documentation, all STCs, waivers, and 
expenditure authorities relating to budget neutrality shall be effective beginning July 1, 2011. 

77. Limit on Title XIX Funding. Massachusetts will be subject to a limit on the amount of 
Federal title XIX funding that the Commonwealth may receive on selected Medicaid 
expenditures during the period of approval of the Demonstration. The limit will consist of 
two parts, and is determined by using a per capita cost method combined with an aggregate 
amount based on the aggregate annual DSH allotment that would have applied to the 
Commonwealth absent the Demonstration (DSH allotment). Budget neutrality expenditure 
targets are calculated on an annual basis with a cumulative budget neutrality expenditure 
limit for the length of the entire De~onstration. Actual expenditures subject to the budget 
neutrality expenditure limit must be reported by the Commonwealth using the procedures 
described in section X, STC 63. The data supplied by the Commonwealth to CMS to 
calculate the annual limits is subject to review and audit, and if found to be inaccurate, will 
result in a modified budget neutrality expenditure limit. CMS' assessment of the 
Commonwealth's compliance with these annual limits will be done using the Schedule C 
report from the Form CMS-64. 

78. Risk. Massachusetts shall be at risk for the per capita cost for Demonstration enrollees under 
this budget neutrality agreement, but not for the number of Demonstration enrollees in each 
of the groups. By providing FFP for all Demonstration enrollees, Massachusetts will not be 
at risk for changing economic conditions which impact enrollment levels. However, by 
placing Massachusetts at risk for the per capita costs for Demonstration enrollees, CMS 
assures that the Federal demonstration expenditures do not exceed the level of expenditures 
that would have occurred had there been no Demonstration. 
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79. Expenditures Excluded From Budget Neutrality Test. Regular FMAP will continue for 
costs not subject to budget neutrality limit tests. Those exclusions include: 

a) 	 Expenditures made on behalf of enrollees aged 65 years and above and expenditures 
made on behalf of enrollees under age 65 who are institutionalized in a nursing facility, 
chronic disease or rehabilitation hospital, intermediate care facility for the mentally 
retarded, or a State psychiatric hospital for other than a short-term rehabilitative stay; 

b) 	 All long-term care expenditures, including nursing facility, personal care attendant, home 
health, private duty nursing, adult foster care, day habilitation, hospice, chronic disease 
and rehabilitation hospital inpatient and outpatient, and home and community-based 
waiver services, except pursuant to STC 40; 

c) 	 Expenditures for covered services currently provided to Medicaid recipients by other 
State agencies or cities and towns, whether or not these services are currently claimed for 
Federal reimbursement; and 

d) 	 Allowable administrative expenditures. 

80. Budget Neutrality Annual Expenditure Limit. For each DY, two annual limits are 
calculated. 

a) 	 Limit A. For each year of the budget neutrality agreement an annual budget neutrality 
expenditure limit is calculated for each EG described as follows: 

i. 	 An annual EG estimate must be calculated as a product of the number of eligible 
member months reported by the Commonwealth under section X, STC 69 for each 
EG, including the hypothetical populations, times the appropriate estimated per 
member/per month (PMPM) costs from the table in subparagraph (v) below; 

11. 	 Starting in SPY 2006, actual expenditures for the CommonHealth EG will be 
included in the expenditure limit for the Commonwealth. The amount of actual 
expenditures to be included will be the lower of the trended baseline CommonHealth 
costs, or actual CommonHealth per member per most cost experience for SPYs 2012
2014; 

iii. Starting in SPY 2009, actual expenditures for the CommCare-19-20, Essential-19-20 
and CommCare Parents EGs will be included in the expenditure limit for the 
Commonwealth. Starting April 1, 2010, actual expenditures for the CommCare-133 
EG will be included in the expenditure limit for the Commonwealth. The amount of 
actual expenditures to be included will be the lower of the trended baseline costs, or 
actual per member per most cost experience for these groups in SPYs 2012-2014; 

iv. Historical PMPM costs used to calculate the budget neutrality expenditure limit in 
prior Demonstration periods are provided in Attachment D; and 
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v. The PMPMs for each EG used to calculate the annual budget neutrality expenditure 
limit for this Demonstration are specified below. 

Eligibility Group 
(EG) 

Trend Rate DY 15 
PMPM 

DY 16 
PMPM 

DY 17 
PMPM 

Mandatory and Optional State Plan Groups 
Base Families 5.3 percent $562.02 $591.81 $623.17 
Base Disabled 6.0 percent $1,224.88 $1,298.38 $1,376.28 
BCCTP 5.3 percent $3,674.67 $3,869.43 $4,074.51 
1902(r)2 Children 4.9 percent $457.59 $480.02 $503.54 
1902(r)2 Disabled 6.0 percent $959.04 $1,016.59 $1,077.58 
Essential 5.3 percent $351.85 $370.50 $390.14 

Hypothetical Populations* 
CommonHealth 6.0 percent $563.46 $597.27 $633.11 
CommCare-19 and 20 
year olds 

5.3 percent $447.13 $470.83 $495.78 

CommCare Parents 5.3 percent $498.35 $524.77 $552.58 
Essential-19 and 20 year 
olds 

5.3 percent $378.31 $398.36 $419.47 

CommCare-133 5.3 percent $498.36 $524.77 $552.58 
* “These PMPMs are the trended baseline costs used for purposes of calculating the impact of the hypothetical 
populations on the overall expenditure limit, according to the process listed in STC 80(a) (ii) and (iii).” 

b)	 Limit B.  The Commonwealth’s annual DSH allotment. 

c)	 The annual budget neutrality expenditure limit for the Demonstration as a whole is the 
sum of limit A and limit B.  The overall budget neutrality expenditure limit for the 
Demonstration is the sum of the annual budget neutrality expenditure limits.  The Federal 
share of the overall budget neutrality expenditure limit represents the maximum amount 
of FFP that the Commonwealth may receive for expenditures on behalf of Demonstration 
populations as well as Demonstration services described in Table B in STC 37 during the 
Demonstration period. 

d)	 Early Periodic Screening, Diagnosis, and Treatment (EPSDT) adjustment: 

i.	 The Commonwealth must present to CMS for approval a draft evaluation plan    

outlining the methodology to track the following:
 

1.	 Baseline measurement of EPSDT service utilization prior to the EPSDT 
court-ordered remedial plan in Rosie D. v Romney (the Order) final 
judgment and final remedial plan established on July 16, 2007; 

2.	 Increase, following entry of the Order, in utilization of : 
a) EPSDT screenings; 
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b) Standardized behavioral health assessments utilizing the Child and 
Adolescent Needs and Strengths (CANS),or other standardized assessment 
tool in accordance with the Order; and 
c) State Plan services available prior to the entry of the Court Order. 

3. 	Cost and utilization of services contained in State Plan amendments 
submitted by the Commonwealth in accordance with the Order and 
approved by CMS; and

 4. Methodology for tracking and identifying new EPSDT services for
                                  purposes of budget monitoring. 

ii. The draft evaluation plan with an appropriate methodology to track new EPSDT 
expenditures must be approved by CMS through the amendment process described in 
STC 7.  Once an appropriate methodology to track new EPSDT expenditures is approved 
by CMS, these projected expenditures will be included in the expenditure limit for the 
Commonwealth, with an effective date beginning with the start of the new EPSDT 
expenditures, and reconciled to actual expenditure experience. 

81. Composite Federal Share Ratio. The Federal share of the budget neutrality expenditure 
limit is calculated by multiplying the limit times the Composite Federal Share.  The 
Composite Federal Share is the ratio calculated by dividing the sum total of FFP received by 
the Commonwealth on actual demonstration expenditures during the approval period, as 
reported through MBES/CBES and summarized on Schedule C with consideration of 
additional allowable demonstration offsets such as, but not limited to premium collections 
and pharmacy rebates, by total computable Demonstration expenditures for the same period 
as reported on the same forms.  FFP and expenditures for extended family planning program 
must be subtracted from numerator and denominator, respectively, prior to calculation of this 
ratio.  For the purpose of interim monitoring of budget neutrality, a reasonable estimate of 
Composite Federal Share may be developed and used through the same process or through an 
alternative mutually agreed to method. 

82. Enforcement of Budget Neutrality. CMS shall enforce the budget neutrality agreement 
over the life of the Demonstration as adjusted July 1, 2008, rather than on an annual basis.  
However, if the Commonwealth exceeds the calculated cumulative budget neutrality 
expenditure limit by the percentage identified below for any of the Demonstration years, the 
Commonwealth must submit a corrective action plan to CMS for approval. 

Demonstration Year Cumulative Target Definition Percentage 
DY 15 Cumulative budget neutrality limit plus: 1 percent 
DY 15 through DY 16 Cumulative budget neutrality limit plus: 0.5 percent 
DY 15 through DY 17 Cumulative budget neutrality limit plus: 0 percent 

In addition, the Commonwealth may be required to submit a corrective action plan if an 
analysis of the expenditure data in relationship to the budget neutrality expenditure cap 
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indicates a possibility that the Demonstration will exceed the cap during this extension. 

83. Exceeding Budget Neutrality. If the budget neutrality expenditure limit has been exceeded 
at the end of the Demonstration period, the excess Federal funds must be returned to CMS 
using the methodology outlined in STC 81, composite Federal share ratio. If the 
Demonstration is terminated prior to the end of the budget neutrality agreement, the budget 
neutrality test shall be based on the time elapsed through the termination date. 

XII. EVALUATION OF THE DEMONSTRATION 

84. Submission of a Draft Evaluation Design. The Commonwealth must submit to CMS for 
approval a draft evaluation design no later than 120 days after CMS' approval of the 
Demonstration. 

At a minimum, the draft evaluation design must include a discussion of the goals, objectives, 
and evaluation questions specific to the entire health care reform Demonstration set forth in 
section II of these STCs. The draft design must discuss the outcome measures that will be 
used in evaluating the impact of the Demonstration during the period of approval, 
particularly among the target population. It must discuss the data sources, including the use 
of Medicaid encounter data, and sampling methodology for assessing these outcomes. The 
draft evaluation design must include a detailed analysis plan that describes how the effects of 
the Demonstration shall be isolated from other initiatives occurring in the Commonwealth. 
The draft design must identify whether the Commonwealth will conduct the evaluation, or 
select an outside contractor for the evaluation. 

a. 	 Domains of Focus. The Evaluation Design must, at a minimum, address the research 
questions listed below. For questions that cover broad subject areas, the State may 
propose a more narrow focus for the evaluation. 

• 	 The number of uninsured in the Commonwealth; 
• · The number of demonstration eligibles accessing ESI; 
• 	 Growth in the Commonwealth Care Program; 
• 	 Decrease in uncompensated care and supplemental payments to hospitals; 
• 	 The number of individuals accessing the Health Safety Net Trust Fund; 
• 	 The impact of DSTI payments to participating providers on the Commonwealth's 

goals and objectives outlined in its master plan including: 
o 	 Were the participating hospitals able to show statistically significant 

improvements on measures within Categories 1-3 related to the goals of 
the three-part aim as discussed in STC 49(e)(4) and pursuant to STC 52? 

o 	 Were the participating hospitals able to show improvements on measures 
within Category 4 related to the goals of the three-part aim as discussed in 
STC 49(e)(4) and pursuant to STC 52? 

o 	 What is the impact of health care delivery system and access reform 
measures on the quality of care delivered by participating providers? 

o 	 What is the impact of the payment redesign and infrastructure investments 
to improve cost efficiency? 
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o 	 What is the impact of DSTI on managing short and long term per-capita 
costs of health care? 

o 	 How did the amount paid in incentives compare with the amount of 
improvement achieved? 

• 	 The benefits, savings, and design viability of the Pediatric Asthma Pilot Program; 
• 	 The benefits, cost and savings of providing early intervention services for 

Demonstration eligible children with autism; 
• 	 The impact of utilization of Express Lane Eligibility procedures for parents and 

caretakers; and 
• 	 Availability of access to primary care providers. 

b. 	 Evaluation Design Process: Addressing the research questions listed above will require a 
mix of quantitative and qualitative research methodologies. When developing the master 
DSTI plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data to 
support the Evaluation Design required in section X of the STCs. From these, the State 
must select a preferred research plan for the applicable research question, and provide a 
rationale for its selection. 

To the extent applicable, the following items must be specified for each design option 
considered: 

1. 	 Quantitative or qualitative outcome measures; 
ii. 	 Proposed baseline and/or control comparisons; 
iii. Proposed process and improvement outcome measures and specifications; 
1v. Data sources and collection frequency; 
v. 	 Robust sampling designs (e.g., controlled before-and-after studies, interrupted 

time series design, and comparison group analyses); 
vi. Cost estimates; 
vii. Timelines for deliverables. 

c. 	 Levels of Analysis: The evaluation designs proposed for each question may include 
analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 
include population stratifications to the extent feasible, for further depth and to glean 
potential non-equivalent effects on different sub-groups. In its review of the draft 
evaluation plan, CMS reserves the right to request additional levels of analysis. 

85. Interim Evaluation Reports. In the event the Commonwealth requests to extend the 
Demonstration beyond the current approval period under the authority of section 1115( a), ( e ), 
or (f) of the Act, the Commonwealth must submit an interim evaluation report as part of its 
request for each subsequent renewal. 

86. Final Evaluation Design and Implementation. CMS must provide comments on the draft 
evaluation design described in STC 84 within 60 days of receipt, and the Commonwealth 
shall submit a final design within 60 days after receipt of CMS comments. The 
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Commonwealth must implement the evaluation design and submit its progress in each of the 
quarterly and annual progress reports. The Commonwealth must submit to CMS a draft of 
the evaluation report within 120 days after expiration of the Demonstration. CMS must 
provide comments within 60 days after receipt of the report. The Commonwealth must 
submit the final evaluation report within 60 days after receipt of CMS comments. 

87. Cooperation with Federal Evaluators. Should CMS undertake an evaluation of the 
Demonstration, the Commonwealth must fully cooperate with Federal evaluators and theif 
contractors' efforts to conduct an independent federally funded evaluation of the 
Demonstration. 
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XIII.	 SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION EXTENSION 
PERIOD 

The State is held to all reporting requirements as outlined in the STCs; this schedule of 
deliverables should serve only as a tool for informational purposes only. 

Date - Specific Deliverable STC Reference 
Within 120 days from the award 
of the Demonstration 

Draft Evaluation Design Section XII, STC 84 

Within 60 days of receipt of 
CMS comments 

Final Evaluation Design and 
Implementation 

Section XII, STC 86 

January 1, 2012 Sample Cost Report Protocols Section VIII, STC 50(f) 
March 30, 2012 Cost Protocol Development Tool Section VIII, STC 50(f) 

July 1, 2012 Impact Analysis of the Cost Limit 
Protocol 

Section VIII, STC 50(f) 

December 1, 2012 Draft Cost Protocol Section VIII, STC 50(f) 
July 1, 2012 Draft Transition Plan Section IX, STC 60 
October 1, 2013 Final Cost Limit Protocol Section VIII, STC 50(f) 
Within 180 days after the 
expiration of the Demonstration 

Final Report Section IX, STC 61 

Annually 

October 1st Draft Annual Report, including 
HCBS report beginning in 2012 

Section IX, STC 59 
Section V, STC 41 

30 days of the receipt of CMS 
comments 

Final Annual Report, including DSTI 
reporting, and HCBS report 
beginning in 2012 

Section IX, STC 59 
Section VIII, STC 53(c) 
Section V, STC 41 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Updates to Charts A-B of Attachment 
E that reflect projected annual SNCP 
expenditures and identify the non-
Federal share for each line item 

Section VIII, STC 53(a) 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Projected annual DSHP expenditures Section VIII, STC 53(b) 

180 days after the close of the 
SFY (December 31st) 

Updates to Charts A-B of Attachment 
E that reflect actual SNCP payments 
and expenditures 

Section VIII, STC 53(a) 

At Least Semi-Annually 
DSTI Hospital Reporting Section VIII, STC 53(c) 

Quarterly 

60 days following the end of the 
quarter 

Quarterly Operational Reports, 
including DSTI reporting and eligible 
member months 

Section IX, STC 58 
Section VIII, STC 53(c) 
Section X, STC 69 

Quarterly Expenditure Reports Section X, STC 62 
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ATTACHMENT A 
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstratio 
n Program Comments 

Unborn Targeted 
Low Income Child 0 through 200% Uninsured No Separate XXI Healthy Start 

AFDC-Poverty 
Level Infants 

0 through 185% 

Any Yes 
XIX via 

Medicaid State 
Plan 

Base Families 

Without Waiver 
Standard 

Insured Yes 
XIX via 

Medicaid State 
Plan 

1902(r)(2) 
Children 

Without Waiver 

Standard 

Newborn Children 
Under age 1 

185.1 through 
200% Uninsured at 

the time of 
application 

Yes 
(if XXI is 
exhausted) 

XXI Medicaid 
Expansion (via 
Medicaid State 
Plan and XXI 

State Plan) 

Funded 
through title 

XIX if XXI is 
exhausted 

1902(r)(2) XXI RO 

Without Waiver 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 

200.1 through 
300% 

Insured or in 
crowd-out 

status* 
No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI Family 

Assistance 

This chart is provided for informational purposes only.   

*Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI.
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 200.1-300% 

Insured or 
in crowd-
out status* 

Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 

Assistance with 
wraparound to 
direct coverage 
CommonHealth 

Uninsured 
at the time 

of 
application 

Yes 
(if XXI is 

exhausted) 

Separate XXI 

Funded 
through XIX if 

XXI is 
exhausted via 

CommonHealth 
XXI 

Hypothetical 

(member months 
and expenditures for 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate title XXI 
State Plan and as 
authorized under this 
demonstration.  Certain 

demonstration 
authority 

these children are 
only reported if XXI 
funds are exhausted) 

children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate title 
XXI program but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
(continued) 

Above 300% Any Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth 
or 

CommonHealth 
Premium 

Assistance 
With 

wraparound to 
direct coverage 
CommonHealth 

Children Ages 1 
through 18 

Non-disabled 

AFDC-Poverty 
Level Children 

Age 1-5: 0 through 
133% FPL 

Age 6 through 17: 
0 through 114% 

Independent Foster 
Care Adolescents 
aged out of DCF 

until the age of 21 
without regard to 
income or assets 

Any Yes XIX 
Base Families 

Without waiver 
Standard 

AFDC-Poverty 
Level Children 

Age 6 through 17: 
114.1% through 

133% 
Age 18: 0 through 

133% 

Insured Yes XIX 
Base Families 

Without waiver 
Standard 

Uninsured 
Yes 

(if XXI is 
exhausted) 

XXI 

XIX if XXI is 
exhausted 

Base Fam XXI 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Medicaid 

Insured Yes XIX 

1902(r)(2) 
Children 

Without waiver 

Standard 

Children Ages 
1 through 18 

Non-disabled 
(continued) 

Expansion 
Children 

Ages 1 through 
18: 133.1 through 

150% 

Uninsured at the 
time of 

application 

Yes 
(if  XXI is 
exhausted) 

XXI 
XIX if XXI is 

exhausted 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

1902(r)(2) 
Children RO 

Standard 

All children Age 1 
through 18:  150.1 

through 200% 
Insured Yes 

XIX via 
demonstration 
authority only 

E-Family 
Assistance 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional 
wraparound is provided 

to ESI 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18:  150.1 

through 200% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

Fam Assist XXI 
RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional wrap is 
provided to ESI 
Children ages 1 through 
18 from 150-200% FPL 
were made eligible 
under the authority 
provided by the 1115 
demonstration prior to 
the establishment of the 
separate title XXI 
Children’s Health 
Insurance Program and 
were not affected by the 
maintenance of effort 
date.  With the 
establishment of the title 
XXI program, children 
who are uninsured at the 
time of application 
derive eligibility from 
both the authority 
granted under the 1115 
demonstration and as 
authorized under the 
separate title XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18:  200.1 
through 300% 

Insured or in 
crowd-out 
status* 

No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI 

0 through 150% Any Yes 
XIX via 

Medicaid State 
Plan Without Waiver 

Base Disabled Standard 

Children Aged 1 
through 18 and 

Disabled 150.1 through 300% 
Insured or in 

crowd-out 
status* 

Yes 
XIX via 

Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 
Assistance 

With wrap to 
direct coverage 
CommonHealth 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Aged 1 
through 18 and 

Disabled 
(continued) 

150.1 through 300% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

CommonHealth 
XXI 

Hypothetical 

(member months 
and expenditures 
for these children 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate XXI State 
Plan and as authorized 
under this 
demonstration.  Certain 

are only reported 
if XXI funds are 
exhausted) 

children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 

Children Aged 1 
through 18 and 

Disabled 
Above 300% Any Yes 

XXI via 
Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium  
Assisistance 
With wraparound 
to direct coverage 
CommonHealth 
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ATTACHMENT B
 
COST SHARING
 

Cost-sharing imposed upon individuals enrolled in the Demonstration varies across coverage 
types and by FPL.  However, in general, no co-payments are charged for any benefits rendered to 
children under age 19 or pregnant women.  Additionally, no premiums are charged to any 
individual enrolled in the Demonstration whose gross income is less than 150 percent of the FPL. 
In the event a family group contains at least two members who are eligible for different coverage 
types and who would otherwise be assessed two different premiums, the family shall be assessed 
only the highest applicable premium. 

Demonstration 
Program 

Premiums 
(only for persons with 
family income above 

150 percent of the FPL) 

Co-payments 

MassHealth Standard 
$0 

All co-payments and co-payment caps are 
specified in the Medicaid State plan. 

MassHealth Breast 
and Cervical Cancer 
Treatment Program 

$15-$72 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth 
CommonHealth 

$15 and above depending 
on income and family 

group size 
MassHealth Standard co-payments apply. 

CommonHealth 
Children through 
300% FPL 

Children with income 
above 300% FPL 
adhere to the regular 
CommonHealth 
schedule 

$12-$84 depending on 
income and family group 

size 

MassHealth Standard co-payments apply.  

MassHealth Family 
Assistance: 
HIV/AIDS 

$15-$35 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth Family 
Assistance:  Premium 
Assistance 

$12 per child, $36 max 
per family group 

Member is responsible for all co-payments 
required under private insurance with a cost 
sharing limit of 5 percent of family income 

MassHealth Family 
Assistance: Direct 
Coverage 

$12 per child, $36 max 
per family group Children only-no copayments. 

MassHealth Basic 
and Essential $0 MassHealth Standard co-payments apply 
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  CommonHealth Full Premium Schedule 

 Base Premium  Additional Premium Cost Range of  
Premium Cost  

  Above 150% FPL—start at $15  Add $5 for each additional 10% FPL 
 until 200% FPL $15  $35 

  Above 200% FPL—start at $40  Add $8 for each additional 10% FPL 
 until 400% FPL $40  $192 

 Above 400% FPL—start at $202  Add $10 for each additional 10% FPL 
 until 600% FPL $202  $392 

 Above 600% FPL—start at $404  Add $12 for each additional 10% FPL 
 until 800% FPL $404  $632 

 Above 800% FPL—start at $646  Add $14 for each additional 10% FPL 
 until 1000% FPL $646  $912 

 Above 1000% FPL—start at $928  Add $16 for each additional 10% FPL  $928 + greater  
 

   
 

 
  

   
  
  
  
  

  
 
  

Breast and Cervical Cancer Treatment 
Program Premium Schedule 

Percent of FPL Premium Cost 
Above 150 to 160 $15 
Above 160 to 170 $20 
Above 170 to 180 $25 
Above 180 to 190 $30 
Above 190 to 200 $35 
Above 200 to 210 $40 
Above 210 to 220 $48 
Above 220 to 230 $56 
Above 230 to 240 $64 
Above 240 to 250 $72 

*A lower premium is required of CommonHealth members who have access to other health 
insurance per the schedule below. 

CommonHealth Supplemental Premium Schedule 
% of FPL Premium requirement 

Above 150% to 200% 60% of full premium per listed premium costs above 
Above 200% to 400% 65% per above 
Above 400% to 600% 70% per above 
Above 600% to 800% 75% per above 
Above 800% to 1000% 80% per above 
Above 1000% 85% per above 
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ATTACHMENT B
 
COST SHARING
 

Insurance Partnership: 
Employer Subsidy Tier of Coverage Monthly 

Employer Subsidy 
The insurance partnership Individual $33.33 
also provides a monthly Couple $66.66 
subsidy to qualified small 
employers 

One adult, one child $66.66 
Family $86.33 

Insurance Partnership: 
Employee Contribution % of FPL 

Premium 
Requirement 
for Individual 

Premium 
Requirement 
for Couples 

Family Assistance via the 
Insurance Partnership 

Above 150% to 200% $27.00 $54.00 

The Insurance Partnership 
provides premium assistance 
(via the Family Assistance 
program) to certain employees 
who work for a small employer 

Above 200% to 250% $53.00 $106.00 

Above 250% to 300% $80.00 $160.00 

MassHealth Page 96 of 111 
Approval Period: Date of approval letter, through June 30, 2014 



  
 

 

                                                                                                                                                                                                                                                                                                                              
   

 

 
 

   
 

 
   

 
   

 
 

 
 

 
  

  
 

  
 

 
 

 
   

 
  

  
 

 
 

   
   

   
 

 
  

  
  

  
  

  
  

  
  

  
  

ATTACHMENT C
 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT
 

Under section IX, STC 58, the Commonwealth is required to submit quarterly progress reports to 
CMS.  The purpose of the quarterly report is to inform CMS of significant demonstration activity 
from the time of approval through completion of the demonstration.  

The reports are due to CMS 60 days after the end of each quarter. 

The following report guidelines are intended as a framework and can be modified when agreed 
upon by CMS and the Commonwealth.  A complete quarterly progress report must include an 
updated budget neutrality monitoring workbook as well as updated Attachment E, Charts A-C. 

NARRATIVE REPORT FORMAT: 

Title Line One – MassHealth
 
Title Line Two – Section 1115 Quarterly Report
 

Demonstration/Quarter Reporting Period: 
Example:  

Demonstration Year:  16 (7/1/2012 – 6/30/2013)
 
Quarter 1:  (7/12 – 09/12) 


Introduction 

Information describing the goal of the Demonstration, what it does, and key dates of approval 
/operation.  (This should be the same for each report.) 

Enrollment Information 

Please complete the following table that outlines all enrollment activity under the demonstration. 
The Commonwealth should indicate “N/A” where appropriate. If there was no activity under a 
particular enrollment category, the Commonwealth should indicate that by “0”.   

Note: Enrollment counts should be person counts, not member months. 

Eligibility Group Current Enrollees (to date) 
Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare-133 
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ATTACHMENT C
 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT
 

Eligibility Group Current Enrollees (to date) 
e-Family Assistance 
e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) XXI RO 
CommonHealth XXI 
Fam Assist XXI 
Asthma 
Autism 
Total Demonstration 

Enrollment in Managed Care Organizations and Primary Care Clinician Plan 

Comparative managed care enrollments for the previous quarter and reporting quarter are as 
follows: 

Delivery System for MassHealth-Administered Demonstration Populations 

Plan Type June 30, 2008 September 30, 2008 Difference 
MCO 
PCC 
MBHP 
FFS 
PA 

Enrollment in Premium Assistance and Insurance Partnership Program 

Outreach/Innovative Activities 

Summarize outreach activities and/or promising practices for the current quarter. 

Safety Net Care Pool 
Provide updates on any activities or planning related to payment reform initiatives or delivery 
system reforms impacting demonstration population and/or undertaken in relation to the SNCP.   
As per STC 58, include projected or actual changes in SNCP payments and expenditures within 
the quarterly report.  Please note that the annual report must also include SNCP reporting as 
required by STCs 50 and 53. 

Operational/Issues 

MassHealth Page 98 of 111 
Approval Period: Date of approval letter, through June 30, 2014 



  
 

 

                                                                                                                                                                                                                                                                                                                              
   

 

 
 
 

 
 

 
 

     
 

 
 

  
 

 
  

 
 

  
 

 
 

  
 

 
 

  
 

   
 

     
     

     
     

     
     

     
     

     
     

 
  

ATTACHMENT C
 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT
 

Identify all significant program developments that have occurred in the current quarter or near 
future, including but not limited to, approval and contracting with new plans, the operation of 
MassHealth and operation of the Commonwealth Health Insurance Connector Authority.  Any 
changes to the benefits, enrollment, grievances, quality of care, access, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, cost-
sharing or delivery system for demonstration populations receiving premium assistance to 
purchase health insurance via the Commonwealth Health Insurance Connector Authority must be 
reported here. 

Policy Developments/Issues 

Identify all significant policy and legislative developments/issues/problems that have occurred in 
the current quarter. Include updates on any State health care reform activities to coordinate the 
transition of coverage through the Affordable Care Act. 

Financial/Budget Neutrality Development/Issues 

Identify all significant developments/issues/problems with financial accounting, budget 
neutrality, and CMS 64 reporting for the current quarter.  Identify the Commonwealth’s actions 
to address these issues.  

Member Month Reporting 
Enter the member months for each of the EGs for the quarter. 

A. For Use in Budget Neutrality Calculations 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare133 

MassHealth Page 99 of 111 
Approval Period: Date of approval letter, through June 30, 2014 



  
 

 

                                                                                                                               
                                                                                                                                                                                   

   
 

 
 

  
 

   
 

     
     
     

     
     

     
      

     
      

      
 

 
 

 
  

 
 

 
 

 
   

 
 

 
  

 
 

 
 

 
 

 
  

 
 

 
 
 

ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

B.  For Informational Purposes Only 
Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) RO 
CommonHealth XXI 
Fam Assist XXI 

Consumer Issues 

A summary of the types of complaints or problems consumers identified about the program in 
the current quarter.  Include any trends discovered, the resolution of complaints, and any actions 
taken or to be taken to prevent other occurrences.  Also discuss feedback received from other 
consumer groups. 

Quality Assurance/Monitoring Activity 

Identify any quality assurance/monitoring activity in the current quarter. 

Demonstration Evaluation 

Discuss progress of evaluation design and planning. 

Enclosures/Attachments 

Identify by title any attachments along with a brief description of what information the document 
contains. 

State Contact(s) 

Identify individuals by name, title, phone, fax, and address that CMS may contact should any 
questions arise. 

Date Submitted to CMS 
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ATTACHMENT D
 
MASSHEALTH HISTORICAL PER MEMBER/PER MONTH LIMITS
 

The table below lists the calculated per-member per-month (PMPM) figures by eligibility group (EG) used to develop 
the Demonstration budget neutrality expenditure limits for the first 14 years of the MassHealth Demonstration.  All 
Demonstration years are consistent with the Commonwealth’s fiscal year (July 1 – June 30). 

After DY 5, the following changes were made to the per member/per month limits: 
1. MCB EG was subsumed into the Disabled EG; 
2. A new EG, BCCTP, was added; and 
3. the 1902(r )(2) EG was split between children and the disabled 

DY Time 
Period 

Families Disabled MCB 1902(r)(2) Children 1902(r )(2) Disabled 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate 
PMPM Trend 

Rate 
1 SFY 

1998 $199.06 7.71% $491.04 5.83% $438.39 5.83% $177.02 5.33% $471.87 4.40% 

2 SFY 
1999 $214.41 7.71% $519.67 5.83% $463.95 5.83% $186.49 5.35% $497.12 4.80% 

3 SFY 
2000 $230.94 7.71% $549.97 5.83% $491.00 5.83% $196.93 5.60% $524.96 5.50% 

4 SFY 
2001 $248.74 7.71% $582.03 5.83% $519.62 5.83% $208.16 5.70% $554.88 5.30% 

5 SFY 
2002 $267.92 7.71% $615.96 5.83% $549.91 5.83% $220.02 5.70% $586.51 5.70% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

6 SFY 2003 $288.58 7.71% $677.56 10.0% $236.98 7.71% $645.16 10.0% $1,891.62 10.0% 

7 SFY 2004 $310.83 7.71% $745.32 10.0% $255.26 7.71% $709.67 10.0% $2,080.78 10.0% 

8 SFY 2005 $334.79 7.71% $819.85 10.0% $274.94 7.71% $780.64 10.0% $2,288.86 10.0% 

9 SFY 2006 $359.23 7.30% $824.79 7.00% $295.01 7.30% $718.13 7.00% $2,449.08 7.00% 

10 SFY 2007 $385.46 7.30% $834.71 7.00% $316.54 7.30% $660.60 7.00% $2,620.52 7.00% 

11 SFY 2008 $413.60 7.30% $901.39 7.00% $339.65 7.30% $724.31 7.00% $2,803.95 7.00% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

12 SFY 2009 $466.84 6.95% $1,011.95 6.86% $382.45 6.95% $791.46 6.86% $3,052.78 6.86% 

13 SFY 2010 $499.05 6.95% $1,081.37 6.86% $407.87 6.95% $846.68 6.86% $3,265.69 6.86% 

14 SFY 2011 $533.73 6.95% $1,1155.55 6.86% $436.22 6.95% $904.76 6.86% $3,489.72 6.86% 
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ATTACHMENT E 
SAFETY NET CARE POOL PAYMENTS 

Safety Net Care Pool. The following charts reflect approved payments under Safety Net Care Pool (SNCP) for the date of the approval letter 
through June 30, 2014, unless otherwise specified in STCs 48 and 49, consistent with and pursuant to section VIII of the STCs, and subject to the 
overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits described in section VIII of the STCs.  This chart shall be updated 
pursuant to the process described in STC 53(a). 

Chart A: Approved SNCP Payments for the period from the date of the approval letter through June 30, 2014, unless otherwise specified in 
STCs 48 and 49(projected and rounded) 
# Type Applicable 

caps 
State law or 
regulation 

Eligible providers Total SNCP Payments per SFY Total Applicable 
footnotes SFY 2012 SFY 2013 SFY 2014 

1 Public Service Hospital Safety 
Net Care Payment 

Provider Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 $996.0 (1) 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

Provider 114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4 $159.4 $156.3 $463.1 (2) 

3 Institutions for Mental Disease 
(IMD) 

Provider 130 CMR 
425.408, 
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0 $22.0 $24.0 $66.0 (3) 

4 Special Population State-
Owned Non-Acute Hospitals 
Operated by the Department 
of Public Health 

Provider Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 $128.0 (4) 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Provider Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 $221.0 

6 Delivery System 
Transformation Initiatives 

n/a Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 $628.0 (5) 

7 Designated State Health 
Programs 

DSHP n/a $360.0 $310.0 $130.0 $800.0 

8 Commonwealth Care n/a C. 58 (2006) n/a $364.9 $387.7 $255.3 $1,007.9 (6) 
9 Infrastructure and Capacity-

Building 
Infrastructure Hospitals and CHCs $30.0 $30.0 $30.0 $90.0 (7) 

Total $4,400.0 
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ATTACHMENT E 

SAFETY NET CARE POOL PAYMENTS
 

The following notes are incorporated by reference into chart A 

(1) The provider-specific Public Service Hospital Safety Net Care payments approved by CMS are as follows:
 
For dates of service in SFY 2012: BMC, $52,000,000; CHA, $154,500,000.  An additional $125,500,000 for CHA was authorized through a
 
Demonstration amendment approved on August 17, 2011. 

For dates of service in SFY 2013: BMC, $52,000,000; CHA, $280,000,000. 

For dates of service in SFY 2014: BMC, $52,000,000; CHA, $280,000,000 

The Commonwealth may decrease these payment amounts based on available funding without a Demonstration amendment; any increase will require a 

Demonstration amendment. 


(2) Health Safety Net Trust Fund (HSNTF) Safety Net Care Payments are made based on adjudicated claims, and approved by CMS on an aggregate 

basis. Consequently, actual total and provider-specific payment amounts may vary depending on volume, service mix, rates, and available funding.  


(3) IMD claiming is based on adjudicated claims, and approved by CMS on an aggregate basis. Consequently, actual total and provider-specific payment
 
amounts may vary depending on volume, service mix, rates, and available funding. Three payment types make up the IMD category:; inpatient services 

at psychiatric inpatient hospitals, administrative days, and inpatient services at community-based detoxification centers.
 

(4) Expenditures for items #4-5 in chart A are based on unreimbursed Medicaid and uninsured costs, and are approved by CMS on an aggregate basis.
 
Consequently, the total and provider-specific amounts expended may vary depending on volume, service mix, and cost growth. 


(5) Delivery System Transformation Initiative funds will be distributed to participating hospitals pursuant to STCs 49(e) and 52.  


(6) Expenditures for Commonwealth Care Premium Assistance are based on actual enrollment, capitation rates, and expected enrollee contributions, and 

are approved by CMS on an aggregate basis. Consequently, the amount for each year may vary.  Expenditures for Commonwealth Care Premium
 
Assistance for Hypothetical populations (CommCare-19-20, CommCareParents, and CommCare-133 EGs) are excluded from the SNCP. For the period 

operating under temporary extension from July 1, 2011, Commonwealth Care expenditures were funded through budget neutrality savings rather than 

through the SNCP expenditure authority.  Therefore, the aggregate SNCP cap must be reduced by Commonwealth Care expenditures for the temporary
 
extension period to reflect this exception.
 

(7) Infrastructure and Capacity-Building (ICB) funds support Commonwealth-defined health systems improvement projects, and are approved by CMS
 
pursuant to STCs 49(d) and 50(b). Participating providers (including hospitals, community health centers, primary care practices and physicians) and 

provider-specific amounts are determined based on a formal request for responses (RFR) process. Spending for ICB is subject to the limit described in 

STC 50(b).
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ATTACHMENT E 
SAFETY NET CARE POOL PAYMENTS 

Chart B: Sources of Funding for Approved SNCP payments for the period from the date of the approval letter through June 30, 2014, 
unless otherwise specified in STCs 48 and 49 (projected and rounded) 

# Type State law or 
regulation 

Eligible providers Total SNCP payments per SFY 
SFY 2012 Source 

of Non-
federal 
share 

SFY 2013 Source of 
Non-

federal 
share 

SFY 2014 Source of 
Non-federal 

share 

1 Public Service Hospital Safety 
Net Care Payment 

Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4 $159.4 $156.3 

3 Institutions for Mental Disease 
(IMD) 

130 CMR 
425.408, 
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0 $22.0 $24.0 

4 Special Population State-Owned 
Non-Acute Hospitals Operated 
by the Department of Public 
Health 

Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 

6 Delivery System Transformation 
Initiatives 

Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 

7 Designated State Health 
Programs 

n/a $360.0 $310.0 $130.0 

8 Commonwealth Care C. 58 (2006) n/a $364.9 $387.7 $255.3 
9 Infrastructure and Capacity-

Building for Hospitals and 
Community Health Centers 

Hospitals, community health 
centers, primary care practices 
and physicians 

$30.0 $30.0 $30.0 

Total 
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ATTACHMENT E
 
SAFETY NET CARE POOL PAYMENTS
 

Designated State Health Programs (DSHP). The following programs are authorized for claiming as 
DSHP, subject to the overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits 
described in section VIII of the STCs. Any changes to the list of programs will require an amendment 
pursuant to the process outlined in STC 7.  This chart shall be updated pursuant to the process 
described in STC 53(b). 

Chart C: Approved Designated State Health Programs (DSHP) 

Agency Program Name 
DMH Recreational therapy services 
DMH Occupational therapy services 
DMH Individual support 
DMH Community Mental Health Center (CMHC) continuing care (non-inpatient) 
DMH Homeless support services 
DMH Individual and family flexible support 
DMH Comprehensive psychiatric services 
DMH Day services 
DMH Child/adolescent respite care services 
DMH Day Rehabilitation 
DMH Community rehabilitative support 
DMH Adult respite care services 
DOC Department of Corrections - DPH/Shattuck Hospital Services 
DPH Community Health Centers 
DPH CenterCare 
DPH Renal Disease 
DPH SANE program 
DPH Growth and nutrition programs 
DPH Prostate Cancer Prevention - Screening component 
DPH Hepatitis C 
DPH Multiple Sclerosis 
DPH Stroke Education and Public Awareness 
DPH Ovarian Cancer Screening, Education, and Prevention 
DPH Diabetes Screening and Outreach 
DPH Breast Cancer Prevention 
DPH Universal Immunization Program 
DPH Pediatric Palliative Care 
EHS Children's Medical Security Plan 
ELD Prescription Advantage 
ELD Enhanced Community Options (ECOP) 
ELD Home Care Services 
ELD Home Care Case Mgmt and Admin 
ELD Grants to Councils on Aging 
HCF Fisherman's Partnership 
HCF Community Health Center Uncompensated Care Payments 
MCB Turning 22 Program - personal vocational adjustment 
MCB Turning 22 Program - respite 
MCB Turning 22 Program - training 
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ATTACHMENT E
 
SAFETY NET CARE POOL PAYMENTS
 

Agency Program Name 
MCB Turning 22 Program - co-op funding 
MCB Turning 22 Program - mobility 
MCB Turning 22 Program - homemaker 
MCB Turning 22 Program - client supplies 
MCB Turning 22 Program - vision aids 
MCB Turning 22 Program - medical evaluations 
MRC Turning 22 Services 
MRC Head Injured Programs 
VET Veterans' Benefits 
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ATTACHMENT F 

RESERVED FOR PEDIATRIC ASTHMA PILOT PROGRAM PROTOCOLS 
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ATTACHMENT G 

RESERVED FOR AUTISM PAYMENT PROTOCOL 
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ATTACHMENT H 

RESERVED FOR SAFETY NET CARE POOL UNCOMPENSATED CARE COST 


PROTOCOL 
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ATTACHMENT I 

HOSPITALS ELIGIBILE FOR DSTI 


Based on the eligibility criterion specified in STC 49( e )(1 ), the hospitals listed below are the providers 
who are eligible to participate in DSTI for the term of this Demonstration approval period, and may be 
eligible to earn incentive payments based on an initial proportional allotment indicated below as 
outlined in STC 49( e )(7). This is not a guarantee of funding for DSTI providers, but an initial estimate 
of potential allocation and actual funding will be based upon incentive payments as outlined in an 
approved DSTI master plan, approved hospital specific DSTI plan and approved DSTI payment and 
funding protocol pursuant to STC 52, 

Participating Hospital 

Initial Proportional Allotment 
Participating Hospitals Maybe 

Eligible to Earn through Incentive 
Payments 

Foundational 
Relative Share of 

Medicaid and Low-
Income Public Payer 

Amount of 
Funding 

GPSR 
Public Acute Hosoital: 
Cambridge Health Alliance $4 million $130.6 million 

Private Acute Hosnitals: 
Boston Medical Center $4 million $306.7 million 
Holyoke Medical Center $4 million $20.5 million 
Lawrence General Hospital $4 million $39.3 million 
Mercy Medical Center $4 million $41.6 million 
Signature Healthcare Brockton Hospital $4 million $46.1 million 
Steward Carney Hospital $4 million $15.2 million 
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RESERVED FOR MASTER DSTI PLAN AND REIMSBURSEMENT AND FUNDING 
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CENTERS FOR MEDICARE & MEDICAID  SERVICES
  
WAIVER LIST 
 

All requirements of the Medicaid program expressed in law, regulation and policy statement, not 
expressly waived in this list, shall apply to the Demonstration project beginning the date of the 
approval letter, through June 30, 2014, unless otherwise specified. In addition, these waivers 
may only be implemented consistent with the approved Special Terms and Conditions (STCs). 
All previously approved waivers for this Demonstration are superseded those set forth below for 
the State’s expenditures relating to dates of service during this Demonstration extension. 

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following 
waivers of State plan requirements contained in section 1902 of the Act are granted in order to 
enable the Commonwealth of Massachusetts (State/Commonwealth) to carry out the MassHealth 
Medicaid section 1115 Demonstration. 

1. Statewide Operation	 Section 1902(a)(1) 

To enable Massachusetts to provide managed care plans or certain types of managed care 
plans, only in certain geographical areas of the Commonwealth 

2. Comparability/Amount, Duration, and Scope	 Section 1902(a)(10)(B) 

To enable the Commonwealth to provide benefits that vary from those specified in the 
State plan, as specified in Table B of STC 37, and which may not be available to any 
categorically needy individuals under the Medicaid State plan, or to any individuals in 
a statutory eligibility group. 

3.	 Eligibility Procedures and Standards    Section 1902(a)(10)(A), 

Section 1902(a)(10)(C)(i)-(iii), and 

Section 1902(a)(17) 

To enable Massachusetts to use streamlined eligibility procedures including determining 
and redetermining eligibility based on gross income levels and Express Lane eligibility 
determinations for children, parents and caretaker relatives. This authority for Express 
Lane eligibility determinations for parents and caretaker relatives is not effective until 
approval of a Medicaid Express Lane Eligibility State plan amendment applicable to 
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children, and for children is not effective until expiration of State plan authority for 
Express Lane eligibility determinations. 

4.	 Disproportionate Share Hospital (DSH) Section 1902(a)(13) insofar as it 

Requirements incorporates Section 1923 

To exempt Massachusetts from making DSH payments to hospitals which qualify as a 
Disproportionate Share Hospital. 

5.	 Financial Responsibility/Deeming Section 1902(a)(17) 

To enable Massachusetts use family income and resources to determine an applicant’s 
eligibility even if that income and resources are not actually made available to the 
applicant, and to enable Massachusetts to deem income from any member of the family 
unit (including any Medicaid-eligible member) for purposes of determining income. 

6.	 Freedom of Choice Section 1902(a)(23)(A) 

To enable Massachusetts to restrict freedom of choice of provider for individuals in the 
Demonstration, as outlined in Table D, STC 45, including to require managed care 
enrollment for certain populations exempt from mandatory managed care under section 
1932(a )(2), limiting primary care clinician plan (PCC) plan enrollees to a single Prepaid 
Insurance Health Plan (PIHP) for behavioral health services, limiting enrollees who are 
clients of the Departments of Children and Families and Children and Youth Services to a 
single PIHP for behavioral health services, unless such enrollees chose a managed care 
plan, requiring children with third party insurance to enroll into a single PIHP for 
behavioral health services; in addition to limiting the number of providers within any 
provider type as needed to support improved care integration for MassHealth enrollees, 
and limiting the number of providers who provide Anti-Hemophilia Factor drugs. 

7.	 Direct Provider Reimbursement Section 1902(a)(32) 

To enable Massachusetts to make premium assistance payments directly to individuals 
who are low-income employees, self-employed, or unemployed and eligible for 
continuation of coverage under Federal law, in order to help those individuals access 
qualified employer-sponsored insurance (where available) or to purchase health insurance 
on their own, instead of to insurers or employers providing the health insurance coverage. 

8.	 Retroactive Eligibility Section 1902(a)(34) 

To enable the Commonwealth not to provide retroactive eligibility for up to 3 months 
prior to the date that the application for assistance is made and instead provide retroactive 
eligibility as outlined in Table D, STC 45. 
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9. Extended Eligibility Section 1902(a)(52) 

To enable Massachusetts to not require families receiving Transitional Medical Assistance to 
report the information required by section 1925(b)(2)(B) absent a significant change in 
circumstances, and to not consider enrollment in a demonstration-only eligibility category or 
CHIP (Title XXI) eligibility category in determining eligibility for Transitional Medical 
Assistance. 
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December 20, 2011 

JudyAnn Bigby, M.D. 
Secretary 
Massachusetts Executive Office of Health and Human Services 
1 Ashburton Place, Room 1109 
Boston, MA  02108 

Dear Dr. Bigby: 

We are pleased to inform you that the Commonwealth of Massachusetts’ request to extend the 
section 1115 Demonstration, entitled MassHealth (11-W-00030/1), has been approved in 
accordance with section 1115(a) of the Social Security Act.  The new extension period is 
approved for the period starting with the date of this approval letter through June 30, 2014.  

During this extension period, the Commonwealth proposes to use the Demonstration to 
strengthen its health care reform efforts through a two-pronged approach of restructuring the 
current Safety Net Care Pool under the Demonstration to promote health system and payment 
transformation, and to undertake several innovative new programs to advance children’s health 
care coverage and parents’ access to health care coverage. 

Restructuring the current Safety Net Care Pool (SNCP) is an important step forward in 
improving care delivery systems and payment models, and will enhance the Commonwealth’s 
efforts to support the health care safety net and the Commonwealth Care program that provides 
sliding scale premium subsidies for the purchase of private health plan coverage for uninsured 
individuals. 

This approval will allow the Commonwealth to create Delivery System Transformation 
Initiatives (DSTI) funded through the SNCP.  These initiatives are designed as incentive 
payments to support investments in health care delivery systems that will support payment 
reform, and transition away from fee-for-service payments toward alternative payment 
arrangements that reward high-quality, efficient, and integrated systems of care. As specified in 
the Special Terms & Conditions (STCs), participating hospitals will be required to demonstrate 
improvements in order to receive the incentive payments.  The Commonwealth is required to 
define the specific initiatives that will align with the following four categories:  developing a 
fully-integrated delivery system, improving health care outcomes and quality, payment 
transformation to value-based purchasing, and population-focused improvements.  The funding 
associated with the incentive payments will be available to the Commonwealth once you submit, 
and the Centers for Medicare & Medicaid Services (CMS) approves, the Commonwealth’s 
Master DSTI Plan and subsequent hospital specific plans as identified in the STCs. 
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Also, the Demonstration expands services for certain children by providing evidence-based 
intensive early intervention services for children with autism spectrum disorder.  The 
Commonwealth will work to develop a pilot program focused on improving health outcomes 
for children with high risk asthma in order to reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs. 

In addition, the Commonwealth will utilize streamlined eligibility procedures to renew 
Medicaid eligibility for parents with children who are enrolled in the Supplemental Nutrition 
Assistance Program.  This process will be through a new, first-of-its-kind Express Lane 
Eligibility (ELE) program for parents.  This will coincide with the Commonwealth’s intent to 
utilize ELE procedures for children as available through the Children’s Health Insurance 
Program Reauthorization Act.   

CMS acknowledges the Commonwealth’s withdrawal of the following requests as it continues to 
pursue other avenues, including planning activities focused on integrated care for dual eligibles 
with the support of a planning grant from the Center for Medicare and Medicaid Innovation: 

•	 Include long term care-related costs in budget neutrality calculation; 
•	 Integrate care for dual eligibles; 
•	 Increase pharmacy co-pays above allowable State plan levels; 
•	 Institute a co-pay for non-emergency medical transportation; 
•	 New crisis stabilization services authority for children with serious emotional disorders; 

and 
•	 Mandate Katie Beckett and adoption assistance children into managed care to receive 

behavioral health services. 

As indicated over the course of our discussions, CMS has not approved, and did not incorporate 
into the section 1115 Demonstration, the Commonwealth’s proposal for the authority to shift 
funding under the SNCP for community health centers currently supported through Designated 
State Health Programs to uncompensated care payments for providers. Additionally, CMS 
continues to consider the Commonwealth’s request to extend rebates for outpatient covered drugs 
to Commonwealth Care enrollees.  

Our approval of this demonstration project is subject to the limitations specified in the approved 
waivers, expenditure authorities, and title XIX requirements not applicable.  The Commonwealth may 
deviate from the Medicaid State plan requirements only to the extent those requirements have been 
specifically waived or granted expenditure authority or specified as title XIX requirements not 
applicable. 

The approval is also conditioned upon compliance with the enclosed STCs defining the nature, 
character, and extent of Federal involvement in this project.  This award letter is subject to our receipt 
of your written acceptance of the award and acceptance of the STCs, waiver list, and expenditure 
authority within 30 days of the date of this letter. 



 
 

  
   

 
   

  

   

  
 

 
 

 
 

  
  
   

 

 
 

  
 

 
 

 
       
 

 
 
       
       
       

 
 
  

Page 3 – JudyAnn Bigby, M.D. 

Your project officer is Ms. Rebecca Burch Mack.  Ms. Burch Mack is available to answer any 
questions concerning your section 1115 Demonstration.  Her contact information is as follows: 

Centers for Medicare & Medicaid Services
 
Center for Medicaid and CHIP Services
 
Mail Stop S2-01-16  

7500 Security Boulevard
 
Baltimore, MD  21244-1850 

Telephone: (410) 786-6879  

Facsimile:  (410) 786-5882 

E-mail:  Rebecca.BurchMack@cms.hhs.gov
 

Official communications regarding program matters should be sent simultaneously to Ms. Burch 
Mack and to Mr. Richard McGreal, Associate Regional Administrator in our Boston Regional 
Office.  Mr. McGreal’s contact information is as follows: 

Centers for Medicare & Medicaid Services
 
JFK Federal Building
 
Room 2325 

Boston, MA  02203
 

We extend our congratulations to you on the approval of the Demonstration extension.  If you 
have any questions regarding this correspondence, please contact Ms. Victoria Wachino, 
Director, Children and Adults Health Programs Group, Centers for Medicaid and CHIP Services, 
(410) 786-5647. 

We look forward to continuing to work with you and your staff.  

Sincerely, 

/s/ 

Marilyn Tavenner 
Acting Administrator 

Enclosures 

mailto:Rebecca.BurchMack@cms.hhs.gov
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cc:	 Richard McGreal, ARA, Region I
 
Aaron Wesolowski, State Representative
 
Rebecca Burch Mack, Project Officer
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CENTERS FOR MEDICARE & MEDICAID SERVICES
 
WAIVER LIST
 

All requirements of the Medicaid program expressed in law, regulation and policy statement, not 
expressly waived in this list, shall apply to the Demonstration project beginning the date of the 
approval letter, through June 30, 2014, unless otherwise specified.  In addition, these waivers 
may only be implemented consistent with the approved Special Terms and Conditions (STCs). 
All previously approved waivers for this Demonstration are superseded those set forth below for 
the State’s expenditures relating to dates of service during this Demonstration extension. 

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following 
waivers of State plan requirements contained in section 1902 of the Act are granted in order to 
enable the Commonwealth of Massachusetts (State/Commonwealth) to carry out the MassHealth 
Medicaid section 1115 Demonstration. 

1. Statewide Operation	 Section 1902(a)(1) 

To enable Massachusetts to provide managed care plans or certain types of managed care 
plans, only in certain geographical areas of the Commonwealth 

2. Comparability/Amount, Duration, and Scope	 Section 1902(a)(10)(B) 

To enable the Commonwealth to provide benefits that vary from those specified in the 
State plan, as specified in Table B of STC 37, and which may not be available to any 
categorically needy individuals under the Medicaid State plan, or to any individuals in 
a statutory eligibility group. 

3.	 Eligibility Procedures and Standards Section 1902(a)(10)(A), 
Section 1902(a)(10)(C)(i)-(iii), and 
Section 1902(a)(17) 

To enable Massachusetts to use streamlined eligibility procedures including determining 
and redetermining eligibility based on gross income levels and Express Lane eligibility 
determinations for children, parents and caretaker relatives.   This authority for Express 
Lane eligibility determinations for parents and caretaker relatives is not effective until 
approval of a Medicaid Express Lane Eligibility State plan amendment applicable to 
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children, and for children is not effective until expiration of State plan authority for 
Express Lane eligibility determinations. 

4.	 Disproportionate Share Hospital (DSH) Section 1902(a)(13) insofar as it 
Requirements incorporates Section 1923 

To exempt Massachusetts from making DSH payments to hospitals which qualify as a 
Disproportionate Share Hospital.  

5.	 Financial Responsibility/Deeming Section 1902(a)(17) 

To enable Massachusetts use family income and resources to determine an applicant’s 
eligibility even if that income and resources are not actually made available to the 
applicant, and to enable Massachusetts to deem income from any member of the family 
unit (including any Medicaid-eligible member) for purposes of determining income. 

6.	 Freedom of Choice Section 1902(a)(23)(A) 

To enable Massachusetts to restrict freedom of choice of provider for individuals in the 
Demonstration, as outlined in Table D, STC 45, including to require managed care 
enrollment for certain populations exempt from mandatory managed care under section 
1932(a )(2), limiting primary care clinician plan (PCC) plan enrollees to a single Prepaid 
Insurance Health Plan (PIHP) for behavioral health services, limiting enrollees who are 
clients of the Departments of Children and Families and Children and Youth Services to a 
single PIHP for behavioral health services, unless such enrollees chose a managed care 
plan, requiring children with third party insurance to enroll into a single PIHP for 
behavioral health services; in addition to  limiting the number of providers within any 
provider type as needed to support improved care integration for MassHealth enrollees, 
and limiting the number of providers who provide Anti-Hemophilia Factor drugs. 

7.	 Direct Provider Reimbursement Section 1902(a)(32) 

To enable Massachusetts to make premium assistance payments directly to individuals 
who are low-income employees, self-employed, or unemployed and eligible for 
continuation of coverage under Federal law, in order to help those individuals access 
qualified employer-sponsored insurance (where available) or to purchase health insurance 
on their own, instead of to insurers or employers providing the health insurance coverage. 

8.	 Retroactive Eligibility Section 1902(a)(34) 

To enable the Commonwealth not to provide retroactive eligibility for up to 3 months 
prior to the date that the application for assistance is made and instead provide retroactive 
eligibility as outlined in Table D, STC 45.   
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9. Extended Eligibility Section 1902(a)(52) 

To enable Massachusetts to not require families receiving Transitional Medical Assistance to 
report the information required by section 1925(b)(2)(B) absent a significant change in 
circumstances, and to not consider enrollment in a demonstration-only eligibility category or 
CHIP (Title XXI) eligibility category in determining eligibility for Transitional Medical 
Assistance. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES
 
EXPENDITURE AUTHORITY 


Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made 
by Massachusetts for the items identified below, which are not otherwise included as 
expenditures under section 1903 of the Act shall, for the period of this Demonstration extension 
(date of the approval letter through June 30, 2014), unless otherwise specified, be regarded as 
expenditures under the State’s title XIX plan.  All previously approved expenditure authorities 
for this Demonstration are superseded by those set forth below for the State’s expenditures 
relating to dates of service during this Demonstration extension. 

The following expenditure authorities may only be implemented consistent with the approved 
Special Terms and Conditions (STCs) and shall enable the Commonwealth of Massachusetts 
(State/Commonwealth) to operate its MassHealth section 1115 Medicaid Demonstration. 

I. Demonstration Population Expenditures 

1.	 CommonHealth Adults. Expenditures for health care-related costs for adults aged 19 
through 64 who are totally and permanently disabled and not eligible for Standard 
coverage, but who are: 

a.	 Employed; or 

b.	 Not employed and meet a one-time only deductible. 

2.	 CommonHealth Children.  Expenditures for health care-related costs for children from 
birth through age 18 who are totally and permanently disabled with incomes greater than 
150 percent of the Federal poverty level (FPL) and who are not eligible for Standard 
coverage. 

3.	 Family Assistance [e-Family Assistance and e-HIV/FA]. Expenditures for health care-
related costs for the following individuals with incomes at or below 200 percent of the 
FPL: 

a.	 Individuals who are HIV-positive, if they are age 64 or younger, are not 
institutionalized, and are not otherwise eligible under the Massachusetts Medicaid 
State Plan.  These expenditures include the 60-day period between the time an 
individual submits an application and the time that the individual provides to the 
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Commonwealth proof of his or her HIV-positive health status.  

b.	 Non-disabled children who are not otherwise eligible under the Massachusetts 
Medicaid State Plan due to family income. 

4.	 Breast and Cervical Cancer Treatment Program [BCCTP]. Expenditures for health 
care-related costs for uninsured women under the age of 65 with breast or cervical 
cancer, who are not otherwise eligible under the Massachusetts State Plan, have income 
at or below 250 percent of the FPL, and have been screened through the Centers for 
Disease Control and Prevention’s National Breast and Cervical Cancer Early Detection 
Program administered by the Massachusetts’ Department of Public Health. 

5.	 Insurance Partnership [IRP]. Expenditures for the cost of employer-sponsored 

insurance (ESI) for persons under the age of 65 as follows:
 

a.	 Employee Subsidy. Expenditures for a portion of the employee cost for an ESI 
plan which meets the basic benefit levels and where the employer contributes at 
least 50 percent of the cost of health insurance benefits, for individuals (including 
employees, sole proprietors, and self-employed persons) whose gross family 
income is no more than 300 percent of the FPL. 

b.	 Employer Subsidy. Expenditures for a portion of employer costs of  qualified 
new employer-provided health insurance (insurance not offered prior to January 
1, 1999) except that such expenditures are not authorized for  sole proprietors and 
self-employed individuals.  

6.	 Basic. Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are 
receiving Emergency Aid to Elders, Disabled, and Children or services from the 
Department of Mental Health. 

7.	 Essential.  Expenditures for health care-related costs for long-term unemployed childless 
adults ages 19 through 64 with income at or below 100 percent of the FPL who are not 
eligible for Basic coverage. 

8.	 Medical Security Plan. Expenditures for health care-related costs for individuals with 
incomes at or below 400 percent of the FPL receiving unemployment benefits from the 
Division of Unemployment Assistance. 

9.	 Commonwealth Care. Expenditures for premium assistance for the purchase of 
commercial health insurance products for uninsured individuals with income at or below 
300 percent of the FPL who are not otherwise eligible under the Massachusetts State plan 
or any other eligibility category. 

II. Service-Related Expenditures 
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a.	 Premium Assistance. Expenditures for premium assistance payments to enable 
individuals enrolled in the CommonHealth (Adults and Children), Family 
Assistance, Basic and Essential Populations to enroll in employer-sponsored or 
other group health insurance to the extent the Commonwealth determines that 
insurance to be cost effective. 

b.	 Pediatric Asthma Pilot Program. Pediatric Asthma Pilot Program.  Expenditures 
related to a pilot program, as outlined in STC 39, focused on pediatric asthma that 
will provide a payment such as a per member/per month (PMPM) payment to 
participating providers for asthma-related services, equipment and supports for 
management of pediatric asthma for Demonstration eligible children, age 2 through 
18 at the time of enrollment in the pilot, who have high-risk asthma.  The pilot 
may include multiple phases and may include non-traditional services, supplies, 
and community supports for environmental home mitigation associated with 
pediatric asthma.  The authority for this pilot program to receive FFP is not 
effective until CMS approval of the protocols and amendments to such protocols as 
outlined in STC 39(g) and (h). 

c.	 Intensive Early Intervention Services for Children with Autism Spectrum 
Disorder. Expenditures related to evidence-based intensive early intervention 
habilitative services to MassHealth-eligible children, ages 0 to three years with a 
confirmed diagnosis of an autism spectrum disorder (ASD) who have an Individual 
Family Services Plan (IFSP) that identifies medically necessary Applied 
Behavioral Analysis-based (ABA) services, and who are not otherwise enrolled 
through the State’s currently approved section 1915(c) home and community-based 
services (HCBS) waiver entitled “Children’s Autism Spectrum Disorder Waiver,” 
CMS base control number 40207, and because the child has not been determined to 
meet institutional level of care (LOC) requirements.  The authority for this 
program to receive FFP is not effective until CMS approval of the protocol as 
outlined in STC 40(h).    

d.	 Diversionary Behavioral Health Services. Expenditures for benefits specified in 
Table C of Section V, STC 38 to the extent not available under the Medicaid State 
plan.  

III.	 Medicaid Eligibility Quality Control. Expenditures that would have been disallowed 
under section 1903(u) of the Act based on Medicaid Eligibility Quality Control findings. 

IV.	 Safety Net Care Pool (SNCP).  Expenditures for the following categories of 
expenditures, subject to overall SNCP limits and category-specific limits set forth in the 
STCs. 

a.	 Commonwealth Care. Expenditures  for premium assistance under the 
Commonwealth Care health insurance program for coverage through December 
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31, 2013, for individuals ages 21 and over without dependent children with 
income above 133 percent of the FPL through 300 percent of the FPL. 

b.	 Designated State Health Programs (DSHP). Expenditures for designated programs 
that provide health services, that are otherwise state-funded, for health services 
with dates of service through December 31, 2013, as specified in Attachment E of 
the Special Terms and Conditions. 

c.	 Providers. As described in Attachment E, and limited to the extent permitted 
under the SNCP limits under STC 49 and STC 50, expenditures for payments to 
providers, including: acute hospitals and health systems, non-acute hospitals, and 
other providers of medical services to support uncompensated care for Medicaid 
FFS, Medicaid managed care, Commonwealth Care, and low-income uninsured 
individuals, and expenditures for payments for otherwise covered services 
furnished to individuals who are inpatients in an Institution for Mental Disease 
(IMD). 

d.	 Infrastructure and capacity-building.  Expenditures limited to five percent of the 
aggregate SNCP cap over the period from the date of the approval letter through 
June 30, 2014 for capacity-building and infrastructure for the improvement or 
continuation of health care services that benefit the uninsured, underinsured, 
MassHealth, Demonstration and SNCP populations.  Infrastructure and capacity-
building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c).  
Activities funded under this expenditure authority are not eligible for Delivery 
System Transformation Initiative (DSTI) incentive payments. 

e.	 Delivery System Transformation Initiatives.  Expenditures pursuant to STCs 49(e) 
and 52 for incentive payments to providers for the development and 
implementation of a program that supports hospital’s efforts to enhance access to 
health care, the quality of care, and the health of the patients and families they 
serve and that will transform the current payment and delivery system models. 

V.	 Express Lane Eligibility for Parents/Caretaker Relatives Population.  Expenditures 
for parents and caretaker relatives who would not be eligible under either the State plan 
or other full-benefit Demonstration Populations, but for Express Lane eligibility 
determinations.   This authority is not effective until approval of a Medicaid Express 
Lane Eligibility State plan amendment applicable to children. 

VI.	 Extended Express Lane Eligibility for Children’s Population. Expenditures for 
children who would not be eligible under the Title XIX State plan, Title XXI State child 
health plan  or other full-benefit Demonstration Populations, but for Express Lane 
eligibility determinations, for the period after September 30, 2013.  This authority is not 
effective until approval of a Medicaid Express Lane Eligibility State plan amendment 
applicable to children. 
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All requirements of the Medicaid program expressed in law, regulation and policy statements 
that are explicitly waived under the Waiver List herein shall similarly not apply to any other 
expenditures made by the state pursuant to its Expenditure Authority hereunder.  In addition, 
none of the Medicaid program requirements as listed and described below shall apply to such 
other expenditures.  All other requirements of the Medicaid program expressed in law, regulation 
and policy statements shall apply to such other expenditures.  

The Following Title XIX Requirements Do Not Apply to These Expenditures Authorities. 

1.	 Cost Sharing Section 1902(a)(14) insofar as it 
incorporates Section 1916 and 
1916A 

To enable Massachusetts to impose premiums and cost-sharing in excess of statutory limits 
on individuals enrolled in programs under demonstration expenditure authority as outlined in 
Attachment B of the STCs. 

2. Out-of-State Services	 Section 1902(a)(16) 

To exempt the State from making payments for otherwise covered services rendered to 
individuals enrolled in these demonstration programs when such benefits are rendered out-of-
State. 

In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential Coverage 

3.	 Early and Periodic Screening, Diagnostic and Section 1902(a)(43) 
Treatment Services (EPSDT) 

To exempt Massachusetts from furnishing or arranging for EPSDT services for individuals 
enrolled in these demonstration programs. 

4.	 Assurance of Transportation Section 1902(a)(4) insofar 
as it incorporates 42 CFR 
431.53 

To enable Massachusetts to provide benefit packages to individuals enrolled in these
 
demonstration programs that do not include transportation.
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In Addition to the Above, the Following Title XIX Requirements Do Not Apply to 
Expenditures for Family Assistance, IRP, Basic, and Essential (non-hypothetical1 Essential 
population) Coverage 

5. Reasonable Promptness	 Section 1902(a)(8) 

To enable Massachusetts to cap enrollment and maintain waiting lists for these demonstration 
programs. 

6.	 Mandatory Services Section 1902(a)(10)(A) 
insofar as it incorporates 
Section 1905(a) 

To exempt the State from providing all mandatory services to individuals enrolled in these 
demonstration programs as outlined in Table B of STC 37. 

No Title XIX Requirements are Applicable to Expenditures for the Medical Security Plan, 
Commonwealth Care, and the Safety Net Care Pool except the Following. 

7. Actuarial Soundness	 42 C.F.R. 438.6(c) 

To enable Massachusetts to require Commonwealth Care providers to be subject to 

actuarially sound rates.
 

See section IV, Eligibility and Enrollment, for an eligibility chart 
describing hypothetical populations. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES
 
SPECIAL TERMS AND CONDITIONS
 

I. PREFACE 

The following are the Special Terms and Conditions (STCs) for the Massachusetts MassHealth 
section 1115(a) Medicaid demonstration (hereinafter “Demonstration”).  The parties to this 
agreement are the Massachusetts Executive Office of Health and Human Services 
(State/Commonwealth) and the Centers for Medicare & Medicaid Services (CMS).  The STCs 
set forth in detail the nature, character, and extent of Federal involvement in the Demonstration 
and the Commonwealth’s obligations to CMS during the life of the Demonstration.  The STCs 
are effective as of the date of the approval letter, unless otherwise specified.  All previously 
approved STCs are superseded by the STCs set forth below for the State’s expenditures relating 
to dates of service during this Demonstration extension.  This Demonstration extension is 
approved effective the date of the approval letter, through June 30, 2014, unless otherwise 
specified. 

The STCs have been arranged into the following subject areas: 
I. Preface 
II. Program Description and Objectives 
III. General Program Requirements 
IV. Eligibility and Enrollment 
V. Demonstration Programs and Benefits 
VI. Delivery System 
VII. Cost Sharing 
VIII. The Safety Net Care Pool 
IX. General Reporting Requirements 
X. General Financial Requirements Under Title XIX 
XI. Monitoring Budget Neutrality for the Demonstration 
XII.  Evaluation of the Demonstration 
XIII.  Schedule of Deliverables for the Demonstration Extension Period 
Attachment A. Overview of Children’s Eligibility in MassHealth 
Attachment B. Cost Sharing 
Attachment C. Quarterly Operational Report Content and Format 
Attachment D. MassHealth Historical Per Member/Per Month Limits 
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Attachment E. Safety Net Care Pool Payments 
Attachment F. Reserved for Pediatric Asthma Pilot Program Protocols 
Attachment G. Reserved for Autism Payment Protocol 
Attachment H. Reserved for Safety Net Care Pool Uncompensated Care Cost Protocol 
Attachment I. Hospitals Eligible for DSTI 
Attachment  J. Reserved for Master DSTI Plan and Payment and Funding Protocol 

II. PROGRAM DESCRIPTION AND OBJECTIVES 

The MassHealth Demonstration is a statewide health reform effort encompassing multiple 
delivery systems, eligibility pathways, program types and benefit levels.  The Demonstration was 
initially implemented in July 1997, and expanded Medicaid income eligibility for certain 
categorically eligible populations including pregnant women, parents or adult caretakers, infants, 
children and individuals with disabilities.  Eligibility was also expanded to certain non-
categorically eligible populations, including unemployed adults and non-disabled persons living 
with Human Immunodeficiency Virus (HIV).  Finally, the Demonstration also authorized the 
Insurance Partnership program which provides premium subsidies to both qualifying small 
employers and their low-income employees for the purchase of private health insurance.  The 
Commonwealth was able to support these expansions by requiring certain beneficiaries to enroll 
in managed care delivery systems to generate savings.  However, the Commonwealth’s preferred 
mechanism for achieving coverage has consistently been employer-sponsored insurance, 
whenever available and cost-effective. 

The implementation of mandatory managed care enrollment under MassHealth changed the way 
health care was delivered resulting in a new focus on primary care, rather than institutional care. 
In order to aid this transition to managed care, the Demonstration authorized financial support in 
the form of supplemental payments for two managed care organizations (MCOs) operated by 
safety net hospital providers in the Commonwealth to ensure continued access to care for 
Medicaid enrollees.  These payments ended in 2006. 

In the 2005 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
and State Medicaid dollars to further expand coverage directly to the uninsured, funded in part 
by redirecting certain public funds that were dedicated to institutional reimbursement for 
uncompensated care to coverage programs under an insurance-based model.  This agreement led 
to the creation of the Safety Net Care Pool (SNCP).  This restructuring laid the groundwork for 
health care reform in Massachusetts, because the SNCP allowed the Commonwealth to develop 
innovative Medicaid reform efforts by supporting a new insurance program.  

Massachusetts’ health care reform legislation passed in April 2006.  On July 26, 2006 CMS 
approved an amendment to the MassHealth Demonstration to incorporate those health reform 
changes.  This amendment included: 
•	 the authority to establish the Commonwealth Care program under the SNCP to provide 

sliding scale premium subsidies for the purchase of commercial health plan coverage for 
uninsured persons at or below 300 percent of the FPL; 

•	 the development of payment methodologies for approved expenditures from the SNCP; 
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•	 an expansion of employee income eligibility to 300 percent of the FPL under the Insurance 
Partnership; and 

•	 increased enrollment caps for MassHealth Essential and the HIV/Family Assistance
 
Program.   


At this time there was also an eligibility expansion in the Commonwealth’s separate title XXI 
program for optional targeted low-income children between 200 percent and 300 percent of the 
FPL, which enabled parallel coverage for children in households where adults are covered by 
Commonwealth Care.  This expansion ensured that coverage is equally available to all members 
of low-income families.  With the combination of previous expansions and the recent health 
reform efforts, the MassHealth Medicaid section 1115 Demonstration now covers approximately 
1.5 million low-income persons.  

In the 2008 extension of the Demonstration, CMS and the Commonwealth agreed to reclassify 
three eligibility groups (those aged 19 and 20 under the Essential and Commonwealth Care 
programs and custodial parents and caretakers in the Commonwealth Care program) with a 
categorical link to the title XIX program as “hypotheticals” for budget neutrality purposes as the 
populations could be covered under the State plan. As part of the renewal, the SNCP was also 
restructured to allow expenditure flexibility through a 3-year aggregate spending limit rather than 
annual limits; a gradual phase out of Federal support for the Designated State Health Programs; 
and a prioritization in the SNCP to support the Commonwealth Care Program. 

Three amendments were approved in 2010 and 2011 to allow for additional flexibility in the 
Demonstration.  On September 30, 2010, CMS approved an amendment to allow Massachusetts 
to (1) increase the MassHealth pharmacy co-payment from $2 to $3 for generic prescription 
drugs; (2) provide relief payments to Cambridge Health Alliance totaling approximately $216 
million; and (3) provide relief payments to private acute hospitals in the Commonwealth totaling 
approximately $270 million.   

On January 19, 2011, CMS approved an amendment to: (1) increase authorization for Designated 
State Health Programs for State Fiscal Year 2011 to $385 million; (2) reclassification of 
Commonwealth Care adults without dependent children with income up to and including 133 
percent of the Federal Poverty Level (FPL) as a “hypothetical” population for purposes of budget 
neutrality as the population could be covered under the State plan; and (3) allow the following 
populations to be enrolled into managed care: (a) participants in a Home and Community-Based 
Services Waiver; (b) Katie Beckett/ Kaileigh Mulligan children; and (c) children receiving title 
IV-E adoption assistance. 

Additionally, on August 17, 2011, CMS approved an amendment to authorize expenditure 
authority for a maximum of $125.5 million for State fiscal year (SFY) 2012 for Cambridge 
Health Alliance through the SNCP for uncompensated care costs.  This funding was approved 
with the condition that it be counted toward a budget neutrality limit eventually approved for 
SFY 2012 as part of the 2011 extension. 

In the 2011 extension of the Demonstration, CMS and the Commonwealth agreed to use Federal 
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and State Medicaid dollars for the following purposes: 
•	 support a Pediatric Asthma Pilot Program focused on improving health outcomes and 

reducing associated Medicaid costs for children with high-risk asthma; 
•	 offer early intervention services for children with autism who are not otherwise eligible 

through the Commonwealth’s currently approved section 1915(c) home and community-
based services waiver because the child has not been determined to meet institutional 
level of care requirements; 

•	 utilize Express Lane eligibility to conduct renewals for parents and caretakers to coincide 
with the Commonwealth’s intent to utilize Express Lane eligibility for children; and 

•	 further expand the SNCP to provide incentive payments to participating hospitals for 
Delivery System Transformation Initiatives focused on efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models. 

For this extension period, the Commonwealth’s goals under the Demonstration are: 
•	 Maintain near-universal health care coverage for all citizens of the Commonwealth and 

reduce barriers to coverage; 
•	 Continue the redirection of spending from uncompensated care to insurance coverage; 
•	 Implement delivery system reforms that promote care coordination, person-centered care 

planning, wellness, chronic disease management, successful care transitions, integration of 
services, and measurable health outcome improvements; and 

•	 Advance payment reforms that will give incentives to providers to focus on quality, rather 
than volume, by introducing and supporting alternative payment structures that create and 
share savings throughout the system while holding providers accountable for quality care. 

III. GENERAL PROGRAM REQUIREMENTS 

1.	 Compliance with Federal Non-Discrimination Statutes. The State must comply with all 
applicable Federal statutes relating to non-discrimination. These include, but are not limited 
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, 
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

2.	 Compliance with Medicaid and CHIP Law, Regulation, and Policy.  All requirements of 
the Medicaid program and Children’s Health Insurance Program (CHIP) for the separate 
CHIP population, expressed in law, regulation, and policy statement, not expressly waived or 
identified as not applicable in the waiver and expenditure authority documents (of which 
these terms and conditions are part), must apply to the Demonstration.  

3.	 Changes in Medicaid and CHIP Law, Regulation, and Policy.  The State must, within the 
timeframes specified in law, regulation, or policy statement, come into compliance with any 
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP programs that 
occur during this Demonstration approval period, unless the provision being changed is 
expressly waived or identified as not applicable. 

4.	 Impact on Demonstration of Changes in Federal Law, Regulation, and Policy 
Statements. 
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a)	 To the extent that a change in Federal law, regulation, or policy requires either a 
reduction or an increase in Federal financial participation (FFP) for expenditures made 
under this Demonstration, the State must adopt, subject to CMS approval, a modified 
budget neutrality agreement as well as a modified allotment neutrality worksheet for the 
Demonstration as necessary to comply with such a change.  The modified agreement will 
be effective upon the implementation of the change. The trend rates for the budget 
neutrality agreement are not subject to change under this subparagraph.  

b)	 If mandated changes in the Federal law require State legislation, the changes must take 
effect on the earlier of the day such State legislation becomes effective, or on the last day 
such legislation was required to be in effect under the law. 

5.	 State Plan Amendments. The State will not be required to submit title XIX or title XXI 
State plan amendments (SPAs) for changes affecting any populations made eligible solely 
through the Demonstration.  If a population eligible through the Medicaid or CHIP State Plan 
is affected by a change to the Demonstration, a conforming amendment to the appropriate 
State plan may be required except as otherwise noted in these STCs. 

6.	 Changes Subject to the Amendment Process.  Changes related to eligibility, enrollment, 
benefits, delivery systems, cost sharing, evaluation design, sources of non-Federal share of 
funding, budget neutrality, and other comparable program elements specified in these STCs 
must be submitted to CMS as amendments to the Demonstration.  All amendment requests 
are subject to approval at the discretion of the Secretary in accordance with section 1115 of 
the Act.  The State must not implement changes to these elements without prior approval by 
CMS.  Amendments to the Demonstration are not retroactive and FFP will not be available 
for changes to the Demonstration that have not been approved through the amendment 
process set forth in STC 7 below. 

7.	 Amendment Process.  Requests to amend the Demonstration must be submitted to CMS for 
approval no later than 120 days prior to the planned date of implementation of the change 
and may not be implemented until approved.  CMS reserves the right to deny or delay 
approval of a Demonstration amendment based on non-compliance with these STCs, 
including, but not limited to, failure by the State to submit required reports and other 
deliverables in a timely fashion according to the deadlines specified therein. Amendment 
requests must include, but are not limited to, the following: 

a)	 An explanation of the public process used by the Commonwealth consistent with the 
requirements of STC 14 to reach a decision regarding the requested amendment; 

b)	 A data analysis which identifies the specific “with waiver” impact of the proposed 
amendment on the current budget neutrality agreement.  Such analysis must include 
current total computable “with waiver” and “without waiver” status on both a summary 
and detailed level through the current extension approval period using the most recent 
actual expenditures, as well as summary and detailed projections of the change in the 
“with waiver” expenditure total as a result of the proposed amendment which isolates (by 
Eligibility Group (EG)) the impact of the amendment; 
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c)	 An up-to-date CHIP allotment neutrality worksheet, if necessary; 

d)	 A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation including a conforming title XIX and/or title XXI 
State plan amendment, if necessary; and 

e)	 If applicable, a description of how the evaluation design will be modified to incorporate 
the amendment provisions. 

8.	 Extension of the Demonstration.  States that intend to request demonstration extensions 
under sections 1115(e) or 1115(f) are advised to observe the timelines contained in those 
statutes.  Otherwise, no later than 12 months prior to the expiration date of the 
Demonstration, the chief executive officer of the State must submit to CMS either a 
Demonstration extension request or a phase-out plan consistent with the requirements of STC 
9. 

As part of the Demonstration extension request, the State must provide documentation of 
compliance with the public notice requirements outlined in STC 14, as well as include the 
following supporting documentation: 

a)	 Demonstration Summary and Objectives. The State must provide a summary of the 
demonstration project, reiterate the objectives set forth at the time the demonstration was 
proposed and provide evidence of how these objectives have been met. 

b)	 Special Terms and Conditions. The State must provide documentation of its compliance 
with each of the STCs.  Where appropriate, a brief explanation may be accompanied by 
an attachment containing more detailed information.  Where the STCs address any of the 
following areas, they need not be documented a second time. 

c) Quality. The State must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO) and State quality assurance 
monitoring, and any other documentation of the quality of care provided under the 
demonstration. 

d)	 Compliance with the Budget Neutrality Cap. The State must provide financial data (as set 
forth in the current STCs) demonstrating that the State has maintained and will maintain 
budget neutrality for the requested period of extension.  CMS will work with the State to 
ensure that Federal expenditures under the extension of this project do not exceed the 
Federal expenditures that would otherwise have been made.  In doing so, CMS will take 
into account the best estimate of current trend rates at the time of the extension. 

e)	 Interim Evaluation Report.  The State must provide an evaluation report reflecting the 
hypotheses being tested and any results available. 

9.	 Demonstration Phase-Out. The State may only suspend or terminate this Demonstration in 
whole, or in part, consistent with the following requirements. 
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a)	 Notification of Suspension or Termination. The State must promptly notify CMS in 
writing of the reason(s) for the suspension or termination, together with the effective date 
and a phase-out plan.  The State must submit its notification letter and a draft phase-out 
plan to CMS no less than 5 months before the effective date of the Demonstration’s 
suspension or termination.  Prior to submitting the draft phase-out plan to CMS, the State 
must publish on its website the draft phase-out plan for a 30-day public comment period.  
In addition, the State must conduct tribal consultation in accordance with its approved 
tribal consultation State Plan Amendment.  Once the 30-day public comment period has 
ended, the State must provide a summary of each public comment received, the State’s 
response to the comment and how the State incorporated the received comment into a 
revised phase-out plan.  

b)	 The State must obtain CMS approval of the phase-out plan prior to the implementation of 
the phase-out activities.  Implementation of phase-out activities must be no sooner than 
14 days after CMS approval of the phase-out plan. 

c)	 Phase-out Plan Requirements. The State must include, at a minimum, in its phase-out 
plan the process by which it will notify affected beneficiaries, the content of said notices 
(including information on the beneficiary’s appeal rights), the process by which the State 
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries, 
and ensure ongoing coverage for eligible individuals, as well as any community outreach 
activities. 

d)	 Phase-out Procedures. The State must comply with all notice requirements found in 42 
CFR §431.206, 431.210 and 431.213.  In addition, the State must assure all appeal and 
hearing rights afforded to Demonstration participants as outlined in 42 CFR §431.220 
and 431.221.  If a Demonstration participant requests a hearing before the date of action, 
the State must maintain benefits as required in 42 CFR §431.230.  In addition, the State 
must conduct administrative renewals for all affected beneficiaries in order to determine 
if they qualify for Medicaid eligibility under a different eligibility category as discussed 
in October 1, 2010, State Health Official Letter #10-008. 

e)	 FFP. If the project is terminated or any relevant waivers suspended by the State, FFP 
shall be limited to normal closeout costs associated with terminating the Demonstration 
including services and administrative costs of disenrolling participants. 

10. CMS Right to Terminate or Suspend. CMS may suspend or terminate the Demonstration, 
in whole or in part, at any time before the date of expiration, whenever it determines 
following a hearing that the State has materially failed to comply with the terms of the 
project. CMS must promptly notify the State in writing of the determination and the reasons 
for the suspension or termination, together with the effective date. 

11. Finding of Non-Compliance. The State does not relinquish its rights to administratively 
and/or judicially challenge CMS' finding that the State materially failed to comply. 
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12. Withdrawal of Waiver Authority.  CMS reserves the right to withdraw waivers or 
expenditure authorities at any time it determines that continuing the waivers or expenditure 
authorities would no longer be in the public interest or promote the objectives of title XIX. 
CMS will promptly notify the State in writing of the determination and the reasons for the 
withdrawal, together with the effective date, and afford the State an opportunity to request a 
hearing to challenge CMS’ determination prior to the effective date. If a waiver or 
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with 
terminating the waiver or expenditure authority, including services and administrative costs 
of disenrolling participants. 

13. Adequacy of Infrastructure. The Commonwealth will ensure the availability of adequate 
resources for implementation and monitoring of the Demonstration, including education, 
outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing 
requirements; and reporting on financial and other Demonstration components. 

14. Public Notice, Tribal Consultation, and Consultation with Interested Parties. The State 
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 
27, 1994) and the tribal consultation requirements pursuant to section 1902(a)(73) of the Act 
as amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009 and 
the tribal consultation requirements at outlined in the State’s approved State plan, when any 
program changes to the Demonstration including (but not limited to) those referenced in STC 
6, are proposed by the State.  In States with Federally recognized Indian tribes, Indian health 
programs, and/or Urban Indian organizations, the State must to submit evidence to CMS 
regarding the solicitation of advice from these entities prior to submission of any amendment 
or extension of this Demonstration.  The State must also comply with the Public Notice 
Procedures set forth in 42 CFR 447.205 for changes in Statewide methods and standards for 
setting payment rates. 

15. Quality Review of Eligibility. The Commonwealth will continue to submit by December 
31st of each year an alternate plan for Medicaid Eligibility Quality Control (MEQC) as 
permitted by Federal regulations at 42 CFR 431.812(c). Based on the approved MEQC 
activities, the Commonwealth will be assigned a payment error rate equal to the FFY 1996 
State error rate for the duration of this section 1115 demonstration project. 

16. FFP. No Federal matching funds for expenditures for this Demonstration will take effect 
until the effective date identified in the Demonstration approval letter. 

IV. ELIGIBILITY AND ENROLLMENT 

17. Eligible Populations.   This Demonstration affects mandatory and optional Medicaid State 
plan populations as well as populations eligible for benefits only through the Demonstration.   

The criteria for MassHealth eligibility are outlined in a Table A at the end of section IV of 
the STCs which shows each specific group of individuals; under what authority they are 
made eligible for the demonstration; the name of the eligibility and expenditure group under 
which expenditures are reported to CMS and the budget neutrality expenditure agreement is 
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constructed; and the corresponding demonstration program under which benefits are 
provided.  Attachment A provides a complete overview of MassHealth coverage for children, 
including the separate title XXI CHIP program, which is incorporated by reference. 

Eligibility is determined based on an application by the beneficiary. 

18. Retroactive Eligibility. Retroactivity eligibility is provided only in accordance to Table D.   

19. Calculation of Financial Eligibility. Financial eligibility for Demonstration programs is 
determined by comparing the family group’s gross monthly income with the applicable 
income standard for the specific coverage type.  The monthly income standards are 
determined according to annual Federal Poverty Level (FPL) standard published in the 
Federal Register. 

20. Express Lane Eligibility. The Medicaid State agency may rely on a finding from an 
Express lane agency when determining whether a parent or caretaker satisfies one or more 
components of eligibility derived through the Medicaid State plan or Demonstration at the 
time of redetermination. The authority to provide Express Lane eligibility procedures for 
parents and caretakers is not effective until the effective date of the companion Medicaid 
State plan amendment applicable to children.  All procedures outlined in the companion 
Medicaid Express Lane Eligibility SPA must also apply to Express Lane eligibility 
determinations for parents and caretakers. 

The authority to provide Express Lane eligibility procedures will also remain in effect 
through the renewal period for children notwithstanding sunset dates for Express Lane 
Eligibility under title XIX and title XXI applicable to the companion State plan amendments.  
This authority is subject to approval of the Medicaid Express Lane Eligibility State plan 
amendment. 

21. Presumptive Eligibility. Presumptive eligibility is offered to certain children who appear 
eligible for MassHealth Standard or Family Assistance as well as pregnant women who 
appear eligible for MassHealth Prenatal program. 

a)	 Presumptive eligibility begins 10 calendar days prior to the date the Medical Benefit 
Request (MBR) is received at the MassHealth Enrollment Center (MEC) or MassHealth 
outreach site and lasts until MassHealth makes an eligibility determination (but no longer 
than 60 days).  If information necessary to make the eligibility determination is not 
submitted within 60 days after the begin date, the MBR will be deactivated and 
presumptive eligibility will end. 

b)	 A child may receive presumptive eligibility only once in a 12-month period.   

c)	 A presumptively-eligible child receiving services under the Family Assistance program is 
not assessed a monthly health insurance MassHealth premium. 

22. Verification of Human Immunodeficiency Virus (HIV).  For individuals who indicate on 
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the MBR that they have HIV, a determination of eligibility will be made once family group 
income has been verified.  Persons who have not submitted verification of HIV diagnosis 
within 60 days of the eligibility determination shall subsequently have their eligibility 
redetermined as if they did not have HIV.  

23. Eligibility Exclusions. Notwithstanding the eligibility criteria outlined in this section or in 
Table A, the following individuals are excluded from this Demonstration.  Payments or 
expenditures related to uncompensated care for such individuals as defined in STC 49(c), 
however, may be included as allowable expenditures under the Safety Net Care Pool 
(SNCP), including the Designated State Health Programs (DSHP). 

Individuals 65 years and older (unless a parent or caretaker relative of a child 18 
years old or younger or an enrollee in the Medical Security Plan) 
Individuals who are institutionalized 
Participants in Program of All-Inclusive Care of the Elderly (PACE) 
Refugees served through the Refugees Resettlement Program 

24. Enrollment Caps.  The Commonwealth is authorized to impose enrollment caps on 
populations made eligible solely through the Demonstration, except that enrollment caps may 
not be imposed for the Demonstration Expansion Population Groups listed as 
“Hypotheticals” in Table A. Setting and implementing specific caps are considered 
amendments to the Demonstration and must be made consistent with section III, STC 7.  
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Table A. MassHealth State Plan Base Populations* (See STC 63(f) for terminology) 

Medicaid 
Mandatory and 

Optional State Plan 
Groups 

(Categorical 
Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

AFDC-Poverty Level 
infants 

< Age 1: 0 through 
185% Title XIX Base Families Standard** Up to 60 days presumptive eligibility 

for children with unverified income 

• Title XIX if insured at 

Medicaid Expansion 
infants 

< Age 1:  185.1 through 
200% 

the time of application 
• Title XXI if uninsured at 

the time of application 
• Funded through title 

XIX if title XXI is 
exhausted 

1902(r)(2) Children 

1902(r)(2) XXI RO Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children and 
Independent Foster 
Care Adolescents 

• Age 1 - 5: 0 through 
133% 

• Age 6 - 17: 0 
through 114% 

• Independent Foster 
Care Adolescents 
aged out of DCF 
until the age of 21 
without regard to 
income or assets 

Title XIX Base Families Standard Up to 60 days presumptive eligibility 
for children with unverified income 

AFDC-Poverty Level 
Children 

Medicaid Expansion 
Children I 

• Age 6 - 17: 114.1% 
through 133% 

• Age 18: 0 through 
133% 

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured at 
the time of application 

• Funded through title 
XIX if title XXI is 
exhausted 

Base Families 

Base Families XXI RO 

Standard Up to 60 days presumptive eligibility 
for children with unverified income 
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Table A. MassHealth State Plan Base Populations (continued)* 

Medicaid Mandatory 
and Optional State Plan 

Groups 
(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Medicaid Expansion 
Children II 

Ages 1 - 18: 133.1 through 
150% 

• Title XIX if insured at 
the time of application 

• Title XXI if uninsured 
at the time of 
application 

• Funded through title 
XIX if title XXI is 
exhausted 

1902(r)(2) Children 

1902(r)(2) XXI RO 
Standard 

Up to 60 days presumptive 
eligibility for children with 

unverified income 

Pregnant women 0 through 185% Title XIX Base Families Standard 

Pregnant women ages 19 
and older considered 
presumptively eligible 

0 through 185% Title XIX Base Families Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 
Parents and caretaker 
relatives ages 19 through 
64 eligible under section 
1931 and Transitional 
Medical Assistance 

0 through 133% Title XIX Base Families Standard 

Disabled children under 
age 19 0 through 150% Title XIX Base Disabled Standard 

Disabled adults ages 19 
through 64 0 through 114% Title XIX Base Disabled Standard 

Non-working disabled 
adults ages 19 through 64 Above 133% Title XIX Base Disabled CommonHealth 

Must spend-down to medically 
needy income standard to 

become eligible as medically 
needy 

Pregnant women 185.1 through 200% Title XIX 1902(r)(2) Children Standard 

Pregnant women age 19 
and older considered 
presumptively eligible 

185.1 through 200% Title XIX 1902(r)(2) Children Prenatal 
Presumptive eligibility for 
pregnant women with self-

declared income 

MassHealth Page 21 of 111 
Demonstration Approval Period: Date of approval letter, through June 30, 2014 



 

                                                                                                                                                                                                                       
  

 

    

 
  

 
 
 

  
 

 

 
 

 
 

 
   

  
  

 
 

  
   

 

  
  

 
 

 
  

 

 
 

 
  

 
 

 

      

 
 

 
 

    

 
 

 
 

 
 
 

 
  

    
  

  
 

   
 

  
 

   
 

 
 

 
 

 
     

 
 

 
  

 

Table A. MassHealth State Plan Base Populations (continued)* 
Medicaid Mandatory 

and Optional State Plan 
Groups 

(Categorical Eligibility) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

“Non-qualified Aliens,” 
“Protected Aliens,” or 
“Aliens with Special 
Status” 

Otherwise eligible for 
Medicaid under the State Plan Title XIX 

Base Families 
Base Disabled 

1902(r)(2) Children 
1902(r)( 2) Disabled 

Limited 

Member eligible for 
emergency services only under 
the State Plan and the 
Demonstration. 

Members who meet the 
definition and are determined 
to have a disability are 
included in the Base Disabled 
EG 

Members who are determined 
eligible via 1902(r)2 criteria 
are included in the 1902(r)(2) 
EG 

Disabled adults ages 19 
through 64 114.1 through 133% Title XIX 1902(r)(2) Disabled Standard 

Women eligible under the 
Breast and Cervical 
Cancer Treatment 
Program 

0 through 250% Title XIX BCCTP Standard 

Women screened through the 
Centers for Disease Control 

and Prevention program 

Children eligible under 
TEFRA section 134, SSA 
section 1902(e)(3) and 42 
U.S.C. 1396a(e)(3) 
(Kaileigh Mulligan kids) 

• Age 0 – 17 
• Require hospital or 

nursing facility level of 
care 

• Income < or = to $72.81, 
or deductible 

• $0 through $2,000 in 
assets 

Title XIX Base Disabled Standard 
Income and assets of their 
parents are not considered in 
determination of eligibility 

Children receiving title 
IV-E adoption assistance • Age 0 through 18 Title XIX Base Families Standard 

Children placed in subsidized 
adoption under title IV-E of 
the Social Security Act 
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   Table A. MassHealth State Plan Base Populations (continued)*  
 

Medicaid Mandatory  Federal Poverty Level 
 (FPL) and/or Other 

Qualifying Criteria  

Expenditure and 
Eligibility Group (EG)  

Reporting  

 MassHealth 
Demonstration 

 Program 

and Optional State Plan  Funding Stream Comments  Groups  
 (Categorical Eligibility)  

 Special Home and 
 Community-Based Waiver 

 (HCBW) Group 
(individuals who without 

 the HCBW would be  
  eligible for Medicaid if in 

 an institution) 

 • 

 • 

 0 through 300% SSI 
Federal Benefits Rate  

 $0 through $2,000 in 
assets  

 Title XIX Base Disabled   Standard 

 All other participants under  
age 65 in a HCBW are 
reflected in other Base 

 Eligibility Groups in this 
 chart. 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Groups with a 
Categorical Link Made 

Eligible through the 
Demonstration 

(“Hypotheticals”) 

Federal Poverty Level 
(FPL) and/or Other 
Qualifying Criteria 

Funding Stream 
Expenditure and 

Eligibility Group (EG) 
Reporting 

MassHealth 
Demonstration 

Program 
Comments 

Higher income children 
with disabilities 

• < Age 1: 200.1 
through 300% 

• Ages 1 - 18: 150.1 
through 300% 

• Title XIX if insured at 
the time of application 
or in crowd-out 
status*** 

• Title XXI via the 
separate XXI program 
(Funded through title 
XIX if title XXI is 
exhausted) 

CommonHealth 

CommonHealth XXI 

CommonHealth 

The CommonHealth program 
existed prior to the separate 
XXI Children’s Health 
Insurance Program and was not 
affected by the maintenance of 
effort date.  The 
CommonHealth program is 
contained in the separate XXI 
State Plan and as authorized 
under this 1115 Demonstration. 
Certain children derive 
eligibility from both the 
authority granted under this 
demonstration and the separate 
XXI program. 

Higher income children 
with disabilities ages  0 
through 18 

Above 300% Title XIX CommonHealth CommonHealth 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

Higher income adults with 
disabilities ages 19 
through 64 working 40 
hours a month or more 

Above 133% Title XIX CommonHealth CommonHealth 
(“working”) 

Sliding scale premium 
responsibilities for those 
individuals above 150 percent 
of the FPL. 

19 and 20 year olds 0 through 300% Title XIX CommCare-19-20 Commonwealth Care 
19 and 20 year olds 0 through 100% Title XIX Essential-19-20 Essential 
Parents and caretaker 
relatives eligible per 
above, except for income 

133.1 through 300% Title XIX CommCareParents Commonwealth Care 

Low-income adults At or below 133% Title XIX CommCare-133 Commonwealth Care 
* Massachusetts includes in the MassHealth Demonstration almost all the mandatory and optional populations aged under 65 eligible under the State Plan.  The Massachusetts
 
State Plan outlines all covered populations not specifically indicated here.
 
** All Standard and CommonHealth members who have access to qualifying private insurance may receive premium assistance plus wrap-around benefits.
 
***  Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI.
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Table A. MassHealth Demonstration Expansion Populations (See STC 63(f) for terminology) 

Populations Made Eligible 
through the Demonstration 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Children ages 1 through 18 
(Non-disabled) 150.1 through 200% 

• Title XIX if 
insured at the 
time of 
application 

• Title XXI via 
the separate 
XXI program 
if uninsured 

(Funded through 
title XIX if title 

XXI is exhausted) 

e-Family Assistance 

Fam Assist XXI 
(if XXI is exhausted) 

Family Assistance 

• Premium 
Assistance 

• Direct Coverage 

The premium 
assistance payments 
and FFP will be 
based on the 
children’s eligibility. 
Parents are covered 
incidental to the 
child.  No additional 
wrap other than 
dental is provided to 
ESI. 

Children ages 1 through 18 from 150-200% 
FPL were made eligible under the authority 
provided by the 1115 demonstration prior to 
the establishment of the separate title XXI 
Children’s Health Insurance Program and 
were not affected by the maintenance of 
effort date.  With the establishment of the 
XXI program, children who are uninsured at 
the time of application derive eligibility 
from both the authority granted under this 
demonstration and the separate XXI 
program. 

Adults under the age of 65 
who are not otherwise 
eligible for medical 
assistance who work for a 
qualified small employer and 
purchase ESI 

At or below 300% Title XIX IRP 
Family Assistance/ 

Insurance 
Partnership 

Enrollment in Family Assistance allows an 
individual to receive premium assistance 
through the Insurance Partnership.  No 
additional wraparound is provided. 

Individuals whose spouse or noncustodial 
children are receiving MassHealth must 
enroll in a health plan that provides 
coverage to the dependents. 
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Table A. MassHealth Demonstration Expansion Populations (continued)* 

Populations Made Eligible 
through the Demonstration 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 
Additional comments 

Aged 19 through 64 Long
term unemployed individuals 
or members of  a couple and 
a client of DMH and/or 
receiving Emergency Aid to 
the Elderly, Disabled and 
Children (EAEDC), not 
otherwise eligible for medical 
assistance 

0 through 100% Title XIX Basic Basic 

Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance. 

No additional wraparound is provided. 

Aged 21through 64 Long
term unemployed individuals 
or members of a couple, and 
neither a client of DMH or 
receiving EAEDC, not 
otherwise eligible for medical 
assistance2 

0 through100% Title XIX Essential Essential 

Premium assistance is offered in lieu of 
direct coverage when there is other 
insurance. 

No additional wraparound is provided. 

Families receiving 
unemployment benefits, not 
otherwise eligible for medical 
assistance 

At or below 400% Title XIX MSP Medical Security 
Plan 

Individuals with HIV not 
otherwise eligible for medical 
assistance 

0 through 200% Title XIX e-HIV/FA Family Assistance 

Premium assistance is offered in lieu of 
direct coverage when there is access to 
other insurance. Additional wraparound to 
private insurance is provided. 

2 Individuals in MassHealth Essential aged 19 and 20 are counted as a hypothetical base population. 
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Table A. MassHealth Demonstration Expansion Populations 

Populations Made Eligible through the Demonstration 
(Additional populations) 

Federal Poverty Level 
(FPL) and other 

qualifying criteria 

Funding 
Stream 

Expenditure and 
Eligibility Group 
(EG) Reporting 

Massachusetts 
Demonstration 

Program 

Additional 
comments 

Individuals aged  21and older, not otherwise eligible  for  medical 
assistance,  with  no access to ESI, Medicare, or other subsidized  
health insurance programs,  and  who are not otherwise eligible 
under MassHealth or the State plan,  including the  following 
groups:3  
• Low-income adults; 
• Pregnant women aged 21and older; 
• Individuals living with HIV; and 
• Adults working for an employer with 50 or fewer 

employees who offers no insurance or who contributes < 
33% (or < 20% for family coverage)  towards insurance 
costs 

• 133.1% through 300%; 
• 200.1 through 300%; 
• 200.1 through 300%; 
• At or below 300% Title XIX SNCP-CommCare 

Commonwealth 
Care Program 

3 Parents and caretaker relatives in Commonwealth Care, individuals aged 19 and 20, and low-income adults with income at or below 133 percent of the FPL enrolled in 
Commonwealth Care are counted as hypothetical base populations and expenditures for these populations are reported under the EGs specified on page 15. 
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V. DEMONSTRATION PROGRAMS AND BENEFITS 

25. Demonstration Programs.  The Demonstration provides health care benefits to eligible 
individuals and families through the following specific programs.  The Demonstration 
program for which an individual is eligible is based on the criteria outlined in Table A of 
section IV of the STCs.  Table B in STC 37, provides a side-by-side analysis of the benefits 
offered through these MassHealth programs. 

26. MassHealth Standard.  Individuals enrolled in Standard receive State plan services 
including for individuals under age 21, Early and Periodic Screening Diagnostic and 
Treatment (EPSDT) benefit.  Benefits are provided either through direct coverage, cost 
effective premium assistance or a combination of both. Premium assistance will be furnished 
in coordination with STC 44. 

27. MassHealth Breast and Cervical Cancer Treatment Program (BCCTP). The BCCTP is 
a health insurance program for women in need of treatment for breast or cervical cancer. This 
program offers MassHealth Standard benefits to certain women under 65 who do not 
otherwise qualify for MassHealth.      

28. MassHealth CommonHealth.  Individuals enrolled in CommonHealth receive the same 
benefits as those available under Standard; individuals under age 21 receive EPSDT services 
as well.  Benefits are provided either through direct coverage, cost effective premium 
assistance or a combination of both. Premium assistance will be furnished in coordination 
with STC 44. 

29. MassHealth Family Assistance. Individuals enrolled in Family Assistance receive benefits 
similar to those provided under Standard.  The Commonwealth may waive its requirement 
for children with access to ESI to enroll in ESI if the Commonwealth determines it is more 
cost effective to provide benefits under direct Family Assistance coverage than to provide 
premium assistance.  There are two separate categories of eligibility under Family 
Assistance: 

a)	 Family Assistance-HIV/AIDS. Unlike other coverage types, persons with HIV who 
have access to ESI do not have to enroll in available ESI; however, if they choose to 
receive premium assistance, the Commonwealth will provide covered services that are 
not available from the ESI plan on a FFS basis.    

b)	 Family Assistance-Children. Children can be enrolled in Family Assistance if their 
family’s gross income is between 150 percent and 200 percent of the FPL. Only premium 
assistance is provided if ESI is available to these children that is cost-effective, meets 
BBL and for which the employer contributes at least 50 percent of the premium cost.  
Parents of children eligible for Family Assistance may receive coverage themselves for 
ESI subsidized by Family Assistance if they work for a qualified employer. However, the 
premium assistance payment is based on the children’s eligibility.  Direct coverage is 
provided for children only during the presumptive eligibility period and the time span 
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while the Commonwealth is investigating availability of and enrolling the child in ESI. 
Direct coverage Family Assistance under the separate title XXI program is provided 
through an MCO or the PCC plan for children without access to ESI. 

30. MassHealth Insurance Partnership (IRP). The Commonwealth makes premium assistance 
payments available to certain members (including adults without children) with a gross 
family income at or below 300 percent of the FPL, who have access to qualifying ESI, and 
where a qualified small employer contributes at least 50 percent toward the premium. 

This design creates an overlap between the Insurance Partnership and premium assistance 
offered under the Standard, CommonHealth, and Family Assistance programs.  The 
Insurance Partnership program has two components: 1) assisting employers with their health 
insurance costs through an Insurance Partnership employer payment; and 2) assisting 
employees with payment of health insurance premiums through a premium assistance 
payment.  The Insurance Partnership employee payment is based on amounts limited by State 
legislation to the value of the subsidies specified for the Commonwealth Care program.  

Qualified employers will receive Insurance Partnership payments for each MassHealth 
member who receives premium assistance from MassHealth, no matter which MassHealth 
coverage type the member receives.  All premium assistance payments made on behalf of 
MassHealth eligible members are eligible for FFP at the appropriate Federal matching rate as 
well as IRP payments to employers offering “new” health insurance (insurance not offered 
prior to January 1, 1999). 

31. MassHealth Basic.  Individuals enrolled in Basic are receiving Emergency Aid to Elders, 
Disabled, and Children (EAEDC) or are Department of Mental Health (DMH) clients who 
are long-term or chronically unemployed.  This Demonstration program provides either 
direct coverage through a managed care plan or premium assistance if qualified cost effective 
private insurance is available. 

32. MassHealth Essential. Individuals enrolled in Essential are low-income, long-term 
unemployed individuals who are not eligible for Basic.  This demonstration program 
provides either direct coverage through a managed care plan or premium assistance if 
qualified cost effective private insurance is available. 

33. MassHealth Limited. Individuals are enrolled in Limited if they are Federally non-qualified 
non-citizens, whose immigration status makes them ineligible for other MassHealth 
programs.  These individuals receive emergency medical services only. 

34. MassHealth Prenatal. Pregnant women are enrolled in Prenatal if they have applied for 
Standard and are waiting for eligibility approval.  These individuals receive short-term 
outpatient prenatal care (not including labor and delivery).  

35. Medical Security Plan (MSP). Individuals are enrolled in MSP, a health plan provided by 
the Division of Unemployment Assistance (DUA), if they are receiving unemployment 

MassHealth Page 29 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



 

                                                                                                                                
  

 
 

 
  

 
 

  
  

   
 

   
 

  
    

    
  

 
 

 
    

 
  

   
 

   

      

      

      

      

      

      

 
 

 
     

 
      

      

 

 
     

 
 

 
     

      

      

compensation benefits under the provisions of Chapter 151A of the Massachusetts General 
Laws.  MSP provides health insurance to enrollees through premium assistance and direct 
coverage. Under premium assistance, partial premiums are paid for continuation of qualified 
ESI which began while the individual was still employed.  Direct coverage is provided by 
DUA through enrollment in a health plan for an individual who does not have continued ESI 
available, or if the individual qualifies for a hardship waiver.  Premiums are required for 
those with incomes over 150 percent of the FPL on a sliding scale fee schedule. 

36. Commonwealth Care (CommCare). CommCare is a commercial insurance-based 
premium assistance program administered by the Commonwealth Health Insurance 
Connector Authority (Connector or Connector Authority), an independent State agency.  
Premium assistance is offered for the purchase of health benefits from an MCO either 
licensed under MGL c. 175 by the Massachusetts Division of Insurance or substantially 
compliant with licensure requirements, as determined by the Connector Authority.  Total 
payments to the MCO must be actuarially sound, in accordance with the standards outlined in 
42 C.F.R. Part 438.6(c). 

37. Benefits Offered under Certain Demonstration Programs. 

Table B. MassHealth Direct Coverage Benefits 
Benefits Standard Common 

Health 
Family 

Assistance Basic Essential 

EPSDT X X 

Inpatient Acute Hospital X X X X X 

Adult Day Health X X 

Adult Foster Care* X X 

Ambulance (emergency) X X X X X 

Audiologist Services X X X X 

Behavioral Health Services 
(mental health and substance 
abuse) 

X X X X X 

Chapter 766 Home 
Assessment** X X X 

Chiropractic Care X X X X 

Chronic Disease and 
Rehabilitation Hospital  
Inpatient 

X X X 

Community Health Center 
(includes FQHC and RHC 
services) 

X X X X X 

Day Habilitation*** X X 

Dental Services X X X X X 
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Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 

Diversionary Behavioral 
Health Services X X X X X 

Durable Medical Equipment 
and Supplies X X X X X 

Early Intervention X X X 

Intensive Early Intervention 
Services for Eligible Children 
with Autism Spectrum 
Disorder 

X X X X X 

Family Planning X X X X X 

Hearing Aids X X X X 

Home Health X X X X 

Hospice X X X 

Laboratory/X-ray/ Imaging X X X X X 

Medically Necessary Non
emergency Transport X X 

Nurse Midwife Services X X X X 

Nurse Practitioner Services X X X X X 

Orthotic Services X X X X 

Outpatient Hospital X X X X X 

Outpatient Surgery X X X X X 

Oxygen and Respiratory 
Therapy Equipment X X X X X 

Personal Care X X 

Pharmacy X X X X X 

Physician X X X X X 

Podiatry X X X X X 

Private Duty Nursing X X 

Prosthetics X X X X X 

Rehabilitation X X X X X 

Renal Dialysis Services X X X X X 

Skilled Nursing Facility X X 

Speech and Hearing Services X X X X X 
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Benefits Standard Common 
Health 

Family 
Assistance Basic Essential 

Targeted Case Management X X 

Therapy: Physical, 
Occupational, and Speech/ 
Language 

X X X X X 

Vision Care X X X X 

Only exam and 
testing services 
provided by a 
physician or 
optometrist 

Chart Notes: 
*Adult Foster Care Services – These services are State plan services and the definition of these 
services may vary contingent upon the approved State plan. In general, the services are 
assistance with activities of daily living and instrumental activities daily living, supportive 
services, nursing oversight and care management  provided in a qualified private home by a 
principal caregiver who lives in the home. Adult foster care is furnished to adults who receive 
the services in conjunction with residing in the home. The number of individuals living in the 
home unrelated to the principal caregiver may not exceed three Adult foster care does not 
include payment for room and board or payments to spouses, parents of minor children and other 
legally responsible relatives. 
** Chapter 766 Home Assessments – These services may be provided by a social worker, 
nurse or counselor.  The purpose of the home assessment is to identify and address behavioral 
needs that can be obtained by direct observation of the child in the home setting. 
*** Day Habilitation Services – These services are State plan services and the definition of 
these services may vary contingent upon the approved State plan.  In general, the services are 
assistance with skill acquisition in the following developmental need areas: self-help, 
sensorimotor, communication, independent living, affective, behavior, socialization and adaptive 
skills.  Services are provided in non-residential settings or Skilled Nursing Facilities when 
recommended through the PASRR process. Services include nursing, therapy and developmental 
skills training in environments designed to foster skill acquisition and greater independence. A 
day habilitation plan sets forth measurable goals and objectives, and prescribes an integrated 
program of developmental skills training and therapies necessary to reach the stated goals and 
objectives. 

38. Diversionary Behavioral Health Services. Diversionary behavioral health services are 
home and community-based mental health services furnished as clinically appropriate 
alternatives to and diversions from inpatient mental health services in more community-
based, less structured environments.  Diversionary services are also provided to support an 
individual’s return to the community following a 24-hour acute placement; or to provide 
intensive support to maintain functioning in the community.  There are two categories of 
diversionary services, those provided in a 24-hour facility, and those which are provided on 
an outpatient basis in a non-24-hour setting or facility. Generally, 24-hour and non-24 hour 
diversionary behavioral health services are provided by free-standing (community-based) or 
hospital-based programs licensed by the Department of Mental Health or the Department of 
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Public Health.  They are offered to provide interventions and stabilization to persons 
experiencing mental health or substance abuse crises in order to divert from acute inpatient 
hospitalization or to stabilize after discharge. These services do not include residential 
programs involving long-term residential stays. Managed care entities and the Prepaid 
Insurance Health Plan (PIHP) for behavioral health services identify appropriate individuals 
to receive diversionary services.  Managed care entities maintain a network of diversionary 
services and arrange, coordinate, and oversee the provision of medically necessary 
diversionary services, as described in Table C.  

Table C.  Diversionary Behavioral Health Services Provided Through Managed Care 
Under the Demonstration 

Diversionary Behavioral Health Service Setting Definition of Service 
Community Crisis Stabilization 24-hour 

facility 
Services provided as an alternative to 
hospitalization, including short-term 
psychiatric treatment in structured, 
community-based therapeutic environments.  
Community Crisis Stabilization provides 
continuous 24-hour observation and 
supervision for Covered Individuals who do 
not require Inpatient Services. 

Community Support Program (CSP) Non-24-hour 
facility 

An array of services delivered by a 
community-based, mobile, multi-disciplinary 
team of professionals and paraprofessionals. 
These programs provide essential services to 
Covered Individuals with a long standing 
history of a psychiatric or substance use 
disorder and to their families, or to Covered 
Individuals who are at varying degrees of 
increased medical risk, or to 
children/adolescents who have behavioral 
health issues challenging their optimal level 
of functioning in the home/community 
setting.  Services include outreach and 
supportive services, delivered in a 
community setting, which will vary with 
respect to hours, type and intensity of 
services depending on the changing needs of 
the Enrollee. 

Partial Hospitalization** Non-24-hour 
facility 

An alternative to Inpatient Mental Health 
Services, PHP services offer short-term day 
mental health programming available seven 
days per week.  These services consist of 
therapeutically intensive acute treatment 
within a stable therapeutic milieu and include 
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Diversionary Behavioral Health Service Setting Definition of Service 
daily psychiatric management. 

Acute Treatment Services for Substance 
Abuse 

24-hour 
facility 

24-hour, seven days week, medically 
monitored addiction treatment services that 
provide evaluation and withdrawal 
management.  Detoxification services are 
delivered by nursing and counseling staff 
under a physician-approved protocol and 
physician-monitored procedures and include: 
bio-psychosocial assessment; individual and 
group counseling; psychoeducational groups; 
and discharge planning.  Pregnant women 
receive specialized services to ensure 
substance use disorder treatment and 
obstetrical care.  Covered Individuals with 
Co-occurring Disorders receive specialized 
services to ensure treatment for their co-
occurring psychiatric conditions.  These 
services may be provided in licensed 
freestanding or hospital-based programs. 

Clinical Support Services for Substance 
Abuse 

24-hour 
facility 

24-hour treatment services, which can be 
used independently or following Acute 
Treatment Services for substance use 
disorders, and including intensive education 
and counseling regarding the nature of 
addiction and its consequences; outreach to 
families and significant others; and aftercare 
planning for individuals beginning to engage 
in recovery from addiction. Covered 
Individuals with Co-Occurring Disorders 
receive coordination of transportation and 
referrals to mental health providers to ensure 
treatment for their co-occurring psychiatric 
conditions.  Pregnant women receive 
coordination of their obstetrical care. 

Transitional Care Unit Services 
addressing the needs of children and 
adolescents, under age 19, in the 
custody of the Department of Children 
and Families (DCF), who need group 
care or foster care and no longer meet 
the clinical criteria for continued stay at 
an acute level of care. 

24-hour 
facility 

A community based therapeutic program 
offering high levels of supervision, structure 
and intensity of service within an unlocked 
setting. The TCU offers comprehensive 
services, including but not limited to, a 
therapeutic milieu**, psychiatry, aggressive 
case management, and multidisciplinary, 
multi-modal therapies. 

Psychiatric Day Treatment* Non-24-hour 
facility 

Services which constitute a program of a 
planned combination of diagnostic, treatment 
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Diversionary Behavioral Health Service Setting Definition of Service 
and rehabilitative services provided to a 
person with mental illness who needs more 
active or inclusive treatment than is typically 
available through a weekly visit to a mental 
health center, individual Provider’s office or 
hospital outpatient department, but who does 
not need 24-hour hospitalization. 

Intensive Outpatient Program Non-24-hour 
facility 

A clinically intensive service designed to 
improve functional status, provide 
stabilization in the community, divert an 
admission to an Inpatient Service, or 
facilitate a rapid and stable reintegration into 
the community following a discharge from 
an inpatient service.  The IOP provides time-
limited, comprehensive, and coordinated 
multidisciplinary treatment. 

Structured Outpatient Addiction 
Program 

Non-24-hour 
facility 

Clinically intensive, structured day and/or 
evening substance use disorder services.  
These programs can be utilized as a 
transition service in the continuum of care 
for an Enrollee being discharged from Acute 
Substance Abuse Treatment, or can be 
utilized by individuals, who need Outpatient 
Services, but who also need more structured 
treatment for a substance use disorder.  
These programs may incorporate the 
evidence-based practice of Motivational 
Interviewing (as defined by Substance Abuse 
and Mental Health Services Administration) 
into clinical programming to promote 
individualized treatment planning.  These 
programs may include specialized services 
and staffing for targeted populations 
including pregnant women, adolescents and 
adults requiring 24 monitoring. 

Program of Assertive Community 
Treatment 

Non-24-hour 
facility 

A multi-disciplinary team approach to 
providing acute, active, ongoing, and long
term community-based psychiatric treatment, 
assertive outreach, rehabilitation and support. 
The program team provides assistance to 
Covered Individuals to maximize their 
recovery, ensure consumer-directed goal 
setting, assist individuals in gaining a sense 
of hope and empowerment, and provide 
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Diversionary Behavioral Health Service Setting Definition of Service 
assistance in helping the individuals served 
become better integrated into the community. 
Services are provided in the community and 
are available, as needed by the individual, 24 
hours a day, seven days a week, 365 days a 
year. 

Emergency Services Program* Non-24-hour 
facility 

Services provided through designated 
contracted ESPs, and which are available 
seven days per week, 24 hours per day to 
provide treatment of any individual who is 
experiencing a mental health crisis. 

Community Based Acute Treatment for 
Children and Adolescents 

24-hour 
facility 

Mental health services provided in a staff-
secure setting on a 24-hour basis, with 
sufficient clinical staffing to insure safety for 
the child or adolescent, while providing 
intensive therapeutic services including, but 
not limited to, daily medication monitoring; 
psychiatric assessment; nursing availability; 
Specialing (which is defined as one-on-one 
therapeutic monitoring as needed for 
individuals who may be at immediate risk for 
suicide or other self harming behavior); 
individual, group and family therapy; case 
management; family assessment and 
consultation; discharge planning; and 
psychological testing, as needed.  This 
service may be used as an alternative to or 
transition from Inpatient services. 

Chart Notes: 
* This service is a service provided under the Medicaid State plan, and the definition may be changed 
pursuant to any State plan amendment. 
** In this context, “therapeutic mileau” refers to a structured, sub-acute setting, in which clinical services 
(therapies) are provided at both the individual and group level, and in which the common 
social/interpersonal interactions between each patient, and all others who are present in the setting, are 
incorporated into the treatment approach. 

39. Pediatric Asthma Pilot Program. This pilot program will utilize an integrated delivery 
system for preventive and treatment services through methodologies that may include a 
payment such as a per member/per month (PMPM) payment to participating providers for 
asthma-related services, equipment and supports for management of pediatric asthma for 
high-risk patients, to improve health outcomes, reduce asthma-related emergency department 
utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs.  
These methodologies are subject to CMS approval of the pilot program protocol.  The State 
must evaluate the degree to which such a payment and flexible use of funds enhances the 
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effects of delivery system transformation, as demonstrated by improved health outcomes at 
the same or lower costs. 

a)	 Eligibility. The State must limit the pilot program to Demonstration eligible children, age 
2 through 18 at the time of enrollment in the pilot, who are enrolled in the Primary Care 
Clinician Plan panel of a participating practice site, and who have high risk asthma.  
Children with high risk asthma are those children who have, in the last 12 months prior to 
enrollment in the pilot, had an asthma-related inpatient hospitalization, observation stay, 
or emergency department visit or an oral corticosteroid prescription for asthma.  The 
State must utilize Medicaid claims data to identify eligible children. 

b)	 Benefits. The benefits within a payment such as a PMPM may vary over the course of 
the pilot.  Prior to enrolling beneficiaries in the Pediatric Asthma Program, CMS must 
approve the benefit package and any changes proposed to the benefit package over the 
course of the pilot through the protocol process outlined is subparagraph (g). For 
example, pending CMS approval, services may include for Phase 1:  non-traditional 
services and supplies to mitigate environmental triggers of asthma and home visitation 
and care coordination services conducted by qualified Community Health Workers.  In 
Phase II, the payment structure such as a PMPM, bundled, global, or episodic payment 
may be expanded to also include certain Medicaid State plan services with utilization that 
is particularly sensitive to uncontrolled asthma (i.e. treatment provided by physicians, 
nurse practitioners and hospitals, medical equipment such as a nebulizer, spacer, peak 
flow meter, etc.). 

c)	 Delivery System.  Provider Participation in the pilot must be limited to primary care 
clinician sites that participate or enroll in the Primary Care Clinician Plan (PCCP). The 
practices must be responsible for supervision and coordination of the medical team, 
including Community Health Workers; delivery of asthma-related services paid for by 
the PMPM payment; as well as the PMPM cost of each beneficiary enrolled. 

Provider participation in the pilot must be determined through a Request for Proposal 
(RFP) process. The State must prioritize participation by qualified practices that serve a 
high number of patients with high-risk asthma enrolled in PCCP and have the capacity to 
manage asthma in a coordinated manner.  In addition, the State must seek to include 
qualified practices that are geographically dispersed across the State and represent a 
range of provider types, such as physician group practices, community health centers, and 
hospital outpatient departments, in order to explore a variety of infrastructure challenges. 

d)	 Infrastructure Support for Participating Provider Sites.  To defray the costs of 
implementing the financial, legal and information technology system infrastructure 
required to manage a payment such as PMPM and coordination of patient care, 
participating provider sites are eligible for up to $10,000 per practice site for the sole 
purpose of infrastructure changes and interventions related to this Pediatric Asthma Pilot 
only.  The amount of infrastructure support is variable up to this maximum depending on 
the provider’s readiness, the State’s review and finding of such readiness, and CMS’ 
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concurrence on the use of the proposed funding for the practice as per the protocol 
process outlined in subparagraph (g).  

e)	 Pilot Expansion. Following initial implementation and evaluation of programmatic 
outcomes, and subsequent CMS approval, the State may request CMS approval to 
implement a payment such as a PMPM, bundled, global or episodic payment and/or 
shared savings methodology component to the Pediatric Asthma Pilot.  Examples of 
favorable outcomes include the prevention of asthma-related emergency department 
utilization, and asthma-related hospitalizations and improved patient outcomes. 

f)	 Extent of FFP in the Pilot. FFP is not available for this pilot program until the protocols 
and milestones outlined in subparagraph (g) below are approved by CMS. The 
infrastructure support described in subparagraph (d) above must be provided through the 
Infrastructure and Capacity-Building fund as part of the Safety Net Care Pool outlined in 
STC 49(d).  CMS will provide FFP at the applicable Federal Medical Assistance 
Percentage for services and supplies outlined in the approved benefit package pursuant to 
subparagraph (g)(1), subject to reimbursement amounts identified in the payment 
methodology outlined in subparagraph (g)(5), demonstration budget neutrality limits and 
any applicable SNCP limits. 

g) Required Protocols Prior to Claiming FFP. Before enrolling beneficiaries and claiming 
FFP under this pilot program, the State must meet the following milestones which require 
CMS preapproval. These protocols/milestones will be future Attachment F. 

1) A description and listing of the program specific asthma-related benefit package 
that will be provided to the pilot participants with rationale for the inclusion of 
each benefit; 

2) Eligibility, qualifications and selection criteria for participating providers, 
including the RFP for preapproval; 

3) A plan outlining how this pilot may interact with other Federal grants, such as for 
related research (e.g. NIH, HUD, etc.) and programmatic work (e.g. CHIPRA 
grant related to pediatric health care practices in multi-payer medical homes, etc.).  
This plan should ensure no duplication of Federal funds and outline the State’s 
coordination activities across the various Federal support for related 
programmatic activities to address potential overlap in practice site selection, 
patient population, etc. 

4) A plan for the purchase and dissemination of supplies within the pilot specific 
benefit package, including procurement methods by the State and/or providers 
including volume discounts, etc; 

5) A payment rate setting methodology outlining the PMPM payment for the pilot 
services and supplies, consideration of risk adjustment and the estimated/expected 
cost of the pilot; 

6) A payment methodology outlining cost and reconciliation for the infrastructure 
payments to participating provider sites, and the eligibility and reporting 
requirements associated with the infrastructure payments; and 

7) An approved evaluation design for the pilot that is incorporated into the 
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evaluation design required per STC 84.  The objective of the evaluation is to 
determine the benefits and savings of the pilot as well as design viability and 
inform broader implementation of the design.  The evaluation design must include 
an evaluation of programmatic outcomes for purposes of subparagraph (e). As 
part of the evaluation, the State at a minimum must include the following 
requirements: 

i.	 Collect baseline and post-intervention data on the service utilization and 
cost savings achieved through reduction in hospital services and related 
provider services for the population enrolled in the pilot.  This data 
collection should include the quality measure on annual asthma-related 
emergency room visits outlined in the initial core set of children’s health 
care quality measures authorized by the Children’s Health Insurance 
Program Reauthorization Act (CHIPRA) beginning with a baseline set at 
the onset of the pilot, adjusted for the age range enrolled in the pilot 
program; 

ii.	 A detailed analysis of how the pilot program affects the utilization of acute 
health services, such as asthma-related emergency department visits and 
hospitalizations by high risk pediatric asthma patients, and how the pilot 
program reduces or shifts Medicaid costs associated with treatment and 
management of pediatric asthma; 

iii.	 An assessment of whether the cost projections for the provider payment 
were appropriate given the actual cost of rendering the benefits through 
the pilot program; and 

iv.	 A detailed analysis of how the effects of the pilot interact with other 
related initiatives occurring in the State. 

h)	 Changes to the Pediatric Asthma Program and/or Amendments to the Protocols. If the 
State proposes to amend the pilot benefits, payment structure, delivery system or other 
issues pursuant to the protocols it must seek CMS approval to amend its protocols as 
outlined in subparagraph (g) and (i).  An amendment to protocols is not subject to STC 7 
regarding demonstration amendments.  Should the State choose to design and plan for 
payments such as bundled, global or episodic payments or  shared savings to participating 
providers, methodology documents must be preapproved by CMS prior to contract 
changes or implementation of the changes; any shared savings or payment methodologies 
must be consistent with CMS policy and guidelines, including any quality reporting 
guidelines. 

i) Reporting.  The State must provide status updates on the pilot program within the 
quarterly and annual reports as required by STCs 58 and 59.  At a minimum, reporting for 
the pilot program must provide an update on all pilot program related activities including: 

1) Current and future State activities related to the required deliverables as described 
in subparagraph (g), including anticipated changes to the benefit package, delivery 
system or payment methodology; 
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2)	 Services and supplies provided to beneficiaries, community outreach activities, 
increases and decreases in beneficiary enrollment or provider enrollment, and any 
complaints regarding quality or service delivery; 

3)	 Pediatric asthma pilot program payments to participating providers that occurred in 
the quarter.  Infrastructure payments made to providers under this pilot will be 
reported pursuant to STCs 49(d) and 50(b); 

4)	 Expenditure projections reflecting the expected pace of future provider payments; 
and 

5)	 Progress on the evaluation of the pilot program as required in subparagraph (g), 
including a summary of the baseline and pilot outcome data from Medicaid claims 
data associated with enrollee utilization and associated cost of treatment, including 
prescriptions, and primary care, emergency department and hospitalization visits.   

40. Intensive Early Intervention Services for Children with Autism Spectrum Disorder. 
The State will provide medically necessary Applied Behavioral Analysis-based (ABA) 
treatment services to MassHealth eligible children as stipulated below.  The early 
intervention services are highly structured, evidence based, individualized, person-centered 
treatment programs that address the core symptoms of autism spectrum disorder (ASD). A 
waiting list is not allowable for this program. 

a)	 Eligibility. The State will limit eligibility to MassHealth eligible children, ages 0 through 
three years with a confirmed diagnosis of one of the following codes: Autistic Disorder – 
code 299.00; Childhood Disintegrative Disorder – code 299.10; Asperger’s Disorder – 
code 299.80; Pervasive Development Disorder – code 299.10; Rett’s Disorder – code 
299.80 according to the most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association or a diagnosis of autism in any 
updated version of this manual, and must be conferred by a physician or a licensed 
psychologist; have an Individualized Family Service Plan (IFSP) that identifies medically 
necessary ABA-based services; and who are not otherwise enrolled in the State’s 
currently approved section 1915(c) HCBS waiver entitled “Children’s Autism Spectrum 
Disorder Waiver,” CMS base control number 40207, because the child has not been 
determined to meet institutional level of care requirements. 

b)	 Individualized Family Service Plan (IFSP). Massachusetts will utilize a universal IFSP 
form approved by the Massachusetts Department of Public Health that includes the 
elements required under Part C of the Individuals with Disabilities Education Act (IDEA) 
and Massachusetts Early Intervention Operational Standards.  The form will utilize a 
child-centered and family-directed planning process intended to identify the strengths, 
capacities, preferences, needs, and desired outcomes for the child. 

The IFSP is a written plan that is developed for each eligible infant and toddler with a 
disability according to the Part C regulations under the IDEA.  The IFSP specifies the 
child’s: service coordinator; present levels of development; and family resources, 
priorities, and concerns.  It also includes measurable results or outcomes and the criteria, 
procedures, and timelines used to determine the degree to which progress toward 
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achieving the results or outcomes identified in the IFSP is being made.  There is also a 
statement of the specific early intervention services  based on peer-reviewed research (to 
the extent practicable) that are necessary to meet the unique needs of the child and the 
family to achieve the results or outcomes identified including: beginning date, length, 
duration, frequency, intensity, method of delivering, and location of the services.  The 
IFSP will also include a statement that the ABA-based treatment will be provided in the 
natural environment for that child to the maximum extent appropriate, or a justification as 
to why the service will not be provided in the natural environment.  The IFSP must 
specify the identification of medical or other services such as ABA-based treatment the 
child needs or is receiving through other sources, including title XIX.  The plan will be 
reviewed and updated at least annually. 

c)	 Benefits. Participants are eligible to receive ABA-based services.  All treatment must be 
evidence-based, and newer interventions for which there is no evidence of effectiveness 
may not be employed until such time as there is at least emerging evidence to fully 
support the intervention’s appropriate usage and assure the health and safety of 
demonstration enrollees.  There is no annual maximum benefit.   

The following services will be provided as ABA-based treatment:
 
1) Assessment of child’s functional skills across domains impacted by ASD:
 
2) Development of individualized treatment plan to teach new skills;
 
3) Direct child instruction to teach new skills;
 
4) Functional behavioral assessment and support plan to decrease problematic
 

behavior and increase appropriate behavior when indicated; 
5)	 Family training to assist family, extended family, and non-paid caregivers in 

generalization of skills into the child’s natural routines and in management of 
behavior; and 

6)	 Supervisory session to ensure consistency in instructional practices, data collection 
accuracy, and to make program adjustments as needed. 

d)	 Delivery System. MassHealth will provide ABA-based treatment services to children 
through the fee for service delivery system.  Children who are enrolled in a contracted 
managed care organization (MCO) will receive the services as a fee for service “wrap” to 
the MassHealth covered services. 

e) Behavioral Supports and Coordination. Provider specifications for each service specified 
above are as follows: 

1) Board-Certified Behavioral Analyst: hold a doctoral or master’s degree and meet 
certification requirements of the Behavior Analyst Certification Board; 

2) Supervising Clinician:  hold a master’s degree in psychology, education or related 
field, and any related state licensure for the discipline; 

3) Therapist:  hold a bachelor’s degree and have one year experience with children 
with autism is preferred; and 

4) Specialty Associate: hold an associate degree and have one year experience 
providing care for a child on the autism spectrum. 
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f)	 Provider Participation. All providers must participate in MassHealth. The Department of 
Public Health shall require that direct care personnel providing the ABA-based treatment 
will attain provisional certification prior to billing Medicaid for any direct services. 
Entities or individuals that have responsibility for IFSP development may not provide 
ABA-based treatment to a demonstration enrollee. 

g)	 Cost-Sharing.  MassHealth cost sharing requirements will apply to children who are both 
eligible for MassHealth, and the ABA-based services.  The annual fee assessed by the 
Massachusetts Department of Public Health for all children enrolled in its general early 
intervention services program will not apply to MassHealth eligible children. Cost-
sharing requirements for MassHealth enrolled children who receive the ABA-based 
treatment will be the same as the cost-sharing requirements for all other section 1115 
demonstration waiver participants as outlined in Attachment B. 

h)	 Payment. Before providing the services outlined in subparagraph (c) and claiming FFP 
under this component of the Demonstration, the State must submit a protocol to CMS for 
CMS approval that outlines the methodology of the payment rate and the actual rates 
provided to Demonstration participants outlined in subparagraph (c) which are provided 
by providers specified in subparagraphs (e) and (f).  This deliverable will be future 
Attachment G. 

Proposed rates and any proposed changes to such rates will be subject to public notice. 
Any changes to the payment protocol are subject to CMS approval as outlined above.  

i)	 Self Direction. Families of children who are eligible to receive the ABA-based services 
may participate in electing the evidence based intervention treatment model for their 
child.  Parents or other legally responsible relatives will be given the opportunity to 
interview providers before making the selection of a particular treatment model or 
provider. 

j) Assurances.  The State must meet the following requirements: 
1) Assure the CMS that Part C grant funds will not be used as the non-federal share 

for Medicaid purposes; 
2) Comply with all other requirements of Part 303 of the IDEA, Early Intervention 

Program for Infants and Toddlers with Disabilities in accordance with the 
provision of the ABA-based treatment; 

3) Must not permit restraint or seclusion during the course of service delivery; and 
4) Assure that direct service workers accused of abuse or neglect will not provide 

services to MassHealth enrollees receiving ABA-based treatment until the State’s 
investigation process is completed.  

k) Quality Strategy for ABA-Based Treatment Services. The State must implement an 
overall Quality Assurance and Improvement (QAI) strategy that assures the health and 
welfare of children receiving the ABA-based services.  The strategy will be consistent 
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with the general quality requirements for Medicaid home and community-based services 
(HCBS) through other sections of the Act such as sections 1915(c) and 1915(i).   

Through an ongoing discovery, remediation and improvement process the State will 
monitor, at a minimum: 


1) IFSP determinations and service delivery; 

2) Provider qualifications;
 
3) Enrollee health and welfare;
 
4) Financial oversight between the State and Federal programs; and 

5) Administrative oversight.
 

The State must also monitor such items as medical necessity determinations for ABA-
based treatment, timeliness of service delivery, improvement and sustainability of 
functional abilities of enrolled children, effectiveness of treatment type, and staff training. 
The State will submit its QAI strategy for ABA-based treatment by January 1, 2012. 
During the time the Demonstration is effective, the State assures CMS it will implement 
the strategy and update it as needed in part based on findings listed in the Annual Report 
described below. 

l) Annual Report. The State shall provide the CMS with a draft annual HCBS report as part 
of the annual report requirement for the Demonstration as stipulated in STC 59. The first 
draft HCBS report will be due no later than October 1, 2012. The HCBS report will at a 
minimum include: 

1) An introduction; 
2) A description of each ABA-based treatment; 
3) An overarching QAI strategy that assures the health and welfare of enrollees 

receiving HCBS that addresses the: (a) enrollee’s person-centered individual 
service plan development and  monitoring, b) specific eligibility criteria for 
particular HCBS, c) provider qualifications and/or licensure, d) health and safety, 
d) financial oversight between State and Federal programs, and e) administrative 
oversight by the State Medicaid Agency; 

4) An update on services used by enrollees; 
5) The various treatment modalities employed by the State, including any emerging 

treatments, updated service models, opportunities for self-direction, etc.; 
6) Specific examples of how the services have been used to assist Demonstration 

enrollees; 
7) A description of the intersection between demonstration ABA-based treatment and 

any other State programs or services aimed at assisting high-needs populations and 
rebalancing institutional expenditures; and 

8) Other topics of mutual interest between CMS and the State related to the ABA-
based treatment.  

The Report may also address workforce development, certification activity, self-
direction, and capacity in the State to meet needs of the population receiving the services, 
and rebalancing goals related to HCBS. Additionally, the Report will also summarize the 
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outcomes of the State’s Quality Strategy for HCBS as outlined above.  The State may 
also choose to provide the CMS with any other information it believes pertinent to the 
provision of the ABA-based treatment services/HCBS and their inclusion in the 
Demonstration, including innovative practices, cost-effectiveness, and short and long
term outcomes. 

VI. DELIVERY SYSTEM 

The MassHealth section 1115 Demonstration provides benefits through multiple delivery 
systems and programs.  A fundamental philosophy of MassHealth is that the Commonwealth will 
enable beneficiaries to take advantage of available and qualified employer-sponsored insurance 
(ESI) when cost effective.  These circumstances include the availability of ESI, the employer’s 
contribution level meeting a State-specified minimum, and its cost-effectiveness. MassHealth 
pays for medical benefits directly (direct coverage) only when no other source of payment is 
available and cost-effective.  Beneficiaries are required, as a condition of eligibility under most 
coverage types, to obtain or maintain private health insurance when MassHealth determines it is 
cost effective to do so, with the premium assistance necessary to make it affordable for the 
beneficiary.  All Demonstration programs except MassHealth Prenatal and MassHealth Limited 
have a premium assistance component. 

Under MassHealth premium assistance, the Commonwealth provides a contribution through 
reimbursement to the member or direct payment to the insurer, toward an employed individual’s 
share of the premium for an ESI plan of which the individual is a beneficiary or covered 
dependent, and which meets a basic benefit level (BBL).  The Commonwealth has identified the 
features of a qualified health insurance product, including covered benefits, deductibles and co-
payments, which constitute the BBL.  Each ESI plan is measured against the BBL, and a 
determination is then made regarding the cost-effectiveness of providing premium assistance 
rather than direct coverage.  Premium assistance is the provided benefit under the 
Commonwealth Care for the purchase of a commercial health insurance product. 

MassHealth benefits provided through direct coverage are delivered both on a fee for service 
(FFS) and capitated basis under the demonstration. See Table D within STC 45 for details on the 
Delivery System and Coverage for MassHealth Administered Programs. As described below in 
Table D, MassHealth may require members eligible for direct coverage under Standard, Family 
Assistance, CommonHealth, Basic and Essential to enroll in managed care.  Most members can 
elect to receive services either through the statewide Primary Care Clinician (PCC) Plan or from 
a MassHealth-contracted managed care organization (MCO).  Managed care enrollment is 
mandatory for CommonHealth members with no third party liability.  In addition, children who 
are clients of the Departments of Children and Families (DCF) or Youth Services (DYS) who do 
not choose a managed care plan are required to enroll with the behavioral health contractor for 
behavioral health services and may choose to receive medical services on a fee-for-service basis. 

Children eligible under TEFRA section 134 (Kaileigh Mulligan) and children receiving title IV
E adoption assistance may opt to enroll in managed care or receive health services via fee-for
service.  Children who choose managed care may choose a managed care organization (MCO) or 
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a PCC plan.  Children who choose an MCO will receive their behavioral health services through 
the MCO.  Children who choose the PCC Plan will receive their behavioral health services 
through the behavioral health contractor.  Children who choose fee-for-service will be passively 
enrolled with the behavioral health contractor for behavioral health services, but have the ability 
to opt-out and receive behavioral health services through the fee-for-service provider network.   

41. Managed Care Arrangements. MassHealth may implement, maintain, modify (without 
amendment to the Demonstration), and any managed care arrangements authorized under 
section 1932(a) of the Act or 42 CFR 438 et seq., including: 

a)	 PCC Plan. The PCC Plan is a primary care case management program administered by 
MassHealth.  In the PCC Plan, members enroll with a PCC who provides most primary 
and preventive care and who is responsible for providing referrals for most specialty 
services. Members can access specialty services from any MassHealth provider, subject 
to PCC referral and other utilization management requirements.  Members enrolled in the 
PCC Plan receive mental health and substance abuse services through a single Behavioral 
Health Program (BHP) contractor, which is a Prepaid Inpatient Health Plan (PIHP).   The 
PCC Plan members are guaranteed freedom of choice of provider for family planning 
services and are able to obtain these services from any participating Medicaid provider 
without consulting their PCC or obtaining MassHealth’s prior approval. 

b)	 Enhanced Primary Care Clinician Payments. In accordance with 42 CFR 438.6(c)(5)(iv) 
MassHealth may establish enhanced fee-for-service rate payments or capitated rate 
payments to Primary Care Clinicians  for coordination of the care delivered to their 
enrolled PCC plan members.  MassHealth may also establish pay-for-performance 
incentives using capitated or other payment arrangements for achieving certain quality of 
care benchmarks, for demonstrating certain levels of improvement for selected 
Healthcare Effectiveness Data and Information Set (HEDIS) or other quality indicators, 
and for implementing practice infrastructure designed to support the delivery of high-
quality health care services to enrolled members. 

c)	 Patient Centered Medical Home Initiative (PCMHI). The PCMHI is a multi-payer 
initiative to transform selected primary care practice sites into PCMHs by 2015. 
MassHealth is a dominant public payer in the PCMHI and is assuming the same 
responsibilities as other participating payers both for enrollees in its PCC Plan and those 
in Medicaid contracted MCOs.  The PCMHI practices must meet reporting requirements 
on clinical and operational measures, in addition to certain benchmarks to indicated 
continued progress towards medical home transformation, such as obtaining National 
Committee for Quality Assurance (NCQA) Physician Practice Connections-Patient 
Centered Medicaid Home (PPC®-PCMHTM) Level One recognition.  Any infrastructure 
support provided to Primary Care Clinicians who participate as PCMHI providers must 
be funded by the infrastructure and capacity-building component of the SNCP as 
referenced in STC 49(d). A formal evaluation of the PCMHI is also being conducted and 
should be included as relevant to the Demonstration in draft evaluation design as per STC 
84. 

MassHealth Page 45 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



 

                                                                                                                                
  

 
 

 
  

   
 

  

 
  

 
   

 
   

  
 

  
 

  
 

  
 

 
 

   

 
 

 
 

  
 

    
  

 
 

     
 

 
 

 
 

  
 

    

 

d)	 MCO. MassHealth contracts with MCOs that provide comprehensive health coverage 
including behavioral health services to enrollees. MCO enrollees may receive family 
planning services from any provider without consulting their PCP or MCO and are not 
required to obtain prior approval from MassHealth.  For family planning services 
provided by MassHealth providers not participating in the MCO network, MassHealth 
reimburses the provider on a FFS basis and recoups the funds from the MCO.  
MassHealth does not have a lock-in policy.  Members who either choose or are assigned 
to a health plan may transfer to another available health plan in their geographic service 
area at any time for any reason. 

42. Exclusions from Managed Care Enrollment.  MassHealth may exclude the following 
individuals from enrollment in a MassHealth-contracted managed care plan: 

a)	 Individuals for whom MassHealth is a secondary payer (i.e., a member with other health 
insurance).  For purposes of exclusion from managed care, “other health insurance” is 
defined as any medical coverage plan available to the member, including, but not limited 
to Medicare, CHAMPUS, or a private health plan.  However, MassHealth requires 
children eligible for MassHealth Standard and CommonHealth, for whom MassHealth is 
a secondary payer, to enroll with the behavioral health contractor for behavioral health 
services; 

b)	 Individuals who are receiving MassHealth Standard, CommonHealth, or Family 
Assistance benefits during the presumptive eligibility period or the time-limited period 
while MassHealth investigates and verifies access to qualified and cost-effective private 
health insurance or the time-limited period while the member is enrolling in such 
insurance; 

c)	 Individuals receiving Prenatal and Limited coverage; 

d)	 Individuals receiving Standard coverage who are receiving hospice care, or who are 
terminally ill as documented with a medical prognosis of a life expectancy of 6 months or 
less; and 

e)	 Participants in a Home and Community-Based Services Waiver who are not eligible for 
SSI and for whom MassHealth is not a secondary payer.  MassHealth may permit such 
individuals to enroll in managed care, including the option to enroll with the behavioral 
health contractor for behavioral health services and receive their medical services on a 
fee-for-service basis. 

43. Contracts. 

a)	 Managed Care Contracts. All contracts and modifications of existing contracts between 
the Commonwealth and MCOs must be prior approved by CMS.  The Commonwealth 
will provide CMS with a minimum of 30 days to review and approve changes. 
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b)	 Public Contracts.  Contracts with public agencies, that are not competitively bid in a 
process involving multiple bidders, shall not exceed the documented costs incurred in 
furnishing covered services to eligible individuals (or a reasonable estimate with an 
adjustment factor no greater than the annual change in the consumer price index), unless 
the contract is set at the same rate for both public and private providers. This requirement 
does not apply to contracts under the SNCP as outlined in STC 49(c) and STC 49(e) 
except as implemented by STC 50(f). 

c)	 Selective Contracting.  Procurement and the subsequent final contracts developed to 
implement selective contracting by the Commonwealth with any provider group shall be 
subject to CMS approval prior to implementation, except for contracts authorized 
pursuant to 42 CFR 431.54(d). 

d)	 Patient Centered Medical Home Initiative (PCMHI).  Details regarding the PCHMI may 
be found in the Commonwealth’s PCC and MCO contracts. 

44. MassHealth Standard and CommonHealth Premium Assistance. If available and cost 
effective, the Commonwealth will purchase cost-effective private health insurance on behalf 
of individuals eligible for Standard or CommonHealth coverage.  The State will also provide 
coverage for additional services required to ensure that such individuals are receiving no less 
than the benefits they would receive through direct coverage under the State Plan.  This 
coverage will be furnished, at the State option, on either a FFS basis or through managed care 
arrangements. These individuals are not required to contribute more towards the cost of their 
private health insurance than they would otherwise pay for MassHealth Standard or 
CommonHealth coverage. Cooperation with the Commonwealth to obtain or maintain 
available health insurance will be treated as a condition of eligibility for all of those in the 
family group, except those who are under the age of 19, or pregnant.  

45. Overview of Delivery System and Coverage for MassHealth Administered Programs. 
The following chart provides further detail on the delivery system utilized for the 
MassHealth administered programs and the related start date for coverage: 
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Table D. Delivery System and Coverage for MassHealth Demonstration Programs 

Coverage Type 
Delivery 
System Type M

an
da

to
ry

 

V
ol

un
ta

ry

FF
S 

O
nl

y

Start Date of Coverage**** 
Standard* 

Individuals with no third party 
liability (TPL) 

MCO or 
PCC Plan** x 10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Kaileigh Mulligan eligible 
children and children receiving 
title IV-E adoption assistance 

Behavioral 
health is 
typically 
provided via 
BHP PIHP, 
although a 
FFS 
alternative 
must be 
available; all 
other services 
are offered via 
MCO, PCCP 
Plan or FFS.  

x 

Kaileigh Mulligan - may be 
retroactive to first day of third 
month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided.” 

Title IV-E adoption assistance 
start date of adoption 

Medically complex children in 
the care/custody of the DCF 

Special Kids 
Special Care 
MCO 

x Start date of State custody 

Children in the care/custody of 
the DCF or DYS, including 
medically complex children in 
the care/custody of the DCF 

All services 
are offered via 
MCO, PCC 
Plan or FFS, 

x x x Start date of State custody 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
with the 
exception of 
behavioral 
health which 
is provided via 
mandatory 
enrollment in 
BHP PIHP 
unless a child 
is enrolled in 
an MCO (in 
which case, 
behavioral 
health is 
provided 
through the 
MCO).   

Presumptive children, for an up 
to 60-day period, before self-
declared family income is 
verified 

FFS x 10 days prior to date of application 

Women in the Breast and 
Cervical Cancer Treatment 
Program 

MCO or PCC 
Plan x 10 days prior to date of application 

CommonHealth* 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Adults with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Children with TPL 

Receive 
benefits FFS 
except for 
behavioral 
health via 
mandatory 
enrollment in 
BHP PIHP 

x x 10 days prior to date of application 

Individuals with qualifying ESI Premium 
assistance x 10 days prior to date of application 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
with wrap 

Family Assistance for HIV/AIDS* 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Individuals with TPL 
Receive wrap 
benefits via 
FFS 

x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Family Assistance for Children*** 

Individuals with no TPL MCO or 
PCC Plan** x 10 days prior to date of application 

Individuals with qualifying ESI 
Premium 
assistance 
with wrap 

x 10 days prior to date of application 

Insurance Partnership 

Individuals with qualifying ESI 

Premium 
assistance for 
employees and 
incentive 
payments for 
employers 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Basic 

Individuals with no TPL MCO or 
PCC Plan x 

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Essential 

Individuals with no TPL MCO or 
PCC Plan x 

Coverage starts when managed 
care enrollment is effective, there 
is no retroactive coverage 

Individuals with TPL 
Premium 
assistance 
only 

N/A 
First month’s premium payment 
following determination of 
eligibility 

Limited 
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Coverage Type 
Delivery 
System Type M
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Start Date of Coverage**** 
Individuals receiving emergency 
services only FFS x 10 days prior to date of application 

Prenatal FFS x 10 days prior to date of application 
Home and Community-Based 
Waiver, under age 65 

Generally 
FFS, but also 
available 
through 
voluntary 
MCO or PCC 
Plan 

x 

May be retroactive to first day of 
third month before month of 
application, if covered medical 
services were received during such 
period, and the applicant would 
have been eligible at the time 
services were provided. 

Medical Security Plan 

Direct Coverage MCO x Start date of unemployment 
benefits 

Premium Assistance 
Premium 
assistance 
only 

N/A 
Start date of unemployment 
benefits 

Commonwealth Care Premium 
Assistance MCO x First day of month following 

enrollment 

Chart Notes 
*TPL wrap could include premium payments 
**FFS until member selects or is auto-assigned to MCO or PCC Plan 
***Presumptive and time-limited during health insurance investigation 
****All retroactive eligibility is made on a FFP basis 

VII.  COST SHARING 

46. Overview. Cost-sharing imposed upon individuals enrolled in the Demonstration varies 
across Demonstration programs and by FPL, except that no co-payments are charged for any 
benefits rendered to children under age 19 or pregnant women.  Additionally, no premium 
payments are required for any individual enrolled in the Demonstration whose gross income 
is less than 150 percent FPL.  Please see Attachment B for a full description of cost-sharing 
under the Demonstration for MassHealth-administered programs.  The Commonwealth has 
the authority to change cost-sharing for the Commonwealth Care and Medical Security Plan 
program without amendment.  Updates to the cost-sharing will be provided upon request and 
in the annual reports.   

VIII. THE SAFETY NET CARE POOL (SNCP) 
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47. Description.  The Safety Net Care Pool (SNCP) was established effective July 1, 2005 for 
the purpose of reducing the rate of uninsurance in the Commonwealth while providing 
residual provider funding for uncompensated care, and care for Medicaid FFS, Medicaid 
managed care, Commonwealth Care and low-income uninsured individuals, as well as 
infrastructure expenditures and access to certain State health programs related to vulnerable 
individuals, including low-income populations as described in Attachment E. 

48. SNCP Effective Date. Notwithstanding the effective date specified in section I of the STCs 
or in any other Demonstration documentation, all STCs, waivers and expenditure authorities 
relating to the SNCP are effective for dates of services beginning on the date of the approval 
letter through June 30, 2014.  For the period operating under temporary extension from July 
1, 2011, through the period prior to the date of the approval letter, all SNCP expenditures 
were authorized up to the amount of the DSH allotment for SFY 2012, with the exception of 
Commonwealth Care which was funded through budget neutrality savings.  The aggregate 
SNCP cap must be reduced by Commonwealth Care expenditures for the temporary 
extension period to reflect this exception.  

49. Expenditures Authorized under the SNCP. The Commonwealth is authorized to claim as 
allowable expenditures under the demonstration, to the extent permitted under the SNCP 
limits under STC 50, the following categories of payments and expenditures.  The 
Commonwealth must identify the provider and the source of non-Federal share for each 
component of the SNCP.  Federally-approved payments and expenditures within these 
categories are specified in Attachment E. 

a)	 Commonwealth Care. For dates of services through December 31, 2013, the 
Commonwealth may claim as allowable expenditures under the Demonstration to the 
extent permitted under the SNCP limits under STC 50 premium assistance under the 
Commonwealth Care health insurance program for individuals ages 21 and older without 
dependent children with income above 133 percent of the FPL through 300 percent of the 
FPL. 

b) Designated State Health Programs (DSHP). For dates of service through December 31, 
2013, the Commonwealth may claim as allowable expenditures under the Demonstration 
to the extent permitted under the SNCP limits under STC 50 DSHP, which are otherwise 
State-funded programs that provide health services.  

c)	 Providers. As described in Attachment E, the Commonwealth may claim as an allowable 
expenditure under the Demonstration to the extent permitted under the SNCP limits under 
STC 50, payments to providers, including but not limited to, acute hospitals and health 
systems, non-acute hospitals, and other providers of medical services to support 
uncompensated care for Medicaid FFS, Medicaid managed care, Commonwealth Care, 
and low-income uninsured individuals.  The Commonwealth may also claim as an 
allowable expenditure payments not otherwise eligible for FFP that are for otherwise 
covered services furnished to individuals who are inpatients in an Institution for Mental 
Disease (IMD). 
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d) Infrastructure and capacity-building. The Commonwealth may claim as allowable 
expenditures under the Demonstration to the extent permitted under the SNCP limits 
under STC 50 expenditures that support capacity-building and infrastructure for the 
improvement or continuation of health care services that benefit the uninsured, 
underinsured, MassHealth, Demonstration and SNCP populations. Infrastructure and 
capacity-building funding may also support the improvement of health care services that 
benefit the Demonstration populations as outlined in STCs 39 and 41(c). Activities 
related to Delivery System Transformation Initiatives are prohibited from also being 
claimed as infrastructure and capacity-building.   In the annual report as required by STC 
59, the Commonwealth must provide the actual amount, purpose and the entity each 
associated payment was made to for this component of the SNCP. 

e)	 Delivery System Transformation Initiatives (DSTI). The Commonwealth may claim as 
allowable expenditures under the Demonstration, to the extent permitted under the SNCP 
limits under STC 50, incentive payments to providers for the development and 
implementation of a program that support hospitals’ efforts to enhance access to health 
care, improve the quality of care and the health of the patients and families they serve and 
the development of payment reform strategies and models.   

1)	 Eligibility.  The program of activity funded by the DSTI shall be based in public 
and private acute hospitals, with a high, documented Medicaid patient volume, 
that are directly responsive to the needs and characteristics of the populations and 
communities. Therefore, providers eligible for incentive payments are defined as 
public or private acute hospitals with a Medicaid payer mix more than one 
standard deviation above average and a commercial payer mix more than one 
standard deviation below average based on FY 2009 cost report data.  The 
hospitals eligible for incentive payments, over this Demonstration period, based 
on this criterion, are listed in Attachment I. 

2)	 Master DSTI Plan. The Commonwealth must develop and submit to CMS for 
approval a “master” DSTI plan.  CMS shall render a decision on the master DSTI 
plan within 45 days of the Commonwealth’s submission of the plan to CMS. The 
master plan must: 

i.	 Outline the global context, goals and outcomes that the State seeks to 
achieve through the combined implementation of individual projects by 
hospitals; 

ii.	 Specify the DSTI categories consistent with subparagraph (4) below, and 
detail the associated projects, population-focused objectives and 
evaluation metrics from which each eligible hospital will select to create 
its own plan; 

iii.	 Detail the requirements of the hospital-specific plans discussed in 
subparagraph (3) and STC 52; and 

iv.	 Specify all requirements for the DSTI plans and funding protocol pursuant 
to STC 52. 
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3)	 Hospital-specific Plans. Upon CMS approval of the Commonwealth’s master 
DSTI plan, each participating hospital must submit an individual DSTI plan that 
identifies the projects, population-focused objectives, and specific metrics 
adopted from the master DSTI plan and meets all requirements pursuant to STC 
52. CMS shall approve each hospital’s DSTI plan within 45 days of the 
Commonwealth’s submission of the hospital’s plan to CMS for final approval 
following the State review process pursuant to STC 52(a)(6), provided that the 
plan(s) meet all requirements of the approved master DSTI plan outlined in STC 
52(a)(2) and STC 52(a)(3) in addition the requirements outlined for the hospital 
specific DSTI plans pursuant to STC 52(b) and the approved DSTI payment and 
funding protocol pursuant to STC 52 (c). 

Participating hospitals must implement new, or significantly enhance existing 
health care initiatives. The hospital-specific DSTI plans must address all four 
categories, as outlined in subparagraph (4) below, but each hospital is not required 
to select all projects within a given category. Each individual hospital DSTI plan 
must include a minimum number of projects selected within each category as 
outlined in the master DSTI plan and report on progress to receive DSTI funding.  
Eligibility for DSTI payments will be based on successfully meeting metrics 
associated with approved projects as outlined in subparagraph (6) and the 
submission of required progress reports outlined in STC 53(c)(1). 

4)	 DSTI Categories and Projects. Each participating hospital must select a minimum 
number of projects from each category as outlined in the master DSTI plan. 
Additionally, the projects must be consistent with the overarching approach of 
improving health care through the simultaneous pursuit of three aims: improving 
the experience of care, improving the health of populations, and reducing per 
capita costs of health care.  The selected projects will be detailed in the hospital-
specific plans described in subparagraph (3) and STC 52.  Each project, 
depending on the purpose and scope of the project, may include a mix of process-
oriented metrics to measure progress in the development and implementation of 
infrastructure and outcome metrics to measure the impact of the investment. 
Metrics are further discussed in subparagraph (5) and STC 52. 

There are four categories for which funding authority is available under the DSTI, 
each of which has explicit connection to the achievement of the Three Part Aim 
mentioned in the preceding paragraph: 

Category 1: Development of a fully integrated delivery system: This category 
includes investments in projects that are the foundation of delivery system change to 
encompass the concepts of the patient-centered medical home (PCMH) model to 
increase delivery system efficiency and capacity.  Examples include: 

i. Investments in communication systems to improve data exchange with 
medical home sites 
ii. Integration of physical and behavioral health care 
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iii. Development of integrated care networks across the continuum of care 
iv. Investment in patient care redesign efforts, such as patient navigators, 
alternative delivery sites, alternative office hours, etc. 

Category 2: Improved Health Outcomes and Quality: This category includes 
development, implementation and expansion of innovative care models which have 
the potential to make significant demonstrated improvements in patient experience, 
cost and care management.  Examples include: 

i. Implementation of Enterprise-wide Care Management or Chronic Care 
Management initiatives, which may include implementation and use of 
disease management registries 
ii. Improvement of care transitions, and coordination of care across inpatient, 
outpatient, post-acute care, and home care settings 
iii. Adoption of Process Improvement Methodologies to improve safety, 
quality, and efficiency 

Category 3:  Ability to respond to statewide transformation to value-based 
purchasing and to accept alternatives to fee-for-service payments that promote 
system sustainability.  Examples include: 

i. Enhancement of Performance Improvement and Reporting Capabilities 
ii. Development of enhanced infrastructure and operating and systems 
capabilities that would support new integrated care networks and alternative 
payment models to manage within new delivery and payment models 
iii. Development of risk stratification capabilities/functionalities 

Category 4: Population-Focused Improvements. This category involves 
evaluating the investments and system changes described in categories 1, 2 and 3 
through population-focused objectives.  Metrics must evaluate the impact of 
health care delivery system and access reform measures on the quality of care 
delivered by participating providers.  Metrics must also evaluate the impact of the 
payment redesign and infrastructure investments to improve areas such as cost 
efficiency, systems of care, and coordination of care in community settings.  
Metrics may vary across participating providers, but should be consistent within 
projects developed in the DSTI master plan to facilitate evaluation.   

5)	 DSTI Metrics and Evaluation.  Each eligible provider must develop process-
oriented and outcome metrics for each of the Categories 1, 2 and 3 that 
demonstrate clear project goals and objectives to achieve systematic progress. 
Examples of such project metrics may include: identification and purchase of 
system, programming of system, going live on a system, contracting with a payer 
using a bundled payment system, enrollment of a defined percentage of patients to 
a Medical Home model, increase by a defined amount the number of primary care 
clinics using a Care Management model, improve by a defined percentage 
patients with self-management goals, increase by a defined amount the number of 
patients that have an assigned care manager team, etc.  
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Metrics related to Category 4 shall recognize that the population-focused 
objectives/projects do not guarantee outcomes, but that the objectives/projects 
must result in learning, adaptation and progress toward the desired impact.  These 
metrics must quantitatively measure the impact of the projects in Categories 1, 2 
and 3 (e.g. disease measurements, ER admissions, cost management, etc.) on each 
participating provider’s patient population.  

6)	 DSTI Payments. DSTI payments for each participating provider are contingent 
on that provider meeting project metrics as defined in the approved hospital-
specific plans. As further discussed in subparagraph (7) below, the final master 
DSTI plan and payment and funding protocol as required by STC 52 must include 
an incentive payment formula.  Within this formula, approval of the hospital-
specific plans may be considered an appropriate metric for the first incentive 
payment of the initiative in DY 15, and may equal up to 50 percent of the DY 15 
total annual amount of DSTI funding a hospital may be eligible for based upon 
incentive payments. Payment cycles to providers will be described in final 
approved DSTI funding protocol but will be made at a minimum on a semi-annual 
basis contingent upon providers meeting the associated metrics.  The actual 
metrics for incentive payments and the amount of incentive payments dispersed in 
a given year will be outlined pursuant to the approved master DSTI plan, hospital-
specific plans and funding protocol requirements outlined in STC 52 and the 
reporting requirements outlined in STC 53. 

DSTI payments are not direct reimbursement for expenditures or payments for 
services.  DSTI payments are intended to support and reward hospital systems for 
improvements in their delivery systems and payment models that support the 
simultaneous pursuit of improving the experience of care, improving the health of 
populations, and reducing per capita costs of health care.  The payments are not 
direct reimbursement for expenditures incurred by hospitals in implementing 
reforms. The DSTI payments are not reimbursement for health care services that 
are recognized under these STCs or under the State plan. 

DSTI payments should not be considered patient care revenue and will not be 
offset against other Medicaid reimbursements to hospital systems, including 
payments funded through approved intergovernmental transfers, or approved 
certified public expenditures incurred by government owned or operated hospital 
systems and their affiliated government entity providers for health care services, 
infrastructure and capacity-building, administrative activities, or other non-DSTI 
payment types authorized under these STCs and/or under the State plan. 

7)	 Distribution of DSTI Funds among Hospitals: Attachment I specifies the hospitals 
eligible for DSTI over the Demonstration approval period and outlines the initial 
proportional allowance of available DSTI funds for participating providers to earn 
through DSTI incentive payments for SFY2012-2014.  This initial proportional 
allowance is based upon a foundational amount of funding of $4 million for each 
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hospital over the Demonstration approval period that is necessary for hospitals to 
undertake transformation initiatives, regardless of hospital size.  Beyond this 
foundational amount, the initial allotment of available funds is based on the 
relative size of each hospital’s Medicaid and low-income public payer patient 
population, as measured by each hospital’s patient services charges as indicated in 
the Medicaid and Low-Income Public Payer Gross Patient Services Revenue 
(GPSR), published in the SFY 2009 Massachusetts 403 acute hospital cost reports 
filed with the Division of Health Care Finance and Policy.  “Public payers” in this 
instance include Medicaid, Medicaid managed care, Commonwealth Care and the 
Health Safety Net.  The public payers and base year data are consistent with the 
eligibility criteria for participating providers. 

The final master DSTI plan, and payment and funding protocol, as outlined in 
STC 52, must specify the DSTI incentive payment formula and denote the total 
annual amount of DSTI incentive payments each participating hospital may be 
eligible for based upon the projects and metrics it selects.  The incentive payment 
formula must identify per metric the following: (1) the annual base amount of 
funding per metric associated with the each category pursuant to STC 49(e)(4); 
(2) increases to that base amount associated with a hospital’s proportional annual 
DSTI allowance; and (3) a rationale for  any percentage adjustments made to a 
hospitals calculated DSTI allowance to account for factors such as differences in 
quality infrastructure, differences in external supports for improvements, and 
differences in patient populations to be identified in the master DSTI plan.  

8)	 FFP.  FFP is not available for DSTI payments to a participating provider until the 
DSTI master plan, the individual provider’s plan and the funding protocol 
outlined in STC 52 are approved by CMS.  DSTI payments to a particular 
provider are contingent upon whether that participating provider meets project 
metrics as defined in its hospital-specific plan, and are subject to legislative 
appropriation and availability of funds.  

50. Expenditure Limits under the SNCP. 

a)	 Aggregate SNCP Cap. From the date of the approval letter through June 30, 2014 (SNCP 
extension period), the SNCP will be subject to an aggregate cap of $4.4 billion, as well as 
the overall budget neutrality limit established in section XI of the STCs.  Because the 
aggregate SNCP cap is based in part on an amount equal to the Commonwealth’s annual 
disproportionate share hospital (DSH) allotment, any change in the Commonwealth’s 
Federal DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the aggregate SNCP cap, and a 
corresponding change to the provider cap as described in subparagraph c. Such a change 
shall be reflected in STCs 50(a) and 50(c), and shall not require a Demonstration 
amendment.  The aggregate SNCP cap of $4.4 billion is based on an annual DSH 
allotment of $624,691,018 (Total Computable), the Commonwealth’s projected annual 
DSH allotment for FFY 2012 and budget neutrality savings.  For the period operating 
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under temporary extension from July 1, 2011, through the period prior to the date of the 
approval letter, all SNCP expenditures were authorized up to the amount of the DSH 
allotment for SFY 2012, with the exception of Commonwealth Care which was funded 
through budget neutrality savings.  The aggregate SNCP cap was reduced by 
Commonwealth Care expenditures for the temporary extension period to reflect this 
exception.   

b)	 Infrastructure Cap. The Commonwealth may expend an amount equal to no more than 
five percent of the aggregate SNCP cap over the SNCP extension period for 
infrastructure and capacity building, as described in STC 49(d). No FFP will be available 
to reimburse the Commonwealth for infrastructure and capacity-building until the 
Commonwealth notifies CMS and obtains subsequent CMS approval, of the specific 
activities that will be undertaken to improve the delivery of health care to the uninsured, 
underinsured or SNCP populations. No Demonstration amendment is required for CMS 
approval of the specific activities for infrastructure and capacity-building.  The 
Commonwealth must update Attachment E to reflect these activities; no Demonstration 
amendment is required.  Progress reports on all such activities must be included in the 
quarterly and annual reports outlined in STCs 58 and 59, respectively. Infrastructure 
projects for which FFP is claimed under this expenditure authority are not eligible for 
DSTI incentive payments. 

c)	 Provider Cap. The Commonwealth may expend an amount for purposes specified in STC 
49(c) equal to no more than the cumulative amount of the Commonwealth’s annual DSH 
allotments for the SNCP extension period.  Any change in the Commonwealth’s Federal 
DSH allotment that would have applied for the SNCP extension period absent the 
Demonstration shall result in an equal change to the provider cap.  Such change shall not 
require a Demonstration amendment.  The provider cap is based on an annual DSH 
allotment of $624,691,018 (total computable), the Commonwealth’s projected annual 
DSH allotment for SFY 2012.   

d)	 DSHP Cap. Expenditure authority for DSHP is limited to $360 million in SFY 2012, 
$310 million in SFY 2013 and $130 million in SFY 2014 through December 31, 2013.  
Total computable expenditures for DSHP shall be reduced by a fixed amount of 5.3 
percent annually to determine allowable DSHP expenditures under the demonstration to 
account for the unknown immigration status of certain program recipients.  

e)	 Budget Neutrality Reconciliation.  The Commonwealth is bound by the budget neutrality 
agreement described in section XI of the STCs.  The Commonwealth agrees to reduce 
spending in the SNCP to comply with budget neutrality in the event that expenditures 
under the demonstration exceed the budget neutrality ceiling outlined in section XI, STC 
80. In that event, the Commonwealth must reduce expenditures for items 1 through 7 and 
9 in chart A of Attachment E before reducing expenditures to item 8, Commonwealth 
Care. 
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f)	 Transition to Cost for Uncompensated Care.  The SNCP payments pursuant to STC 49(c) 
support providers for furnishing uncompensated care.  Currently these payments are not 
limited to the documented cost of providing such care.  Over this extension period, CMS 
will work with the Commonwealth to develop a cost protocol, to be approved by CMS 
and included as future Attachment H.  This protocol will ensure that beginning on July 1, 
2014 all provider payments for uncompensated care pursuant to STC 49(c) will be 
limited on a provider-specific basis to the cost of providing Medicaid State plan services 
and any other additional allowable uncompensated costs of care provided to Medicaid 
eligible individuals and uninsured individuals, less payment received by or on behalf of 
such individuals for such services.  The DSH audit rule definition of allowable inpatient 
and outpatient services and allowable uninsured costs and revenues will serve at the 
initial framework for discussions on the cost protocol.  Any additional costs to be 
included as allowable as uncompensated care must be identified and included in the 
resulting approved cost protocol.   

Therefore, over this extension period, the following milestones outlined in subparagraph 
(a) must be completed to develop and receive CMS approval for a cost protocol.  If there 
is no approved protocol in place by October 1, 2013, then default cost limit 
methodologies pursuant to subparagraph (b) will be applied to all provider payments 
under STC 49(c) for uncompensated Medicaid or uninsured services beginning on July 1, 
2014 through any extension of the Demonstration. 

a.	 Protocol Development 
i.	 By January 1, 2012 CMS will provide sample cost report protocols to the 

Commonwealth for physician, clinic and hospital services as well as any 
other provider receiving payments for services under the SNCP provider 
payments for uncompensated care. 

ii.	 By March 30, 2012, the Commonwealth must provide CMS for CMS 
approval a cost protocol development tool that includes a description of all 
specific data including data sources it proposes to include in the cost-limit 
protocol, including the scope of services and costs for each provider type 
(e.g. inpatient, outpatient, physician services, clinic services, non-hospital 
services, etc.). Massachusetts must use the same definition for inpatient 
and outpatient services as described in its approved Medicaid State plan 
for an initial framework and identify other uncompensated care costs that 
are not included in the State plan definitions.  The Commonwealth must 
also identify any costs that would not be captured using Medicare cost 
principles but for which it will seek reimbursement under the SNCP (an 
example would be unreimbursed translation services associated with 
Medicaid or uninsured individuals). 

iii.	 By May 31, 2012, CMS will approve this cost protocol development tool. 
This approval will inform the scope of services and costs in subparagraph 
(iv) below and in the final protocol. 

iv.	 By July 1, 2012, the Commonwealth must develop an impact analysis of 
the cost limit protocol (will require hospitals to report necessary data on a 
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preliminary basis). This impact analysis must identify the sources of data 
used, the dates associated with the available data and any adjustments or 
modifications that have been made to the data along with the methodology 
and rationale. 

v.	 By August 30, 2012, CMS will provide comments on the cost-limit impact 
analysis. 

vi.	 By December 1, 2012, the Commonwealth must submit to CMS a draft 
cost protocol for each provider type receiving SNCP payments under STC 
49(c) that describes the methodology to calculate the annual cost of 
uncompensated care for Medicaid and uninsured populations for all 
services provided beginning on July 1, 2014 through any extension of the 
Demonstration.  Payments to providers under STC 49(c) will be limited by 
this annual provider specific cost limit beginning July 1, 2014 through any 
extension of the Demonstration. 

vii.	 CMS will review and submit initial comments and questions on the draft 
protocol by January 1, 2013. 

viii.	 The Commonwealth will work with CMS to finalize the cost protocol by 
October 1, 2013. 

ix.	 Hospitals will be required to certify and report necessary data to the 
Commonwealth by January 1, 2014. 

x.	 Hospital-specific cost limits for SNCP Provider Cap payments will be 
implemented for all services provided beginning on July 1, 2014 through 
any extension of the Demonstration. 

b.	 Default Cost Limit Methodologies 
i.	 If there is no approved protocol pursuant to subparagraph (a) above by 

October 1, 2013, then the following default cost limit methodologies will 
apply based on provider type for all providers receiving payments for 
uncompensated Medicaid or uninsured services under STC 49(c) provided 
beginning July 1, 2014 through any extension of the Demonstration: 

1.	 Hospitals will be limited to unreimbursed cost as determined using 
a cost-to-charge ratio utilizing the most recent Medicare cost report 
data by cost-center available through the CMS Medicare reporting 
system (HCRIS); 

2.	 Physician uncompensated care payments will be limited to the 
amount Medicare would have paid for the services based on the 
Medicare fee schedule in effect when the services were rendered; 
and 

3.	 Clinics will be limited to the amount of uncompensated care 
demonstrated using the HRSA 330 grantees cost-reports. 

ii.	 The default methodologies pursuant to subparagraph (i) above do not 
include any additional costs not identified in the standard reports gathered 
by Medicare or HRSA. 
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51. Priority Expenditures under the SNCP. The Commonwealth must support expenditures 
for premium assistance under Commonwealth Care as its first priority. 

52. DSTI Plan and Funding Protocol. The State must meet the following milestones before it 
can claim FFP for DSTI funding: 

a)	 Commonwealth Master DSTI Plan.  The Commonwealth must develop an 
overarching master DSTI plan to be submitted to CMS for approval.  The master plan 
will be future Attachment J and must at a minimum include: 

1)	 Identification of community needs, health care challenges, the delivery system, 
payment reform, and population-focused improvements that DSTI will address in 
addition to baseline data to justify assumptions; 

2)	 Identification of the projects and objectives that fall within the four categories, as 
outlined in STC 49(e)(4),from which each participating hospital will develop its 
hospital-specific DSTI plan, and identify the minimum level of projects and 
population-focused objectives that each hospital must select; 

3)	 In coordination with subparagraph (a)(2) above, identification of the metrics and 
data sources for specific projects and population-focused objectives that each 
participating hospital will utilize in developing a hospital-specific DSTI plan to 
ensure that all hospitals adhere to a uniform progress reporting requirement; 

4)	 With regard to Category 3, the State must also identify its actions and timelines 
for driving payment reform; 

5)	 Guidelines requiring hospitals to develop individual hospital DSTI plans as 
outlined in STC 49(e)(3) and STC 52(b); 

6)	 A State review process and criteria to evaluate each hospital’s individual DSTI 
plan and develop its recommendation for approval or disapproval prior to 
submission to CMS for final approval; 

7)	 A reporting protocol outlining the requirements, process and timeline for a 
hospital to submit its interim progress on DSTI plan metrics and for the State to 
provide CMS with information documenting progress; 

8)	 A State review process and timeline to evaluate hospital progress on its DSTI plan 
metrics and assure a hospital has met its approved metrics prior to the release of 
associated DSTI funds; 

9)	 A process that allows for hospital plan modification and an identification of under 
what issues a modification plan may be considered including for carry
forward/reclamation, pending State and CMS approval; and 
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10) A State process of developing an evaluation of DSTI as a component of the draft 
evaluation design as required by STC 84.  When developing the master DSTI 
plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data 
to support the Evaluation Design required in section XII of the STCs.  The State 
must select a preferred research plan for the applicable research question, and 
provide a rationale for its selection.  To the extent possible, participating hospitals 
should use similar metrics for similar projects to enhance evaluation and learning 
experience between hospitals.  To facilitate evaluation, DSTI master plan must 
identify a core set of Category 4 metrics that all participating hospitals must be 
required to report even if the participating provider chooses not to undertake that 
project. The intent of this data set is to enable cross provider comparison even if 
the provider did not elect the intervention. 

b)	 Hospital DSTI Plans.  At a minimum, the individual hospital DSTI plans should 
include the following, in addition to the requirements pursuant to STCs 52(b) and 
53(c).  

1)	 A background section on the hospital system(s) covered by the DSTI plan that 
includes an overview of the patients served by the hospital; 

2)	 An executive summary for the DSTI plan that summarizes the high-level 
challenges the DSTI plan is intended to address and the target goals and 
objectives included in the plan for the Demonstration approval period; 

3)	 Sections on each of the four categories as specified in the STC 49(e)(4), and 
include: 

i.	 For Categories 1, 2 and 3 –  
a.	 Each hospital must select a minimum number of projects, with 

associated metrics, milestones and data sources in accordance with 
the master DSTI plan. 

b.	 For each project selected, the hospital at a minimum must include: 
i.	 A description of the goal(s) of the project, which describes 

the challenges of the hospital system and the major delivery 
or payment redesign system solution identified to address 
those challenges by implementing the particular project; 

ii.	 A description of the target goal over the Demonstration 
approval period and metrics associated with the project and 
the significance of that goal to the hospital system and its 
patients; 

iii.	 A narrative on the hospital’s rationale for selecting the 
project, milestones, and metrics based on relevancy to the 
hospital system’s population and circumstances, 
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community need, and hospital system priority and starting 
point with baseline data; 

iv.	 A narrative describing how this project supports, 
reinforces, enables and is related to other projects and 
interventions within the hospital system plan; and 

v.	 Any other hospital reporting guidelines stipulated in the 
master DSTI Plan. 

ii.	 In addition to requirements addressed in the above subparagraph (i), 
Category 2 must also include: 

a.	 A description of how the selected project can refine innovations, 
test new ways of meeting the needs of target populations and 
disseminate findings in order to spread promising practices.  

iii.	 Category 4 – Population-Focused Improvements 
a.	 Projects within this category must focus on evaluation of the 

population-focused improvements associated with Categories 1, 2 
and 3 projects and associated incentive payments.  Each hospital 
must select a minimum number of projects in accordance with in 
the master DSTI plan.  The projects must be hospital-specific and 
need not be uniform across all the hospitals, but must be uniform 
across projects that are selected by multiple hospitals.  

c)	 DSTI Payment and Funding Protocol. The State must develop and submit in 
conjunction or as part of the master DSTI plan, an incentive payment methodology 
for each of the four categories to determine an annual maximum budget for each 
participating provider.  The State also must identify an allowable non-Federal share 
for the DSTI pool, which must approved by CMS.  The following principles must 
also be incorporated into the funding protocol that will be incorporated in future 
Attachment J: 

1)	 Each hospital will be individually responsible for progress towards and 
achievement of its metrics to receive its potential incentive funding related to any 
metric from DSTI. 

2)	 In order to receive incentive funding related to any metric, the hospital must 
submit all required reporting as described in STC 53(c). 

3)	 Funding Allocation Guidelines. The master DSTI plan must specify a formula for 
determining incentive payment amounts.  Hospital-specific DSTI plan 
submissions must use this formula to specify the hospital-specific incentive 
payment amounts associated with the achievement of approved transformation 
metrics for approval by the Commonwealth and CMS pursuant to STC 52(a)(6).  
Category metrics will have a base value.  Each category may have a different base 
value but metrics within categories will be based on a starting dollar point.  Given 
the varied nature of the projects and hospital systems, the total incentive payment 
amounts available to an individual hospital for each category depend upon the 
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size of the hospital, total projects and metrics selected in the hospital specific 
DSTI.  The submission must describe how the factors effect each hospitals 
maximum allowable payment. 

4)	 Carry-Forward/Reclamation.  The protocol must describe the ability of a hospital 
to earn payment for any missed metric within a defined time period. Carry
forward/reclamation of incentive payments is only available to the hospital 
associate with a given incentive payment and is not available for redistribution to 
other hospitals.  Carry-forward/reclamation is limited to this Demonstration 
approval period ending June 30, 2014. 

i.	 If a participating hospital system does not fully achieve a metric that was 
specified in its plan for completion in a particular year, the payment 
associated with that metric may be rolled over for 12 months and be 
available if the hospital meets the missed metric in addition to the metric 
associated with the year in which the payment is made.  

ii.	 In the case of a participating hospital that is close to meeting a metric in a 
particular year, the hospital may be granted a grace period to the reporting 
deadline set for a particular payment cycle by which to meet a metric 
associated with the incentive payment if it has an approved plan 
modification pursuant to STC 52(a)(9) above.  The allowable time period 
for such a grace period may vary based on the type and scope of the 
project associated with such metric and may be up to 180 days.  The plan 
modification must be approved by the Commonwealth and CMS 30 days 
prior to the deadline of the incentive payment reporting pursuant to STCs 
52 and 53(c). The plan modification must outline how the hospital plans to 
meet the metric within the given grace period.  The process for hospital 
plan modification, including the modification requirements, deadline by 
which a hospital must submit a requested modification and the 
Commonwealth and CMS approval process will be outlined within the 
master DSTI plan pursuant to STC 52(a)(9). 

iii.	 Projects that focus primarily on infrastructure will have further limited 
rollover ability as defined in the master DSTI plan.  

53. SNCP Additional Reporting Requirements. All SNCP expenditures must be reported as 
specified in section X, STC 63.  In addition, the Commonwealth must submit updates to 
Attachment E as set forth below to CMS for approval.  

a)	 Charts A – B of Attachment E. The Commonwealth must submit to CMS for approval, 
updates to Charts A – B of Attachment E that reflect projected SNCP payments and 
expenditures for State Fiscal Year (SFY) 2012-2014 and identify the non-Federal share 
for each line item, no later than 45 days after enactment of the State budget for each SFY.  
CMS shall approve the Commonwealth’s projected SNCP payments and expenditures 
within 30 days of the Commonwealth’s submission of the update, provided that all 
projections are within the applicable SNCP limits specified in STC 50.  
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The Commonwealth must notify CMS and receive CMS approval, before it can claim 
FFP, for any SNCP payments and expenditures outlined in Charts A-B of Attachment E 
that are in excess of the approved projected SNCP payments and expenditures by a 
variance greater than 10 percent.  Any variance in SNCP payments and expenditures 
must adhere to the SNCP expenditure limits pursuant to STC 50.  The Commonwealth 
must submit to CMS for approval updates to Charts A – B that include these variations in 
projected SNCP payments and expenditures. CMS shall approve the Commonwealth’s 
revised projected SNCP payments and expenditures within 30 days of the 
Commonwealth’s submission of the update, provided that all projections are within the 
applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval updates to Charts A – B of 
Attachment E that reflect actual payments and expenditures for each SFY, within 180 
days after the close of the SFY.  CMS shall approve the Commonwealth’s actual SNCP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all SNCP payments and expenditures are within the applicable SNCP limits specified 
in STC 50. 

The Commonwealth must submit to CMS for approval further updates to any or all of 
these charts as part of the quarterly operational report and at such other times as may be 
required to reflect projected or actual changes in SNCP payments and expenditures.  
CMS must approve the Commonwealth’s updated charts within 45 days of the 
Commonwealth’s submission of the update, provided that all SNCP payments and 
expenditures are within the applicable limits specified in STC 50. 

No Demonstration amendment is required to update Charts A-B in Attachment E, with 
the exception of any new types of payments or expenditures in Charts A and B, or for any 
increase to Public Service Hospital Safety Net Care. 

b)	 DSHP. The Commonwealth must submit to CMS for approval a table of projected DSHP 
spending by approved program, no later than 45 days after enactment of the State budget 
for each SFY.  CMS must approve the Commonwealth’s projected DSHP expenditures 
within 15 days of the Commonwealth’s submission of the update, provided that all DSHP 
projections are within the applicable SNCP limits specified in STC 50. 

The Commonwealth must submit to CMS for approval an update to the table of projected 
DSHP spending that reflects actual DSHP expenditures for each SFY, within 180 days 
after the close of the SFY. CMS must approve the Commonwealth’s actual DSHP 
expenditures within 45 days of the Commonwealth’s submission of the update, provided 
that all DSHP expenditures are within applicable limits. 

The Commonwealth may submit to CMS for approval further updates to the table of 
projected DSHP spending by approved program at such other times as may be required to 
reflect projected or actual changes in DSHP expenditures.  CMS must approve the 
Commonwealth’s updated charts within 45 days of the Commonwealth’s submission of 
the update, provided that all DSHP expenditures are within applicable limits. 
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No Demonstration amendment is required to update the table of projected DSHP 
spending by approved program within the expenditure limits specified in STC 50(d).  The 
Commonwealth is required to amend the Demonstration in order to add to the list of 
DSHP programs in Chart C of Attachment E. 

c)	 DSTI Reporting. The participating providers and the State must report the following: 

1)	 Hospital Reporting. The reporting protocol within the master DSTI must outline 
the hospitals’ reporting requirements, process and timelines that must be 
consistent with the following principles: 

i.	 Hospital Reporting for Payment. Participating providers seeking payment 
under DSTI must submit reports to the State demonstrating progress, 
measured by Category specific metrics.  The reports must include the 
incentive payment amount being requested for the progress achieved in 
accordance with the payment mechanisms outlined in the master DSTI 
plans.  The required hospital reporting requirements, process and timeline 
are pursuant to the reporting protocol, State review process and funding 
protocol as outlined in STC 52(a)(7) and STC 52(a)(8) and STC 52(c) and 
must be consistent with the following principles: 

1.	 The hospital reports must be submitted using a standardized 
reporting form approved by the State and CMS; 

2.	 The State must use this documentation in support of DSTI claims 
made on the MBES/CBES 64.9 Waiver form. 

ii.	 Hospital System Annual Report. Hospital systems must submit an annual 
report, based on the timeline approved in the reporting protocol 
component of the master DSTI plan.  The reports must at a minimum: 

1.	 Be submitted using a standardized reporting form approved by the 
State and CMS; 

2.	 Provide information included in the semi-annual reports, including 
data on the progress made for all milestones; and 

3.	 Provide a narrative description of the progress made, lessons 
learned, challenges faced and other pertinent findings. 

iii.	 Documentation. The hospital system must have available for review by 
the State or CMS, upon request, all supporting data and back-up 
documentation. 

2)	 Commonwealth Reporting. STC 58 and 59 require DSTI reporting as a 
component of the quarterly operational reports and annual reports. The DSTI 
reporting must at a minimum include: 

i.	 All DSTI payments made to specific hospitals that occurred in the quarter; 
ii.	 Expenditure projections reflecting the expected pace of future 

disbursements for each participating hospital; 
iii.	 An assessment by summarizing each hospital’s DSTI activities during the 

given period; and 
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iv.	 Evaluation activities and interim findings of the evaluation design 
pursuant to STC 84.  

IX. GENERAL REPORTING REQUIREMENTS 

54. General Financial Reporting Requirements. The State must comply with all general 
financial requirements under title XIX of the Social Security Act in section X of the STCs. 

55. Compliance with Managed Care Reporting Requirements.  The State must comply with 
all managed care reporting regulations at 42 CFR 438 et. seq. except as expressly waived or 
identified as not applicable in the expenditure authorities incorporated into these STCs. 

56. Reporting Requirements Relating to Budget Neutrality. The State must comply with all 
reporting requirements for monitoring budget neutrality as set forth in section XI of the 
STCs, including the submission of corrected budget neutrality data upon request. 

57. Bi-Monthly Calls. The State must participate in monitoring calls with CMS. The purpose 
of these calls is to discuss any significant actual or anticipated developments affecting the 
Demonstration.  Areas to be addressed include, but are not limited to, MCO operations (such 
as contract amendments and rate certifications), health care delivery, enrollment, cost 
sharing, quality of care, access, the benefit packages, activities related to the Safety Net Care 
Pool, audits, lawsuits, financial reporting and budget neutrality issues, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, 
progress on evaluations, State legislative developments, and any Demonstration amendments, 
concept papers or State plan amendments the State is considering submitting.  The State and 
CMS shall discuss quarterly expenditure reports submitted by the State for purposes of 
monitoring budget neutrality. CMS shall update the State on any amendments or concept 
papers under review as well as Federal policies and issues that may affect any aspect of the 
Demonstration.  The State and CMS shall jointly develop the agenda for the calls. 

58. Quarterly Operational Reports.  The Commonwealth must submit progress reports in the 
format specified in Attachment C no later than 60 days following the end of each quarter.  
The intent of these reports is to present the Commonwealth’s analysis and the status of the 
various operational areas under the demonstration.  These quarterly reports must include, but 
are not limited to: 

a)	 Updated budget neutrality monitoring spreadsheets; 

b)	 Events occurring during the quarter or anticipated to occur in the near future that effect 
health care delivery including approval and contracting with new plans, benefits, 
enrollment, grievances, quality of care, access, proposed changes to payment rates, health 
plan financial performance that is relevant to the Demonstration,  payment reform 
initiatives or delivery system reforms impacting Demonstration population and/or 
undertaken in relation to the SNCP, updates on activities related to the pediatric bundled 
payment pilot program, pertinent legislative activity, and other operational issues; 
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c)	 Action plans for addressing any policy and administrative issues identified; 

d) Quarterly enrollment reports that include the member months for each Demonstration 
population; 

e)	 Updates on any State health care reform activities to coordinate the transition of coverage 
through the Affordable Care Act; 

f)	 Activities and planning related to payments made under the Safety Net Care Pool
 
pursuant to reporting requirements outlined in section VIII of the STCs; and
 

g)	 Evaluation activities and interim findings. 

59. Annual Report. The Commonwealth must submit a draft annual report documenting 
accomplishments, project status, quantitative and case study findings, utilization data, and 
policy and administrative difficulties in the operation of the Demonstration.  This report must 
also contain a discussion of the items that must be included in the quarterly operational 
reports required under STC 58 in addition to the annual HCBS report as stipulated in STC 
40(l).  The Commonwealth must submit the draft annual report no later than October 1st of 
each year.  Within 30 days of receipt of comments from CMS, a final annual report shall be 
submitted. 

60. Transition Plan. On or before July 1, 2012, the State is required to submit a draft and 
incrementally revise a transition plan consistent with the provisions of the Affordable Care 
Act for individuals enrolled in the Demonstration, including how the State plans to 
coordinate the transition of these individuals to a coverage option available under the 
Affordable Care Act without interruption in coverage to the maximum extent possible.   The 
plan must contain the required elements and milestones described in subparagraphs (a)-(e) 
outlined below.  In addition, the Plan will include a schedule of implementation activities that 
the State will use to operationalize the Transition Plan. 

a)	 Required Authorities.  The State must conduct an assessment of which Demonstration 
authorities outlined in the waivers and expenditure authorities should expire on 
December 31, 2013 consistent with the provisions of the Affordable Care Act and submit 
a plan outlining the process for submission of any necessary Demonstration 
amendment(s). For example, this may include authorities related to specific 
Demonstration populations (e.g. Commonwealth Care, hypothetical populations, etc.) in 
addition to processes and activities such as eligibility procedures and standards, financial 
responsibility/deeming, retroactive eligibility, cost sharing, etc. 

b)	 Seamless Transitions. Consistent with the provisions of the Affordable Care Act, the 
Transition Plan will include details on how the State plans to obtain and review any 
additional information needed from each individual to determine eligibility under all 
eligibility groups, and coordinate the transition of individuals enrolled in the 
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Demonstration (by FPL) (or newly applying for Medicaid) to a coverage option available 
under the Affordable Care Act without interruption in coverage to the maximum extent 
possible.  Specifically, the State must: 

i.	 Determine eligibility under all January 1, 2014, eligibility groups for which 
the State is required or has opted to provide medical assistance, including the 
group described in §1902(a)(10)(A)(i)(VIII) for individuals under age 65 and 
regardless of disability status with income at or below 133 percent of the 
FPL. 

ii.	 Identify Demonstration populations not eligible for coverage under the 
Affordable Care Act and explain what coverage options and benefits these 
individuals will have effective January 1, 2014.  

iii.	 Implement a process for considering, reviewing, and making preliminarily 
determinations under all January 1, 2014 eligibility groups for new applicants 
for Medicaid eligibility. 

iv.	 Conduct an analysis that identifies populations in the Demonstration that may 
not be eligible for or affected by the Affordable Care Act and the authorities 
the State identifies that may be necessary to continue coverage for these 
individuals. 

v.	 Develop a modified adjusted gross income (MAGI) conversion for program 
eligibility. 

c)	 Access to Care and Provider Payments and System Development or Remediation. The 
State should assure adequate provider supply for the State plan and Demonstration 
populations affected by the Demonstration on December 31, 2013.  Additionally, the 
Transition Plan for the Demonstration is expected to expedite the State’s readiness for 
compliance with the requirements of the Affordable Care Act and other Federal 
legislation. 

d)	 Progress Updates. After submitting the initial Transition Plan for CMS approval, the 
State must include progress updates in each quarterly and annual report.  The Transition 
Plan shall be revised as needed. 

e)	 Implementation. 
i. By October 1, 2013, the State must begin to implement a simplified, 

streamlined process for transitioning eligible enrollees in the Demonstration 
to Medicaid, the Exchange or other coverage options in 2014.  In transitioning 
these individuals from coverage under the waiver to coverage under the State 
plan, the State will not require these individuals to submit a new application. 

ii.	 On or before December 31, 2013, the State must provide notice to the 
individual of the eligibility determination using a process that minimizes 
demands on the enrollees.  

61. Final Report.  Within 120 days following the end of the Demonstration, the Commonwealth 
must submit a draft final report to CMS for comments.  The Commonwealth must take into 
consideration CMS’ comments for incorporation into the final report.  The final report is due 

MassHealth Page 69 of 111 
Demonstration Approval Period: Date of approval letter through June 30, 2014 



 

                                                                                                                                
  

 
 

  
 

    
 

     
 

 

 
  

 
 
   

 
 

 

  

  

 
   

 
  

 
  

  
   

 
     

   

  
 

 
  

  
  

  
 

 
  

 

to CMS no later than 120 days after receipt of CMS’ comments.   

X. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX 

62. Quarterly Expenditure Reports. The State must provide quarterly expenditure reports 
using Form CMS-64 to report total expenditures for services provided through this 
Demonstration under section 1115 authority that are subject to budget neutrality.  This 
project is approved for expenditures applicable to services rendered during the 
Demonstration period.  CMS shall provide FFP for allowable Demonstration expenditures 
only as long as they do not exceed the pre-defined limits on the expenditures as specified in 
section XI of the STCs.  

63. Reporting Expenditures Under the Demonstration.  The following describes the reporting 
of expenditures subject to the budget neutrality agreement: 

a)	 Tracking Expenditures. In order to track expenditures under this demonstration, the State 
must report Demonstration expenditures through the Medicaid and Children’s Health 
Insurance Program Budget and Expenditure System (MBES/CBES), following routine 
CMS-64 reporting instructions outlined in section 2500 of the State Medicaid Manual.  
All Demonstration expenditures claimed under the authority of title XIX of the Act and 
subject to the budget neutrality expenditure limit must be reported each quarter on 
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the Demonstration 
project number (11-W-00030/1) assigned by CMS, including the project number 
extension which indicates the Demonstration Year (DY) in which services were rendered.  

b)	 Cost Settlements. For monitoring purposes, cost settlements attributable to the 
Demonstration must be recorded on the appropriate prior period adjustment schedules 
(Form CMS-64.9P Waiver) for the Summary Sheet Line 10B, in lieu of Lines 9 or 10C. 
For any cost settlement not attributable to this Demonstration, the adjustments should be 
reported as otherwise instructed in the State Medicaid Manual. 

c)	 Pharmacy Rebates. The Commonwealth may propose a methodology for assigning a 
portion of pharmacy rebates to the Demonstration, in a way that reasonably reflects the 
actual rebate-eligible pharmacy utilization of the Demonstration population, and which 
reasonably identifies pharmacy rebate amounts with DYs. Use of the methodology is 
subject to the approval in advance by the CMS Regional Office, and changes to the 
methodology must also be approved in advance by the Regional Office. The portion of 
pharmacy rebates assigned to the Demonstration using the approved methodology will be 
reported on the appropriate Forms CMS-64.9 Waiver for the Demonstration, and not on 
any other CMS-64.9 form (to avoid double counting). Each rebate amount must be 
distributed as State and Federal revenue consistent with the Federal matching rates under 
which the claim was paid. 

d)	 Premiums and other applicable cost sharing contributions from enrollees that are 
collected by the Commonwealth under the Demonstration must be reported to CMS each 
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quarter on Form CMS-64 Summary Sheet line 9.D, columns A and B.  Additionally, the 
total amounts that are attributable to the Demonstration must be separately reported on 
the CMS-64Narr by Demonstration year. 

e)	 Demonstration year reporting. Notwithstanding the two-year filing rule, the 
Commonwealth may report adjustments to particular demonstration years as described 
below: 

i. Beginning July 1, 2005 (SFY 2006/ DY, 9) all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, and separate 
schedules will be completed for demonstration years 6, 7, 8, and 9. 

ii. Beginning July 1, 2006 (SFY 2007/ DY 10), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-7 will be reported as demonstration 
year 7, and separate schedules will be completed for demonstration years 8, 9, and 
10. 

iii. Beginning July 1, 2007 (SFY 2008/ DY 11), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, and separate schedules will be completed for demonstration years 9, 10, 
and 11.  

iv. Beginning July 1, 2008 (SFY 2009/ DY 12), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-10 will be 
reported as demonstration year 10, and separate schedules will be completed for 
demonstration years 11 and 12.  Demonstration year 12 includes dates of service 
from July 1, 2008, through June 30, 2009. 

v. Beginning July 1, 2009 (SFY 2010/ DY 13), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14.  Demonstration year 13 includes dates of 
service from July 1, 2009, through June 30, 2010. 

vi. Beginning July 1, 2010 (SFY 2011/ DY 14), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
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reported as demonstration year 11, and separate schedules will be completed for 
demonstration years 12 and 13 and 14.  Demonstration year 14 includes dates of 
service from July 1, 2010, through June 30, 2011.   

vii.	 Beginning July 1, 2011 (SFY 2012/ DY 15), all expenditures and adjustments for 
demonstration years 1-5 will be reported as demonstration year 5, all expenditures 
and adjustments for demonstration years 6-8 will be reported as demonstration 
year 8, all expenditures and adjustments for demonstration years 9-11 will be 
reported as demonstration 11, all expenditures and adjustments for demonstration 
years 12-14 will be reported as demonstration year 14 and separate schedules will 
be completed for demonstration years 15 and 16 and 17.  All expenditures and 
adjustments for dates of service beginning July 1, 2011, will be reported on 
separate schedules corresponding with the appropriate demonstration year.  

f)	 Use of Waiver Forms 
. For each Demonstration year as described in subparagraph (e) above, 29 separate Forms 
CMS-64.9 Waiver and/or 64.9P Waiver must be completed, using the waiver name noted 
below, to report expenditures for the following EGs and the Safety Net Care Pool.  
Expenditures should be allocated to these forms based on the guidance found below.     

i. Base Families: Eligible non-disabled individuals enrolled in 
MassHealth Standard, as well as eligible 
non-disabled individuals enrolled in 
MassHealth Limited (emergency services 
only) 

ii. Base Disabled: Eligible individuals with disabilities enrolled 
in Standard, individuals enrolled in 
CommonHealth who spend down to 
eligibility, as well as eligible disabled 
individuals enrolled in Limited (emergency 
services only) 

iii. 1902(r)(2) Children: Medicaid expansion children and pregnant 
women who are enrolled in MassHealth 
Standard, as well as eligible children and 
pregnant women enrolled in MassHealth 
Limited (emergency services only) 

iv. 1902(r)(2) Disabled: Eligible individuals with disabilities enrolled 
in Standard with income between 114.1 
percent and 133 percent of the FPL, as well 
as eligible individuals with disabilities 
enrolled in MassHealth Limited (emergency 
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services only) 

v. BCCTP: Women eligible under the Breast and 
Cervical Cancer Treatment Program who are 
enrolled in Standard 

vi. CommonHealth: Higher income working adults and children 
with disabilities enrolled in CommonHealth 

vii. e-Family Assistance Eligible children receiving premium 
assistance or direct coverage through 200 
percent of the FPL enrolled in Family 
Assistance 

viii. CommCare-19-20 19 and 20 year olds receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance 
Connector Authority 

ix. Essential-19-20 Eligible 19 and 20 year olds who are long
term unemployed and not receiving EAEDC 
or a client of DMH 

x. CommCareParents Parents receiving premium assistance for 
commercial health insurance products 
coordinated through the Commonwealth 
Health Insurance Connector Authority 

xi. CommCare-133 Individuals 21 years old and over without 
dependent children with income at or below 
133 percent of the FPL receiving premium 
assistance for commercial health insurance 
products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xii. Base Fam XXI RO Title XXI-eligible AFDC children enrolled 
in Standard after allotment is exhausted 

xiii. 1902 (r)(2) XXI RO Title XXI-eligible Medicaid Expansion 
children enrolled in Standard after allotment 
is exhausted 
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xiv. CommonHealth XXI Title XXI-eligible higher income children 
with disabilities enrolled in title XIX 
CommonHealth after allotment is exhausted 

xv. Fam Assist XXI Title XXI-eligible children through 200 
percent of the FPL eligible for Family 
Assistance under the demonstration after the 
allotment is exhausted 

xvi. e-HIV/FA Eligible individuals with HIV/AIDS through 
200 percent of the FPL who are enrolled in 
Family Assistance 

xvii. IRP: Subsidies or reimbursement for ESI made to 
eligible individuals and/or eligible 
employers, not including subsidies for 
individuals in other eligible groups 

xviii. Basic: Eligible individuals who are long-term 
unemployed receiving EAEDC and/or a 
client of DMH 

xix. Essential: Eligible individuals who are long-term 
unemployed and not receiving EAEDC or a 
client of DMH 

xx. MSP: Eligible individuals receiving 
unemployment benefits from the DUA 

xxi. SNCP-CommCare: Individuals ages 21 and over with income 
above 133 percent of the FPL receiving 
premium assistance for commercial health 
insurance products coordinated through the 
Commonwealth Health Insurance Connector 
Authority 

xxii. SNCP-HSNTF: Expenditures authorized under the 
Demonstration for payments held to the 
provider sub-cap to support uncompensated 
care 

xxiii. SNCP-DSHP: Expenditures authorized under the 
Demonstration for the Designated State 
Health Programs (DSHP) 
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xxiv. SNCP-DSTI: Expenditures authorized under the 
Demonstration for Delivery System 
Transformation Initiatives (DSTI) 

xxv. SNCP-OTHER: All other expenditures authorized under the 
SNCP 

xxvi. Asthma: All expenditures authorized through the 
pediatric asthma bundled pilot program 

xxvii. Autism: All expenditures authorized for early 
intervention services for children with 
autism 

64. Reporting Expenditures under the Demonstration for Groups that are Eligible First 
under the Separate Title XXI Program. The Commonwealth is entitled to claim title XXI 
funds for expenditures for certain children that are also eligible under this title XIX 
Demonstration included within the Base Families EG, the 1902(r)(2) Children EG,  the 
CommonHealth EG and the Family Assistance EG.  These groups are included in the 
Commonwealth’s title XXI State Plan and therefore can be funded through the separate title 
XXI program up to the amount of its title XXI allotment (including any reallocations or 
redistributions).  Expenditures for these children under title XXI must be reported on separate 
Forms CMS-64.21U and/or 64.21UP in accordance with the instructions in section 2115 of 
the State Medicaid Manual. If the title XXI allotment has been exhausted, including any 
reallocations or redistributions, these children are then eligible under this title XIX 
Demonstration and the following reporting requirements for these EGs under the title XIX 
Demonstration apply: 

Base Families XXI RO, 1902(r)(2) RO, CommonHealth XXI, and Fam Assist XXI: 

a)	 Exhaustion of Title XXI Funds. If the Commonwealth has exhausted title XXI funds, 
expenditures for these optional targeted low-income children may be claimed as title XIX 
expenditures as approved in the Medicaid State plan.  The Commonwealth shall report 
expenditures for these children as waiver expenditures on the Forms CMS 64.9 Waiver 
and/or CMS 64.9P Waiver in accordance with STC 63 (Reporting Expenditures Under 
the Demonstration). 

b)	 Exhaustion of Title XXI Funds Notification. The Commonwealth must notify CMS in 
writing of any anticipated title XXI shortfall at least 120 days prior to an expected change 
in claiming of expenditures.   
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c)	 If the Commonwealth chooses to claim expenditures for Base Families XXI RO, 
1902(r)(2) RO, and CommonHealth XXI groups under title XIX, the expenditures and 
caseload attributable to these EGs will: 

i.	 Count toward the budget neutrality expenditure limit calculated under 
section XI, STC 80 ( Budget Neutrality Annual Expenditure Limit); and 

ii.	  Be considered expenditures subject to the budget neutrality agreement as defined in 
STC 80, so that the Commonwealth is not at risk for caseload while claiming title 
XIX Federal matching funds when title XXI funds are exhausted. 

d)	 If the Commonwealth chooses to claim expenditures for Fam Assist XXI under title 
XIX, the expenditures and caseload attributable to this EG will be considered 
expenditures subject to the budget neutrality agreement as defined in STC 80.  The 
Commonwealth is at risk for both caseload and expenditures while claiming Title XIX 
Federal matching funds for this population when title XXI funds are exhausted. 

65. Expenditures Subject to the Budget Neutrality Agreement. For purposes of this section, 
the term “expenditures subject to the budget neutrality agreement” means expenditures for 
the EGs outlined in section IV of the STCs, except where specifically exempted.  All 
expenditures that are subject to the budget neutrality agreement are considered 
Demonstration expenditures and must be reported on Forms CMS-64.9 Waiver and /or 64.9P 
Waiver. 

66. Premium Collection Adjustment.  The Commonwealth must include Demonstration        
premium collections as a manual adjustment (decrease) to the Demonstration’s actual 
expenditures on a quarterly basis on the CMS-64 Summary Sheet and on the budget 
neutrality monitoring workbook submitted on a quarterly basis.  

67. Title XIX Administrative Costs.  Administrative costs will not be included in the budget 
neutrality agreement, but the Commonwealth must separately track and report additional 
administrative costs that are directly attributable to the Demonstration.  All administrative 
costs must be identified on the Forms CMS-64.10 Waiver and/or 64.10P Waiver. 

68. Claiming Period.  All claims for expenditures subject to the budget neutrality agreement 
(including any cost settlements) must be made within 2 years after the calendar quarter in 
which the Commonwealth made the expenditures. Furthermore, all claims for services 
during the Demonstration period (including any cost settlements) must be made within 2 
years after the conclusion or termination of the Demonstration.  During the latter 2-year 
period, the State must continue to identify separately net expenditures related to dates of 
service during the operation of the Demonstration on the CMS-64 waiver forms, in order to 
properly account for these expenditures in determining budget neutrality. 

69. Reporting Member Months. The following describes the reporting of member months for 
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Demonstration populations: 

a)	 For the purpose of calculating the budget neutrality agreement and for other purposes, the 
Commonwealth must provide to CMS, as part of the quarterly report required under STC 
58, the actual number of eligible member months for the EGs i-xxi and EGs xxvi and 
xxvii defined in STC 63(f).  The Commonwealth must submit a statement accompanying 
the quarterly report, which certifies the accuracy of this information. 

To permit full recognition of “in-process” eligibility, reported counts of member months 
may be subject to revisions after the end of each quarter. Member month counts may be 
revised retrospectively as needed. 

b)	 The term “eligible member months” refers to the number of months in which persons are 
eligible to receive services.  For example, a person who is eligible for 3 months 
contributes 3 eligible member months to the total.  Two individuals who are eligible for 2 
months each contribute 2 eligible member months to the total, for a total of 4 eligible 
member months. 

70. Standard Medicaid Funding Process. The standard Medicaid funding process must be used 
during the Demonstration. Massachusetts must estimate matchable Demonstration 
expenditures (total computable and Federal share) subject to the budget neutrality 
expenditure limit and separately report these expenditures by quarter for each FFY on the 
Form CMS-37 (narrative section) for both the Medical Assistance Payments (MAP) and 
State and Local Administrative Costs (ADM). CMS shall make Federal funds available based 
upon the State’s estimate, as approved by CMS.  Within 30 days after the end of each 
quarter, the State must submit the Form CMS-64 quarterly Medicaid expenditure report, 
showing Medicaid expenditures made in the quarter just ended.  CMS shall reconcile 
expenditures reported on the Form CMS-64 with Federal funding previously made available 
to the State, and include the reconciling adjustment in the finalization of the grant award to 
the State. 

71. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS 
approval of the source(s) of the non-Federal share of funding, CMS shall provide FFP at the 
applicable Federal matching rates for the Demonstration as a whole for the following, subject 
to the limits described in section XI of the STCs: 

a)	 Administrative costs, including those associated with the administration of the
 
Demonstration;
 

b)	 Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid State plan; and 

c)	 Net medical assistance expenditures and prior period adjustments made under section 
1115 Demonstration authority with dates of service during the Demonstration extension 
period, including expenditures under the Safety Net Care Pool. 
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72. Sources of Non-Federal Share. The Commonwealth provides assurance that the matching 
non-Federal share of funds for the Demonstration is State/local monies.  The Commonwealth 
further assures that such funds shall not be used as the match for any other Federal grant or 
contract, except as permitted by law. All sources of non-Federal funding must be compliant 
with section 1903(w) of the Act and applicable regulations.  In addition, all sources of the 
non-Federal share of funding are subject to CMS approval. 

a)	 CMS may review at any time the sources of the non-Federal share of funding for the 
Demonstration.  The Commonwealth agrees that all funding sources deemed 
unacceptable by CMS shall be addressed within the time frames set by CMS. 

b)	 Any amendments that impact the financial status of the program shall require the State to 
provide information to CMS regarding all sources of the non-Federal share of funding. 

c)	 The Commonwealth assures that all health care-related taxes comport with section 
1903(w) of the Act and all other applicable Federal statutory and regulatory provisions, 
as well as the approved Medicaid State plan. 

73. State Certification of Funding Conditions. The Commonwealth must certify that the 
following conditions for non-Federal share of Demonstration expenditures are met: 

a)	 Units of government, including governmentally operated health care providers, may 
certify that State or local monies have been expended as the non-Federal share of funds 
under the Demonstration. 

b)	 To the extent the Commonwealth utilizes certified public expenditures (CPEs) as the 
funding mechanism for title XIX (or under section 1115 authority) payments, CMS must 
approve a cost reimbursement methodology.  This methodology must include a detailed 
explanation of the process by which the Commonwealth would identify those costs 
eligible under title XIX (or under section 1115 authority) for purposes of certifying 
public expenditures.  

c)	 To the extent the Commonwealth utilizes CPEs as the funding mechanism to claim 
Federal match for expenditures under the Demonstration, governmental entities to which 
general revenue funds are appropriated must certify to the State the amount of such State 
or local monies as allowable under 42 CFR 433.51 used to satisfy demonstration 
expenditures.  The entities that incurred the cost must also provide cost documentation to 
support the State’s claim for Federal match; 

d)	 The Commonwealth may use intergovernmental transfers to the extent that such funds are 
derived from State or local monies and are transferred by units of government within the 
Commonwealth.  Any transfers from governmentally operated health care providers must 
be made in an amount not to exceed the non-Federal share of title XIX payments. 
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e)	 Under all circumstances, health care providers must retain 100 percent of the claimed 
expenditure.  Moreover, no pre-arranged agreements (contractual or otherwise) exist 
between health care providers and State and/or local government to return and/or redirect 
to the Commonwealth any portion of the Medicaid payments.  This confirmation of 
Medicaid payment retention is made with the understanding that payments that are the 
normal operating expenses of conducting business, such as payments related to taxes, 
including health care provider-related taxes, fees, business relationships with 
governments that are unrelated to Medicaid and in which there is no connection to 
Medicaid payments, are not considered returning and/or redirecting a Medicaid payment. 

74. Monitoring the Demonstration.  The Commonwealth will provide CMS with information to 
effectively monitor the Demonstration, upon request, in a reasonable time frame. 

75. Program Integrity. The State must have processes in place to ensure that there is no 
duplication of Federal funding for any aspect of the Demonstration. 

XI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 

76. Budget Neutrality Effective Date. Notwithstanding the effective date specified in section I 
of the STCs or in any other Demonstration documentation, all STCs, waivers, and 
expenditure authorities relating to budget neutrality shall be effective beginning July 1, 2011. 

77. Limit on Title XIX Funding.  Massachusetts will be subject to a limit on the amount of 
Federal title XIX funding that the Commonwealth may receive on selected Medicaid 
expenditures during the period of approval of the Demonstration.  The limit will consist of 
two parts, and is determined by using a per capita cost method combined with an aggregate 
amount based on the aggregate annual DSH allotment that would have applied to the 
Commonwealth absent the Demonstration (DSH allotment).  Budget neutrality expenditure 
targets are calculated on an annual basis with a cumulative budget neutrality expenditure 
limit for the length of the entire Demonstration.  Actual expenditures subject to the budget 
neutrality expenditure limit must be reported by the Commonwealth using the procedures 
described in section X, STC 63.  The data supplied by the Commonwealth to CMS to 
calculate the annual limits is subject to review and audit, and if found to be inaccurate, will 
result in a modified budget neutrality expenditure limit.  CMS’ assessment of the 
Commonwealth’s compliance with these annual limits will be done using the Schedule C 
report from the Form CMS-64. 

78. Risk. Massachusetts shall be at risk for the per capita cost for Demonstration enrollees under 
this budget neutrality agreement, but not for the number of Demonstration enrollees in each 
of the groups.  By providing FFP for all Demonstration enrollees, Massachusetts will not be 
at risk for changing economic conditions which impact enrollment levels.  However, by 
placing Massachusetts at risk for the per capita costs for Demonstration enrollees, CMS 
assures that the Federal demonstration expenditures do not exceed the level of expenditures 
that would have occurred had there been no Demonstration.   
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79. Expenditures Excluded From Budget Neutrality Test. Regular FMAP will continue for 
costs not subject to budget neutrality limit tests. Those exclusions include: 

a)	 Expenditures made on behalf of enrollees aged 65 years and above and expenditures 
made on behalf of enrollees under age 65 who are institutionalized in a nursing facility, 
chronic disease or rehabilitation hospital, intermediate care facility for the mentally 
retarded, or a State psychiatric hospital for other than a short-term rehabilitative stay; 

b)	 All long-term care expenditures, including nursing facility, personal care attendant, home 
health, private duty nursing, adult foster care, day habilitation, hospice, chronic disease 
and rehabilitation hospital inpatient and outpatient, and home and community-based 
waiver services, except pursuant to STC 40; 

c)	 Expenditures for covered services currently provided to Medicaid recipients by other 
State agencies or cities and towns, whether or not these services are currently claimed for 
Federal reimbursement; and  

d)	 Allowable administrative expenditures. 

80. Budget Neutrality Annual Expenditure Limit. For each DY, two annual limits are 
calculated. 

a)	 Limit A.  For each year of the budget neutrality agreement an annual budget neutrality 
expenditure limit is calculated for each EG described as follows:  

i.	 An annual EG estimate must be calculated as a product of the number of eligible 
member months reported by the Commonwealth under section X, STC 69 for each 
EG, including the hypothetical populations, times the appropriate estimated per 
member/per month (PMPM) costs from the table in subparagraph (v) below; 

ii.	 Starting in SFY 2006, actual expenditures for the CommonHealth EG will be 
included in the expenditure limit for the Commonwealth.  The amount of actual 
expenditures to be included will be the lower of the trended baseline CommonHealth 
costs, or actual CommonHealth per member per most cost experience for SFYs 2012
2014; 

iii. Starting in SFY 2009, actual expenditures for the CommCare-19-20, Essential-19-20 
and CommCare Parents EGs will be included in the expenditure limit for the 
Commonwealth.  Starting April 1, 2010, actual expenditures for the CommCare-133 
EG will be included in the expenditure limit for the Commonwealth.  The amount of 
actual expenditures to be included will be the lower of the trended baseline costs, or 
actual per member per most cost experience for these groups in SFYs 2012-2014; 

iv. Historical PMPM costs used to calculate the budget neutrality expenditure limit in 
prior Demonstration periods are provided in Attachment D; and 
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v. The PMPMs for each EG used to calculate the annual budget neutrality expenditure 
limit for this Demonstration are specified below. 

Eligibility Group 
(EG) 

Trend Rate DY 15 
PMPM 

DY 16 
PMPM 

DY 17 
PMPM 

Mandatory and Optional State Plan Groups 
Base Families 5.3 percent $562.02 $591.81 $623.17 
Base Disabled 6.0 percent $1,224.88 $1,298.38 $1,376.28 
BCCTP 5.3 percent $3,674.67 $3,869.43 $4,074.51 
1902(r)2 Children 4.9 percent $457.59 $480.02 $503.54 
1902(r)2 Disabled 6.0 percent $959.04 $1,016.59 $1,077.58 
Essential 5.3 percent $351.85 $370.50 $390.14 

Hypothetical Populations* 
CommonHealth 6.0 percent $563.46 $597.27 $633.11 
CommCare-19 and 20 
year olds 

5.3 percent $447.13 $470.83 $495.78 

CommCare Parents 5.3 percent $498.35 $524.77 $552.58 
Essential-19 and 20 year 
olds 

5.3 percent $378.31 $398.36 $419.47 

CommCare-133 5.3 percent $498.36 $524.77 $552.58 
* “These PMPMs are the trended baseline costs used for purposes of calculating the impact of the hypothetical 
populations on the overall expenditure limit, according to the process listed in STC 80(a) (ii) and (iii).” 

b)	 Limit B.  The Commonwealth’s annual DSH allotment. 

c)	 The annual budget neutrality expenditure limit for the Demonstration as a whole is the 
sum of limit A and limit B.  The overall budget neutrality expenditure limit for the 
Demonstration is the sum of the annual budget neutrality expenditure limits.  The Federal 
share of the overall budget neutrality expenditure limit represents the maximum amount 
of FFP that the Commonwealth may receive for expenditures on behalf of Demonstration 
populations as well as Demonstration services described in Table B in STC 37 during the 
Demonstration period. 

d)	 Early Periodic Screening, Diagnosis, and Treatment (EPSDT) adjustment: 

i.	 The Commonwealth must present to CMS for approval a draft evaluation plan    

outlining the methodology to track the following:
 

1.	 Baseline measurement of EPSDT service utilization prior to the EPSDT 
court-ordered remedial plan in Rosie D. v Romney (the Order) final 
judgment and final remedial plan established on July 16, 2007; 

2.	 Increase, following entry of the Order, in utilization of : 
a) EPSDT screenings; 
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b) Standardized behavioral health assessments utilizing the Child and 
Adolescent Needs and Strengths (CANS),or other standardized assessment 
tool in accordance with the Order; and 
c) State Plan services available prior to the entry of the Court Order. 

3. 	Cost and utilization of services contained in State Plan amendments 
submitted by the Commonwealth in accordance with the Order and 
approved by CMS; and

 4. Methodology for tracking and identifying new EPSDT services for
                                  purposes of budget monitoring. 

ii. The draft evaluation plan with an appropriate methodology to track new EPSDT 
expenditures must be approved by CMS through the amendment process described in 
STC 7.  Once an appropriate methodology to track new EPSDT expenditures is approved 
by CMS, these projected expenditures will be included in the expenditure limit for the 
Commonwealth, with an effective date beginning with the start of the new EPSDT 
expenditures, and reconciled to actual expenditure experience. 

81. Composite Federal Share Ratio. The Federal share of the budget neutrality expenditure 
limit is calculated by multiplying the limit times the Composite Federal Share.  The 
Composite Federal Share is the ratio calculated by dividing the sum total of FFP received by 
the Commonwealth on actual demonstration expenditures during the approval period, as 
reported through MBES/CBES and summarized on Schedule C with consideration of 
additional allowable demonstration offsets such as, but not limited to premium collections 
and pharmacy rebates, by total computable Demonstration expenditures for the same period 
as reported on the same forms.  FFP and expenditures for extended family planning program 
must be subtracted from numerator and denominator, respectively, prior to calculation of this 
ratio.  For the purpose of interim monitoring of budget neutrality, a reasonable estimate of 
Composite Federal Share may be developed and used through the same process or through an 
alternative mutually agreed to method. 

82. Enforcement of Budget Neutrality. CMS shall enforce the budget neutrality agreement 
over the life of the Demonstration as adjusted July 1, 2008, rather than on an annual basis.  
However, if the Commonwealth exceeds the calculated cumulative budget neutrality 
expenditure limit by the percentage identified below for any of the Demonstration years, the 
Commonwealth must submit a corrective action plan to CMS for approval. 

Demonstration Year Cumulative Target Definition Percentage 
DY 15 Cumulative budget neutrality limit plus: 1 percent 
DY 15 through DY 16 Cumulative budget neutrality limit plus: 0.5 percent 
DY 15 through DY 17 Cumulative budget neutrality limit plus: 0 percent 

In addition, the Commonwealth may be required to submit a corrective action plan if an 
analysis of the expenditure data in relationship to the budget neutrality expenditure cap 
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indicates a possibility that the Demonstration will exceed the cap during this extension. 

83. Exceeding Budget Neutrality. If the budget neutrality expenditure limit has been exceeded 
at the end of the Demonstration period, the excess Federal funds must be returned to CMS 
using the methodology outlined in STC 81, composite Federal share ratio.  If the 
Demonstration is terminated prior to the end of the budget neutrality agreement, the budget 
neutrality test shall be based on the time elapsed through the termination date. 

XII. EVALUATION OF THE DEMONSTRATION 

84. Submission of a Draft Evaluation Design.  The Commonwealth must submit to CMS for 
approval a draft evaluation design no later than 120 days after CMS’ approval of the 
Demonstration. 

At a minimum, the draft evaluation design must include a discussion of the goals, objectives, 
and evaluation questions specific to the entire health care reform Demonstration set forth in 
section II of these STCs.  The draft design must discuss the outcome measures that will be 
used in evaluating the impact of the Demonstration during the period of approval, 
particularly among the target population.  It must discuss the data sources, including the use 
of Medicaid encounter data, and sampling methodology for assessing these outcomes. The 
draft evaluation design must include a detailed analysis plan that describes how the effects of 
the Demonstration shall be isolated from other initiatives occurring in the Commonwealth. 
The draft design must identify whether the Commonwealth will conduct the evaluation, or 
select an outside contractor for the evaluation.  

a.	 Domains of Focus.  The Evaluation Design must, at a minimum, address the research 
questions listed below.  For questions that cover broad subject areas, the State may 
propose a more narrow focus for the evaluation.  
•	 The number of uninsured in the Commonwealth; 
•	 The number of demonstration eligibles accessing ESI; 
•	 Growth in the Commonwealth Care Program; 
•	 Decrease in uncompensated care and supplemental payments to hospitals; 
•	 The number of individuals accessing the Health Safety Net Trust Fund; 
•	 The impact of DSTI payments to participating providers on the Commonwealth’s 

goals and objectives outlined in its master plan including: 
o	 Were the participating hospitals able to show statistically significant 

improvements on measures within Categories 1-3 related to the goals of 
the three-part aim as discussed in STC 49(e)(4) and pursuant to STC 52? 

o	 Were the participating hospitals able to show improvements on measures 
within Category 4 related to the goals of the three-part aim as discussed in 
STC 49(e)(4) and pursuant to STC 52?  

o	 What is the impact of health care delivery system and access reform 
measures on the quality of care delivered by participating providers? 

o	 What is the impact of the payment redesign and infrastructure investments 
to improve cost efficiency? 
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o	 What is the impact of DSTI on managing short and long term per-capita 
costs of health care? 

o	 How did the amount paid in incentives compare with the amount of 
improvement achieved? 

•	 The benefits, savings, and design viability of the Pediatric Asthma Pilot Program; 
•	 The benefits, cost and savings of providing early intervention services for 

Demonstration eligible children with autism; 
•	 The impact of utilization of Express Lane Eligibility procedures for parents and 

caretakers; and 
•	 Availability of access to primary care providers. 

b.	 Evaluation Design Process: Addressing the research questions listed above will require a 
mix of quantitative and qualitative research methodologies.  When developing the master 
DSTI plan, the State should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data to 
support the Evaluation Design required in section X of the STCs.  From these, the State 
must select a preferred research plan for the applicable research question, and provide a 
rationale for its selection. 

To the extent applicable, the following items must be specified for each design option 
considered: 

i.	 Quantitative or qualitative outcome measures; 
ii.	 Proposed baseline and/or control comparisons; 
iii. Proposed process and improvement outcome measures and specifications; 
iv. Data sources and collection frequency; 
v.	 Robust sampling designs (e.g., controlled before-and-after studies, interrupted 

time series design, and comparison group analyses); 
vi.	 Cost estimates; 
vii. Timelines for deliverables. 

c.	 Levels of Analysis: The evaluation designs proposed for each question may include 
analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 
include population stratifications to the extent feasible, for further depth and to glean 
potential non-equivalent effects on different sub-groups.  In its review of the draft 
evaluation plan, CMS reserves the right to request additional levels of analysis.   

85. Interim Evaluation Reports.  In the event the Commonwealth requests to extend the 
Demonstration beyond the current approval period under the authority of section 1115(a), (e), 
or (f) of the Act, the Commonwealth must submit an interim evaluation report as part of its 
request for each subsequent renewal. 

86. Final Evaluation Design and Implementation.  CMS must provide comments on the draft 
evaluation design described in STC 84 within 60 days of receipt, and the Commonwealth 
shall submit a final design within 60 days after receipt of CMS comments.  The 
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Commonwealth must implement the evaluation design and submit its progress in each of the 
quarterly and annual progress reports.  The Commonwealth must submit to CMS a draft of 
the evaluation report within 120 days after expiration of the Demonstration.  CMS must 
provide comments within 60 days after receipt of the report.  The Commonwealth must 
submit the final evaluation report within 60 days after receipt of CMS comments. 

87. Cooperation with Federal Evaluators. Should CMS undertake an evaluation of the 
Demonstration, the Commonwealth must fully cooperate with Federal evaluators and their 
contractors’ efforts to conduct an independent federally funded evaluation of the 
Demonstration. 
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XIII.	 SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION EXTENSION 
PERIOD 

The State is held to all reporting requirements as outlined in the STCs; this schedule of 
deliverables should serve only as a tool for informational purposes only. 

Date - Specific Deliverable STC Reference 
Within 120 days from the award 
of the Demonstration 

Draft Evaluation Design Section XII, STC 84 

Within 60 days of receipt of 
CMS comments 

Final Evaluation Design and 
Implementation 

Section XII, STC 86 

January 1, 2012 Sample Cost Report Protocols Section VIII, STC 50(f) 
March 30, 2012 Cost Protocol Development Tool Section VIII, STC 50(f) 

July 1, 2012 Impact Analysis of the Cost Limit 
Protocol 

Section VIII, STC 50(f) 

December 1, 2012 Draft Cost Protocol Section VIII, STC 50(f) 
July 1, 2012 Draft Transition Plan Section IX, STC 60 
October 1, 2013 Final Cost Limit Protocol Section VIII, STC 50(f) 
Within 180 days after the 
expiration of the Demonstration 

Final Report Section IX, STC 61 

Annually 

October 1st Draft Annual Report, including 
HCBS report beginning in 2012 

Section IX, STC 59 
Section V, STC 41 

30 days of the receipt of CMS 
comments 

Final Annual Report, including DSTI 
reporting, and HCBS report 
beginning in 2012 

Section IX, STC 59 
Section VIII, STC 53(c) 
Section V, STC 41 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Updates to Charts A-B of Attachment 
E that reflect projected annual SNCP 
expenditures and identify the non-
Federal share for each line item 

Section VIII, STC 53(a) 

No later than 45 days after 
enactment of the State budget for 
each SFY 

Projected annual DSHP expenditures Section VIII, STC 53(b) 

180 days after the close of the 
SFY (December 31st) 

Updates to Charts A-B of Attachment 
E that reflect actual SNCP payments 
and expenditures 

Section VIII, STC 53(a) 

At Least Semi-Annually 
DSTI Hospital Reporting Section VIII, STC 53(c) 

Quarterly 

60 days following the end of the 
quarter 

Quarterly Operational Reports, 
including DSTI reporting and eligible 
member months 

Section IX, STC 58 
Section VIII, STC 53(c) 
Section X, STC 69 

Quarterly Expenditure Reports Section X, STC 62 
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ATTACHMENT A 
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstratio 
n Program Comments 

Unborn Targeted 
Low Income Child 0 through 200% Uninsured No Separate XXI Healthy Start 

AFDC-Poverty 
Level Infants 

0 through 185% 

Any Yes 
XIX via 

Medicaid State 
Plan 

Base Families 

Without Waiver 
Standard 

Insured Yes 
XIX via 

Medicaid State 
Plan 

1902(r)(2) 
Children 

Without Waiver 

Standard 

Newborn Children 
Under age 1 

185.1 through 
200% Uninsured at 

the time of 
application 

Yes 
(if XXI is 
exhausted) 

XXI Medicaid 
Expansion (via 
Medicaid State 
Plan and XXI 

State Plan) 

Funded 
through title 

XIX if XXI is 
exhausted 

1902(r)(2) XXI RO 

Without Waiver 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 

200.1 through 
300% 

Insured or in 
crowd-out 

status* 
No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI Family 

Assistance 

This chart is provided for informational purposes only.   

*Crowd out status refers to children made ineligible for CHIP due to the crowd out provisions contained within title XXI.
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 200.1-300% 

Insured or 
in crowd-
out status* 

Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 

Assistance with 
wraparound to 
direct coverage 
CommonHealth 

Uninsured 
at the time 

of 
application 

Yes 
(if XXI is 

exhausted) 

Separate XXI 

Funded 
through XIX if 

XXI is 
exhausted via 

CommonHealth 
XXI 

Hypothetical 

(member months 
and expenditures for 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate title XXI 
State Plan and as 
authorized under this 
demonstration.  Certain 

demonstration 
authority 

these children are 
only reported if XXI 
funds are exhausted) 

children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate title 
XXI program but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) 
and/or Other 

qualifying 
Criteria 

Insurance 
Status 
upon 

application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget Neutrality 
Expenditure 

Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Newborn Children 
Under Age 1 and 

Disabled 
(continued) 

Above 300% Any Yes 
XIX via 

demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth 
or 

CommonHealth 
Premium 

Assistance 
With 

wraparound to 
direct coverage 
CommonHealth 

Children Ages 1 
through 18 

Non-disabled 

AFDC-Poverty 
Level Children 

Age 1-5: 0 through 
133% FPL 

Age 6 through 17: 
0 through 114% 

Independent Foster 
Care Adolescents 
aged out of DCF 

until the age of 21 
without regard to 
income or assets 

Any Yes XIX 
Base Families 

Without waiver 
Standard 

AFDC-Poverty 
Level Children 

Age 6 through 17: 
114.1% through 

133% 
Age 18: 0 through 

133% 

Insured Yes XIX 
Base Families 

Without waiver 
Standard 

Uninsured 
Yes 

(if XXI is 
exhausted) 

XXI 

XIX if XXI is 
exhausted 

Base Fam XXI 

(member months 
and expenditures for 

these children are 
only reported if XXI 
funds are exhausted) 

Standard 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) 

and/or Other 
qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Medicaid 

Insured Yes XIX 

1902(r)(2) 
Children 

Without waiver 

Standard 

Children Ages 
1 through 18 

Non-disabled 
(continued) 

Expansion 
Children 

Ages 1 through 
18: 133.1 through 

150% 

Uninsured at the 
time of 

application 

Yes 
(if  XXI is 
exhausted) 

XXI 
XIX if XXI is 

exhausted 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

1902(r)(2) 
Children RO 

Standard 

All children Age 1 
through 18:  150.1 

through 200% 
Insured Yes 

XIX via 
demonstration 
authority only 

E-Family 
Assistance 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional 
wraparound is provided 

to ESI 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18:  150.1 

through 200% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

Fam Assist XXI 
RO 

(member months 
and expenditures 
for these children 
are only reported 
if XXI funds are 

exhausted) 

Family Assistance 
Premium 

Assistance 
Direct Coverage 

No additional wrap is 
provided to ESI 
Children ages 1 through 
18 from 150-200% FPL 
were made eligible 
under the authority 
provided by the 1115 
demonstration prior to 
the establishment of the 
separate title XXI 
Children’s Health 
Insurance Program and 
were not affected by the 
maintenance of effort 
date.  With the 
establishment of the title 
XXI program, children 
who are uninsured at the 
time of application 
derive eligibility from 
both the authority 
granted under the 1115 
demonstration and as 
authorized under the 
separate title XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Ages 1 
through 18 

Non-disabled 
(continued) 

All children Age 1 
through 18:  200.1 
through 300% 

Insured or in 
crowd-out 
status* 

No Federally Funded eligible program 

Uninsured at 
the time of 
application No Separate XXI 

0 through 150% Any Yes 
XIX via 

Medicaid State 
Plan Without Waiver 

Base Disabled Standard 

Children Aged 1 
through 18 and 

Disabled 150.1 through 300% 
Insured or in 

crowd-out 
status* 

Yes 
XIX via 

Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium 
Assistance 

With wrap to 
direct coverage 
CommonHealth 
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ATTACHMENT A
 
OVERVIEW OF CHILDREN’S ELIGIBLITY IN MASSHEALTH
 

Population 

Federal Poverty 
Level (FPL) and/or 

Other qualifying 
Criteria 

Insurance 
Status upon 
application 

Part of 
MassHealth 

Demonstration? 

Funding 
Stream title 

XIX/XXI 

Budget 
Neutrality 

Expenditure 
Eligibility Group 
(EG) Reporting 

Demonstration 
Program Comments 

Children Aged 1 
through 18 and 

Disabled 
(continued) 

150.1 through 300% 
(continued) 

Uninsured at 
the time of 
application 

Yes 

Separate XXI 

Funded through 
XIX if XXI is 

exhausted 

CommonHealth 
XXI 

Hypothetical 

(member months 
and expenditures 
for these children 

CommonHealth 

The CommonHealth 
program was in 
existence prior to the 
separate XXI Children’s 
Health Insurance 
Program and was not 
affected by the 
maintenance of effort 
date.  The 
CommonHealth 
program is contained in 
the Separate XXI State 
Plan and as authorized 
under this 
demonstration.  Certain 

are only reported 
if XXI funds are 
exhausted) 

children derive 
eligibility from both the 
authority granted under 
this demonstration and 
via the separate XXI 
program, but 
expenditures are 
claimed under title XXI 
until the title XXI 
allotment is exhausted. 

Children Aged 1 
through 18 and 

Disabled 
Above 300% Any Yes 

XXI via 
Demonstration 
authority only 

CommonHealth 

Hypothetical 

CommonHealth/ 
Premium  
Assisistance 
With wraparound 
to direct coverage 
CommonHealth 
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ATTACHMENT B
 
COST SHARING
 

Cost-sharing imposed upon individuals enrolled in the Demonstration varies across coverage 
types and by FPL.  However, in general, no co-payments are charged for any benefits rendered to 
children under age 19 or pregnant women.  Additionally, no premiums are charged to any 
individual enrolled in the Demonstration whose gross income is less than 150 percent of the FPL. 
In the event a family group contains at least two members who are eligible for different coverage 
types and who would otherwise be assessed two different premiums, the family shall be assessed 
only the highest applicable premium. 

Demonstration 
Program 

Premiums 
(only for persons with 
family income above 

150 percent of the FPL) 

Co-payments 

MassHealth Standard 
$0 

All co-payments and co-payment caps are 
specified in the Medicaid State plan. 

MassHealth Breast 
and Cervical Cancer 
Treatment Program 

$15-$72 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth 
CommonHealth 

$15 and above depending 
on income and family 

group size 
MassHealth Standard co-payments apply. 

CommonHealth 
Children through 
300% FPL 

Children with income 
above 300% FPL 
adhere to the regular 
CommonHealth 
schedule 

$12-$84 depending on 
income and family group 

size 

MassHealth Standard co-payments apply.  

MassHealth Family 
Assistance: 
HIV/AIDS 

$15-$35 depending on 
income 

MassHealth Standard co-payments apply. 

MassHealth Family 
Assistance:  Premium 
Assistance 

$12 per child, $36 max 
per family group 

Member is responsible for all co-payments 
required under private insurance with a cost 
sharing limit of 5 percent of family income 

MassHealth Family 
Assistance: Direct 
Coverage 

$12 per child, $36 max 
per family group Children only-no copayments. 

MassHealth Basic 
and Essential $0 MassHealth Standard co-payments apply 
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  CommonHealth Full Premium Schedule 

 Base Premium  Additional Premium Cost Range of  
Premium Cost  

  Above 150% FPL—start at $15  Add $5 for each additional 10% FPL 
 until 200% FPL $15  $35 

  Above 200% FPL—start at $40  Add $8 for each additional 10% FPL 
 until 400% FPL $40  $192 

 Above 400% FPL—start at $202  Add $10 for each additional 10% FPL 
 until 600% FPL $202  $392 

 Above 600% FPL—start at $404  Add $12 for each additional 10% FPL 
 until 800% FPL $404  $632 

 Above 800% FPL—start at $646  Add $14 for each additional 10% FPL 
 until 1000% FPL $646  $912 

 Above 1000% FPL—start at $928  Add $16 for each additional 10% FPL  $928 + greater  
 

   
 

 
  

   
  
  
  
  

  
 
  

Breast and Cervical Cancer Treatment 
Program Premium Schedule 

Percent of FPL Premium Cost 
Above 150 to 160 $15 
Above 160 to 170 $20 
Above 170 to 180 $25 
Above 180 to 190 $30 
Above 190 to 200 $35 
Above 200 to 210 $40 
Above 210 to 220 $48 
Above 220 to 230 $56 
Above 230 to 240 $64 
Above 240 to 250 $72 

*A lower premium is required of CommonHealth members who have access to other health 
insurance per the schedule below. 

CommonHealth Supplemental Premium Schedule 
% of FPL Premium requirement 

Above 150% to 200% 60% of full premium per listed premium costs above 
Above 200% to 400% 65% per above 
Above 400% to 600% 70% per above 
Above 600% to 800% 75% per above 
Above 800% to 1000% 80% per above 
Above 1000% 85% per above 
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ATTACHMENT B
 
COST SHARING
 

Insurance Partnership: 
Employer Subsidy Tier of Coverage Monthly 

Employer Subsidy 
The insurance partnership Individual $33.33 
also provides a monthly Couple $66.66 
subsidy to qualified small 
employers 

One adult, one child $66.66 
Family $86.33 

Insurance Partnership: 
Employee Contribution % of FPL 

Premium 
Requirement 
for Individual 

Premium 
Requirement 
for Couples 

Family Assistance via the 
Insurance Partnership 

Above 150% to 200% $27.00 $54.00 

The Insurance Partnership 
provides premium assistance 
(via the Family Assistance 
program) to certain employees 
who work for a small employer 

Above 200% to 250% $53.00 $106.00 

Above 250% to 300% $80.00 $160.00 
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ATTACHMENT C
 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT
 

Under section IX, STC 58, the Commonwealth is required to submit quarterly progress reports to 
CMS.  The purpose of the quarterly report is to inform CMS of significant demonstration activity 
from the time of approval through completion of the demonstration.  

The reports are due to CMS 60 days after the end of each quarter. 

The following report guidelines are intended as a framework and can be modified when agreed 
upon by CMS and the Commonwealth.  A complete quarterly progress report must include an 
updated budget neutrality monitoring workbook as well as updated Attachment E, Charts A-C. 

NARRATIVE REPORT FORMAT: 

Title Line One – MassHealth
 
Title Line Two – Section 1115 Quarterly Report
 

Demonstration/Quarter Reporting Period: 
Example:  

Demonstration Year:  16 (7/1/2012 – 6/30/2013)
 
Quarter 1:  (7/12 – 09/12) 


Introduction 

Information describing the goal of the Demonstration, what it does, and key dates of approval 
/operation.  (This should be the same for each report.) 

Enrollment Information 

Please complete the following table that outlines all enrollment activity under the demonstration. 
The Commonwealth should indicate “N/A” where appropriate. If there was no activity under a 
particular enrollment category, the Commonwealth should indicate that by “0”.   

Note: Enrollment counts should be person counts, not member months. 

Eligibility Group Current Enrollees (to date) 
Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare-133 
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ATTACHMENT C
 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT
 

Eligibility Group Current Enrollees (to date) 
e-Family Assistance 
e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) XXI RO 
CommonHealth XXI 
Fam Assist XXI 
Asthma 
Autism 
Total Demonstration 

Enrollment in Managed Care Organizations and Primary Care Clinician Plan 

Comparative managed care enrollments for the previous quarter and reporting quarter are as 
follows: 

Delivery System for MassHealth-Administered Demonstration Populations 

Plan Type June 30, 2008 September 30, 2008 Difference 
MCO 
PCC 
MBHP 
FFS 
PA 

Enrollment in Premium Assistance and Insurance Partnership Program 

Outreach/Innovative Activities 

Summarize outreach activities and/or promising practices for the current quarter. 

Safety Net Care Pool 
Provide updates on any activities or planning related to payment reform initiatives or delivery 
system reforms impacting demonstration population and/or undertaken in relation to the SNCP.   
As per STC 58, include projected or actual changes in SNCP payments and expenditures within 
the quarterly report.  Please note that the annual report must also include SNCP reporting as 
required by STCs 50 and 53. 

Operational/Issues 
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ATTACHMENT C
 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT
 

Identify all significant program developments that have occurred in the current quarter or near 
future, including but not limited to, approval and contracting with new plans, the operation of 
MassHealth and operation of the Commonwealth Health Insurance Connector Authority.  Any 
changes to the benefits, enrollment, grievances, quality of care, access, proposed changes to 
payment rates, health plan financial performance that is relevant to the Demonstration, cost-
sharing or delivery system for demonstration populations receiving premium assistance to 
purchase health insurance via the Commonwealth Health Insurance Connector Authority must be 
reported here. 

Policy Developments/Issues 

Identify all significant policy and legislative developments/issues/problems that have occurred in 
the current quarter. Include updates on any State health care reform activities to coordinate the 
transition of coverage through the Affordable Care Act. 

Financial/Budget Neutrality Development/Issues 

Identify all significant developments/issues/problems with financial accounting, budget 
neutrality, and CMS 64 reporting for the current quarter.  Identify the Commonwealth’s actions 
to address these issues.  

Member Month Reporting 
Enter the member months for each of the EGs for the quarter. 

A. For Use in Budget Neutrality Calculations 

Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

Base Families 
Base Disabled 
1902(r)(2) Children 
1902(r)(2) Disabled 
BCCTP 
CommonHealth 
Essential 19-20 
CommCare 19-20 
CommCareParents 
CommCare133 
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ATTACHMENT C 
QUARTERLY OPERATIONAL REPORT CONTENT AND FORMAT 

B.  For Informational Purposes Only 
Expenditure and Eligibility 
Group (EG) Reporting 

Month 1 Month 2 Month 3 Total for Quarter 
Ending XX/XX 

e-HIV/FA 
IRP 
Basic 
Essential 
MSP 
SNCP-CommCare 
Base Fam XXI RO 
1902(r)(2) RO 
CommonHealth XXI 
Fam Assist XXI 

Consumer Issues 

A summary of the types of complaints or problems consumers identified about the program in 
the current quarter.  Include any trends discovered, the resolution of complaints, and any actions 
taken or to be taken to prevent other occurrences.  Also discuss feedback received from other 
consumer groups. 

Quality Assurance/Monitoring Activity 

Identify any quality assurance/monitoring activity in the current quarter. 

Demonstration Evaluation 

Discuss progress of evaluation design and planning. 

Enclosures/Attachments 

Identify by title any attachments along with a brief description of what information the document 
contains. 

State Contact(s) 

Identify individuals by name, title, phone, fax, and address that CMS may contact should any 
questions arise. 

Date Submitted to CMS 
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ATTACHMENT D
 
MASSHEALTH HISTORICAL PER MEMBER/PER MONTH LIMITS
 

The table below lists the calculated per-member per-month (PMPM) figures by eligibility group (EG) used to develop 
the Demonstration budget neutrality expenditure limits for the first 14 years of the MassHealth Demonstration.  All 
Demonstration years are consistent with the Commonwealth’s fiscal year (July 1 – June 30). 

After DY 5, the following changes were made to the per member/per month limits: 
1. MCB EG was subsumed into the Disabled EG; 
2. A new EG, BCCTP, was added; and 
3. the 1902(r )(2) EG was split between children and the disabled 

DY Time 
Period 

Families Disabled MCB 1902(r)(2) Children 1902(r )(2) Disabled 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate 
PMPM Trend 

Rate 
1 SFY 

1998 $199.06 7.71% $491.04 5.83% $438.39 5.83% $177.02 5.33% $471.87 4.40% 

2 SFY 
1999 $214.41 7.71% $519.67 5.83% $463.95 5.83% $186.49 5.35% $497.12 4.80% 

3 SFY 
2000 $230.94 7.71% $549.97 5.83% $491.00 5.83% $196.93 5.60% $524.96 5.50% 

4 SFY 
2001 $248.74 7.71% $582.03 5.83% $519.62 5.83% $208.16 5.70% $554.88 5.30% 

5 SFY 
2002 $267.92 7.71% $615.96 5.83% $549.91 5.83% $220.02 5.70% $586.51 5.70% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

6 SFY 2003 $288.58 7.71% $677.56 10.0% $236.98 7.71% $645.16 10.0% $1,891.62 10.0% 

7 SFY 2004 $310.83 7.71% $745.32 10.0% $255.26 7.71% $709.67 10.0% $2,080.78 10.0% 

8 SFY 2005 $334.79 7.71% $819.85 10.0% $274.94 7.71% $780.64 10.0% $2,288.86 10.0% 

9 SFY 2006 $359.23 7.30% $824.79 7.00% $295.01 7.30% $718.13 7.00% $2,449.08 7.00% 

10 SFY 2007 $385.46 7.30% $834.71 7.00% $316.54 7.30% $660.60 7.00% $2,620.52 7.00% 

11 SFY 2008 $413.60 7.30% $901.39 7.00% $339.65 7.30% $724.31 7.00% $2,803.95 7.00% 

DY Time 
Period 

Families Disabled 1902(r)(2) 
Children 

1902(r )(2) 
Disabled BCCTP 

PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate PMPM Trend 

Rate PMPM Trend 
Rate 

12 SFY 2009 $466.84 6.95% $1,011.95 6.86% $382.45 6.95% $791.46 6.86% $3,052.78 6.86% 

13 SFY 2010 $499.05 6.95% $1,081.37 6.86% $407.87 6.95% $846.68 6.86% $3,265.69 6.86% 

14 SFY 2011 $533.73 6.95% $1,1155.55 6.86% $436.22 6.95% $904.76 6.86% $3,489.72 6.86% 
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ATTACHMENT E 
SAFETY NET CARE POOL PAYMENTS 

Safety Net Care Pool. The following charts reflect approved payments under Safety Net Care Pool (SNCP) for the date of the approval letter 
through June 30, 2014, unless otherwise specified in STCs 48 and 49, consistent with and pursuant to section VIII of the STCs, and subject to the 
overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits described in section VIII of the STCs.  This chart shall be updated 
pursuant to the process described in STC 53(a). 

Chart A: Approved SNCP Payments for the period from the date of the approval letter through June 30, 2014, unless otherwise specified in 
STCs 48 and 49(projected and rounded) 
# Type Applicable 

caps 
State law or 
regulation 

Eligible providers Total SNCP Payments per SFY Total Applicable 
footnotes SFY 2012 SFY 2013 SFY 2014 

1 Public Service Hospital Safety 
Net Care Payment 

Provider Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 $996.0 (1) 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

Provider 114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4 $159.4 $156.3 $463.1 (2) 

3 Institutions for Mental Disease 
(IMD) 

Provider 130 CMR 
425.408, 
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0 $22.0 $24.0 $66.0 (3) 

4 Special Population State-
Owned Non-Acute Hospitals 
Operated by the Department 
of Public Health 

Provider Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 $128.0 (4) 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Provider Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 $221.0 

6 Delivery System 
Transformation Initiatives 

n/a Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 $628.0 (5) 

7 Designated State Health 
Programs 

DSHP n/a $360.0 $310.0 $130.0 $800.0 

8 Commonwealth Care n/a C. 58 (2006) n/a $364.9 $387.7 $255.3 $1,007.9 (6) 
9 Infrastructure and Capacity-

Building 
Infrastructure Hospitals and CHCs $30.0 $30.0 $30.0 $90.0 (7) 

Total $4,400.0 
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ATTACHMENT E 

SAFETY NET CARE POOL PAYMENTS
 

The following notes are incorporated by reference into chart A 

(1) The provider-specific Public Service Hospital Safety Net Care payments approved by CMS are as follows:
 
For dates of service in SFY 2012: BMC, $52,000,000; CHA, $154,500,000.  An additional $125,500,000 for CHA was authorized through a
 
Demonstration amendment approved on August 17, 2011. 

For dates of service in SFY 2013: BMC, $52,000,000; CHA, $280,000,000. 

For dates of service in SFY 2014: BMC, $52,000,000; CHA, $280,000,000 

The Commonwealth may decrease these payment amounts based on available funding without a Demonstration amendment; any increase will require a 

Demonstration amendment. 


(2) Health Safety Net Trust Fund (HSNTF) Safety Net Care Payments are made based on adjudicated claims, and approved by CMS on an aggregate 

basis. Consequently, actual total and provider-specific payment amounts may vary depending on volume, service mix, rates, and available funding.  


(3) IMD claiming is based on adjudicated claims, and approved by CMS on an aggregate basis. Consequently, actual total and provider-specific payment
 
amounts may vary depending on volume, service mix, rates, and available funding. Three payment types make up the IMD category:; inpatient services 

at psychiatric inpatient hospitals, administrative days, and inpatient services at community-based detoxification centers.
 

(4) Expenditures for items #4-5 in chart A are based on unreimbursed Medicaid and uninsured costs, and are approved by CMS on an aggregate basis.
 
Consequently, the total and provider-specific amounts expended may vary depending on volume, service mix, and cost growth. 


(5) Delivery System Transformation Initiative funds will be distributed to participating hospitals pursuant to STCs 49(e) and 52.  


(6) Expenditures for Commonwealth Care Premium Assistance are based on actual enrollment, capitation rates, and expected enrollee contributions, and 

are approved by CMS on an aggregate basis. Consequently, the amount for each year may vary.  Expenditures for Commonwealth Care Premium
 
Assistance for Hypothetical populations (CommCare-19-20, CommCareParents, and CommCare-133 EGs) are excluded from the SNCP. For the period 

operating under temporary extension from July 1, 2011, Commonwealth Care expenditures were funded through budget neutrality savings rather than 

through the SNCP expenditure authority.  Therefore, the aggregate SNCP cap must be reduced by Commonwealth Care expenditures for the temporary
 
extension period to reflect this exception.
 

(7) Infrastructure and Capacity-Building (ICB) funds support Commonwealth-defined health systems improvement projects, and are approved by CMS
 
pursuant to STCs 49(d) and 50(b). Participating providers (including hospitals, community health centers, primary care practices and physicians) and 

provider-specific amounts are determined based on a formal request for responses (RFR) process. Spending for ICB is subject to the limit described in 

STC 50(b).
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ATTACHMENT E 
SAFETY NET CARE POOL PAYMENTS 

Chart B: Sources of Funding for Approved SNCP payments for the period from the date of the approval letter through June 30, 2014, 
unless otherwise specified in STCs 48 and 49 (projected and rounded) 

# Type State law or 
regulation 

Eligible providers Total SNCP payments per SFY 
SFY 2012 Source 

of Non-
federal 
share 

SFY 2013 Source of 
Non-

federal 
share 

SFY 2014 Source of 
Non-federal 

share 

1 Public Service Hospital Safety 
Net Care Payment 

Boston Medical Center 
Cambridge Health Alliance $332.0 $332.0 $332.0 

2 Health Safety Net Trust Fund 
Safety Net Care Payment 

114.6 CMR 
13.00, 14.00 

All acute hospitals $147.4 $159.4 $156.3 

3 Institutions for Mental Disease 
(IMD) 

130 CMR 
425.408, 
114.3 CMR 
46.04 

Psychiatric inpatient hospitals 
Community-based detoxification 
centers $20.0 $22.0 $24.0 

4 Special Population State-Owned 
Non-Acute Hospitals Operated 
by the Department of Public 
Health 

Shattuck Hospital 
Tewksbury Hospital 
Massachusetts Hospital School 
Western Massachusetts Hospital 

$40.0 $43.0 $45.0 

5 State-Owned Non-Acute 
Hospitals Operated by the 
Department of Mental Health 

Cape Cod and Islands Mental 
Health Center 
Corrigan Mental Health Center 
Lindemann Mental Health Center 
Quincy Mental Health Center 
SC Fuller Mental Health Center 
Taunton State Hospital 
Worcester State Hospital 

$70.0 $74.0 $77.0 

6 Delivery System Transformation 
Initiatives 

Eligible hospitals outlined in 
Attachment I $209.3 $209.3 $209.3 

7 Designated State Health 
Programs 

n/a $360.0 $310.0 $130.0 

8 Commonwealth Care C. 58 (2006) n/a $364.9 $387.7 $255.3 
9 Infrastructure and Capacity-

Building for Hospitals and 
Community Health Centers 

Hospitals, community health 
centers, primary care practices 
and physicians 

$30.0 $30.0 $30.0 

Total 
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ATTACHMENT E
 
SAFETY NET CARE POOL PAYMENTS
 

Designated State Health Programs (DSHP). The following programs are authorized for claiming as 
DSHP, subject to the overall budget neutrality limit and the Safety Net Care Pool (SNCP) limits 
described in section VIII of the STCs. Any changes to the list of programs will require an amendment 
pursuant to the process outlined in STC 7.  This chart shall be updated pursuant to the process 
described in STC 53(b). 

Chart C: Approved Designated State Health Programs (DSHP) 

Agency Program Name 
DMH Recreational therapy services 
DMH Occupational therapy services 
DMH Individual support 
DMH Community Mental Health Center (CMHC) continuing care (non-inpatient) 
DMH Homeless support services 
DMH Individual and family flexible support 
DMH Comprehensive psychiatric services 
DMH Day services 
DMH Child/adolescent respite care services 
DMH Day Rehabilitation 
DMH Community rehabilitative support 
DMH Adult respite care services 
DOC Department of Corrections - DPH/Shattuck Hospital Services 
DPH Community Health Centers 
DPH CenterCare 
DPH Renal Disease 
DPH SANE program 
DPH Growth and nutrition programs 
DPH Prostate Cancer Prevention - Screening component 
DPH Hepatitis C 
DPH Multiple Sclerosis 
DPH Stroke Education and Public Awareness 
DPH Ovarian Cancer Screening, Education, and Prevention 
DPH Diabetes Screening and Outreach 
DPH Breast Cancer Prevention 
DPH Universal Immunization Program 
DPH Pediatric Palliative Care 
EHS Children's Medical Security Plan 
ELD Prescription Advantage 
ELD Enhanced Community Options (ECOP) 
ELD Home Care Services 
ELD Home Care Case Mgmt and Admin 
ELD Grants to Councils on Aging 
HCF Fisherman's Partnership 
HCF Community Health Center Uncompensated Care Payments 
MCB Turning 22 Program - personal vocational adjustment 
MCB Turning 22 Program - respite 
MCB Turning 22 Program - training 
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ATTACHMENT E
 
SAFETY NET CARE POOL PAYMENTS
 

Agency Program Name 
MCB Turning 22 Program - co-op funding 
MCB Turning 22 Program - mobility 
MCB Turning 22 Program - homemaker 
MCB Turning 22 Program - client supplies 
MCB Turning 22 Program - vision aids 
MCB Turning 22 Program - medical evaluations 
MRC Turning 22 Services 
MRC Head Injured Programs 
VET Veterans' Benefits 
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ATTACHMENT F
 
RESERVED FOR PEDIATRIC ASTHMA PILOT PROGRAM PROTOCOLS
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ATTACHMENT G
 
RESERVED FOR AUTISM PAYMENT PROTOCOL
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ATTACHMENT H
 
RESERVED FOR SAFETY NET CARE POOL UNCOMPENSATED CARE COST
 

PROTOCOL
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ATTACHMENT I
 
HOSPITALS ELIGIBILE FOR DSTI
 

Based on the eligibility criterion specified in STC 49(e)(1), the hospitals listed below are the providers 
who are eligible to participate in DSTI for the term of this Demonstration approval period, and may be 
eligible to earn incentive payments based on an initial proportional allotment indicated below as 
outlined in STC 49(e)(7).  This is not a guarantee of funding for DSTI providers, but an initial estimate 
of potential allocation and actual funding will be based upon incentive payments as outlined in an 
approved DSTI master plan, approved hospital specific DSTI plan and approved DSTI payment and 
funding protocol pursuant to STC 52. 

Participating Hospital 

Initial Proportional Allotment 
Participating Hospitals Maybe 

Eligible to Earn through Incentive 
Payments 

Foundational 
Amount of 

Funding 

Relative Share of 
Medicaid and Low-
Income Public Payer 

GPSR 
Public Acute Hospital: 
Cambridge Health Alliance $4 million $130.6 million 

Private Acute Hospitals: 
Boston Medical Center $4 million $306.7 million 
Holyoke Medical Center $4 million $20.5 million 
Lawrence General Hospital $4 million $39.3 million 
Mercy Medical Center $4 million $41.6 million 
Signature Healthcare Brockton Hospital $4 million $46.1 million 
Steward Carney Hospital $4 million $15.2 million 
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ATTACHMENT J 

RESERVED FOR MASTER DSTI PLAN AND REIMSBURSEMENT AND FUNDING
 

PROTOCOL
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	Cost-sharing imposed upon individuals enrolled in the demonstration varies across coverage types and by FPL.  However, in general, no co-payments are charged for any benefits rendered to individuals under age 21 or pregnant women.  Additionally, no pr...
	Percent of FPL
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	Attachment H
	Massachusetts MassHealth Section 1115 Demonstration
	Safety Net Care Pool Uncompensated Care Cost Protocol Development Tool
	Introduction
	Allowable Costs by Provider Type.
	i. The Commonwealth will only use the UCCR to determine costs when the provider does not file the CMS-2552 or when costs approved in the protocol are not included in the CMS-2552. To supplement the Medicare 2552 cost report, hospitals subject to the c...
	1. Schedule A. Schedule A calculates the MassHealth FFS costs for inpatient and outpatient services.
	3. Schedule C. Schedule C calculates the Medicaid MCO,  and Low-income uncompensated care costs for inpatient and outpatient services.
	4. Schedule D.  Schedule D calculates allowable hospital-based physician costs for MassHealth FFS, Medicaid MCO, and Low-income Uninsured patients.
	5. Schedule E.  Schedule E itemizes safety net-related expenses incurred by providers and health care systems. Items included in this Schedule shall be deemed allowable at the discretion of EOHHS and consistent with the CMS-approved protocol, and shal...
	iii. The Commonwealth will only use the UCCR to determine costs when the provider does not file the CMS-2552 or when costs approved in the protocol are not included in the CMS-2552. To supplement the Medicare 2552 cost report, hospitals subject to the...
	1. Schedule A. Schedule A calculates the MassHealth FFS costs for inpatient and outpatient services.
	3. Schedule C. Schedule C calculates the Medicaid MCO, , and Low-income uncompensated care costs for inpatient and outpatient services.
	4. Schedule D.  Schedule D calculates allowable hospital-based physician costs for MassHealth FFS, Medicaid MCO, , and Low-income Uninsured patients.
	5.  Schedule E.  Schedule E itemizes safety net-related expenses incurred by providers and health care systems. Items included in this Schedule shall be deemed allowable at the discretion of EOHHS and consistent with the CMS-approved protocol, and sha...
	i. CBDCs are human and social services contractors that do not file a 2552 cost report and, therefore, if subject to the cost protocol may submit the Massachusetts Uniform Financial Statements and Independent Auditor’s Report (UFR) to supplement the M...
	ii. The UFR reports the following data elements:
	1. Net Assets
	2. Total Current Assets
	3. Total Assets
	4. Total Current Liabilities
	5. Total Liabilities
	6. Total Liabilities and Net Assets
	7. Total Revenue, Gains, and Other Support
	8. Total Expenses and Losses
	9. Indirect / Direct Method
	10. Cash from Operating Activities
	11. Cash from Investing Activities
	12. Cash from Financing Activities
	13. Total Expenses – Programs
	14. Total Expenses – Supporting Services
	15. Surplus Percentage
	16. Surplus Retention Liability
	iii. The UFR allows for revenue to be reported from Medicaid Direct Payments, Medicaid MBHP Subcontracts, Department of Mental Health, Department of Public Health, and other human and social service agencies.
	iv. The contracting entity’s program expense is broken down by provider type for Psychiatric Day Treatment and Substance Abuse Class Rate Services, including:
	1. Psychiatrist
	2. N.P., Psych N., N.A., R.N.-Masters
	3. R.N.-Non Masters
	4. L.P.N.
	5. Occupational Therapist
	6. Psychologist – Doctorate
	7. Clinician (formerly Psych. Masters)
	8. Social Worker – L.I.C.S.W.
	9. Social Worker – L.C.S.W., L.S.W.
	10. Licensed Counselor
	11. Cert. Voc. Rehab. Counselor
	12. Counselor
	13. Case Worker/Manager – Masters
	14. Case Worker/Manager
	15. Direct Care/Program Staff Supervisor
	16. Direct Care/Program Staff
	i. The Commonwealth will only use the UCCR to determine costs when the provider does not file the CMS-2552 or when costs approved in the protocol are not included in the CMS-2552. To supplement the Medicare 2552 cost report, hospitals and CBDCs subjec...
	1. Schedule A. Schedule A calculates the MassHealth FFS costs for inpatient and outpatient services.
	3. Schedule C. Schedule C calculates the Medicaid MCO, , and Low-income uncompensated care costs for inpatient and outpatient services.
	4. Schedule D.  Schedule D calculates allowable hospital-based physician costs for MassHealth FFS, Medicaid MCO, , and Low-income Uninsured patients.
	5.  Schedule E.  Schedule E itemizes safety net-related expenses incurred by providers and health care systems. Items included in this Schedule shall be deemed allowable at the discretion of EOHHS and consistent with the CMS-approved protocol, and sha...
	I. preface
	1. MassHealth Medicaid Section 1115 Demonstration Waiver
	On December 20, 2011, the Centers for Medicare & Medicaid Services (CMS) approved the Commonwealth of Massachusetts’ request to extend the term of the section 1115 Demonstration waiver, entitled MassHealth (11-W-00030/1) (Demonstration) in accordance ...
	2. Delivery System Transformation Initiatives (DSTI)
	STC 49 of the Demonstration authorizes the Commonwealth to create Delivery System Transformation Initiatives (DSTI) funded through the Safety Net Care Pool (SNCP). These initiatives are designed to provide incentive payments to support investments in ...
	Eligible safety net hospitals (also referred to as “hospital(s)” herein) will be required to develop and implement these initiatives and activities in order to receive the incentive payments. Pursuant to STC 49(e)(3), participating hospitals must impl...
	3. Master DSTI Plan
	In accordance with STCs 49(e), 52(a), 52(c), and 53(c), the master DSTI plan defines the specific initiatives that will align with the following four categories: (1) developing a fully-integrated delivery system, (2) improving health outcomes and qual...
	Following approval of the master DSTI plan by CMS and throughout the Demonstration renewal period, EOHHS may propose revisions to the master DSTI plan, in collaboration with the respective DSTI hospitals, to reflect modifications to any component of a...
	4. Hospital Specific DSTI Plans
	Upon CMS approval of the Commonwealth’s master DSTI plan, each eligible safety net hospital must submit an individual DSTI plan that identifies the projects, population-focused objectives, and specific metrics adopted from the master DSTI plan and mee...
	5. Organization of “Attachment J: Master DSTI Plan”
	This document serves as Attachment J to the STCs and contains all required elements that must be included in the Commonwealth’s master DSTI plan and DSTI payment and funding protocol, pursuant to STC 52(a) and 52(c). Attachment J is organized into the...

	II. Commonwealth’s Payment & Delivery System Progress and Goals
	6. Global Context
	In April 2006, Massachusetts signed into law a landmark health care reform bill with the aim of providing access to affordable health insurance to all Massachusetts residents. The legislation, Chapter 58 of the Acts of 2006 (Chapter 58), titled An Act...
	Health care reform in Massachusetts, with the support and partnership of CMS, has been an unrivaled success. More than 98% of the population is insured, and only 0.2% of children lacked coverage in 2010.3F  According to a recent report by the Blue Cro...
	7. Commonwealth’s Goals & Outcomes
	The Commonwealth has and will be undertaking a number of efforts with a single theme: transforming the delivery system to provide integrated care across the continuum, while adopting sustainable alternative payment systems that more directly reward sy...
	A critical component of improving health care quality and curtailing costs will be integrating care to ensure that providers work collaboratively to meet patient care needs and do so in the most appropriate setting. Increased focus on using the right ...
	For MassHealth, supporting safety net populations and the safety net providers that provide the majority of their care is the natural place to start to advance delivery system and payment reform. The goal of Delivery System Transformation Initiatives ...
	Through DSTI, incentive payments will be offered to eligible safety net hospitals that serve a high proportion of low-income Medicaid and uninsured patients to support projects that will help them develop more fully integrated delivery systems, improv...
	8. Payment & Delivery System Reform Efforts
	Massachusetts has been a model for the nation in expanding access to health care services, and now it is taking the lead in controlling costs and improving quality through payment and delivery system reform initiatives.
	In order to advance statewide reform, the Administration and the Legislature are currently pursuing legislation that would improve quality and control costs by reforming health systems and payments. Governor Patrick introduced a bill in February 2011 ...
	The Executive Office of Health and Human Services (EOHHS) already has made significant progress in advancing the goals of payment and delivery system reform under existing initiatives and planning efforts. Ongoing initiatives include:
	ACO Development
	Electronic Health Record Initiative
	Patient-Centered Medical Home Initiative (PCMHI)
	Pediatric Asthma Pilot Program
	All Payer Claims Database


	III. Community needs & DSTI Eligibility criteria
	6.
	7.
	8.
	9. Community Needs
	Massachusetts as a state is more affluent, better-educated, and healthier than the nation as a whole. Massachusetts has an overall poverty rate of 15%, below the national rate of 21%, and a median income of $61,000, above the national median of $50,00...
	However, the communities that DSTI-eligible safety net providers serve are characterized by lower incomes, more severe socioeconomic challenges, and more adverse health status indicators than the state as a whole. For example, DSTI-eligible hospitals ...
	10. Safety Net Health Care Challenges
	Safety net hospitals have been crucial participants in Massachusetts' health reform efforts. The newly insured have continued to rely on safety net hospitals for care, as well as outreach and enrollment, in large numbers. These organizations had long ...
	11. DSTI Eligibility Criteria
	STC 49(e)(1) describes the eligibility criteria for the DSTI program. Providers eligible for incentive payments are defined as public or private acute hospitals with a Medicaid payer mix more than one standard deviation above the statewide average and...

	IV. Key Elements of Proposed Hospital Specific Plans
	Each eligible safety net hospital must submit an individual DSTI plan that identifies the projects, population-focused objectives, and specific metrics adopted from Section X (“Master DSTI Projects and Metrics”) and meets all requirements pursuant to ...
	Hospitals shall select a minimum of five projects across Categories 1, 2 and 3 from Section X (“Master DSTI Projects and Metrics”). The distribution of each hospital’s projects across Categories 1, 2 and 3 shall be such that each hospital has at least...
	In Category 4, hospitals shall report on a specified number of population-focused health improvement metrics in the core set of common measures (11 in DY 16 and 12 in DY 17) as described in Section X (“Master DSTI Projects and Metrics”), pursuant to S...
	Hospital-specific DSTI Plans shall include the following sections:
	a) Executive Summary
	b) Background Section
	c) Sections on Categories 1, 2, and 3
	1) Project Narrative
	A description of the goal(s) of the project, which describes the challenges of the hospital system and the major delivery or payment redesign system solution identified to address those challenges by implementing the particular project;
	A narrative on the hospital’s rationale for selecting the project, milestones, and metrics based on relevancy to the hospital system’s population and circumstances, community need, and hospital system priority and starting point with available baselin...
	A description of the target goal over the Demonstration approval period and metrics associated with the project and the significance of that goal to the hospital system and its patients;
	A narrative describing how this project supports, reinforces, enables and is related to other projects and interventions within the hospital system plan;
	A description of how the selected project can refine innovations, test new ways of meeting the needs of target populations and disseminate findings in order to spread promising practices.

	2) Milestones and Metrics Table
	d) Section on Category 4
	e) Distribution of DSTI Funds


	V. State & Federal Review Process of Hospital Specific Plans
	2) EOHHS Review of Hospital Specific Plans
	i. The plan is in the format and contains all required elements described herein and is consistent with the special terms and conditions, including STC 49(e)(3), STC 49(e)(4), STC 49(e)(5), STC 52(b) and STC 52(c).
	ii. The plan conforms to the requirements for Categories 1, 2, and 3, and 4, as described in section IV (“Key Elements of Proposed Hospital Specific Plans”).
	iii. Category 1, 2, and 3 projects clearly identify goals, metrics, and expected results. Category 4 clearly identifies the population-focused health improvement measures to be reported.
	v. The plan and all of the projects proposed within are consistent with the overall goals of the DSTI program.
	b) EOHHS Approval of Hospital Specific Plans
	c) THE CMS Review of Hospital Specific Plans
	1) The CMS will review each hospital’s individual DSTI plan upon receipt of the plan as approved by EOHHS. CMS’ review will assess whether each hospital’s DSTI plan as approved by EOHHS meets the following criteria:

	i. The plan is in the format and contains all required elements described herein and is consistent with the special terms and conditions, including STC 49(e)(3), STC 49(e)(4), STC 49(e)(5), STC 52(b) and STC 52(c).
	ii. The plan conforms to the requirements for Categories 1, 2, and 3, and 4, as described in section IV (“Key Elements of Proposed Hospital Specific Plans”).
	iii. Category 1, 2, and 3 projects clearly identify goals, metrics, and expected results. Category 4 clearly identifies the population-focused health improvement measures to be reported.
	2) During the 45-day review process for hospital-specific plans, CMS will complete an initial review of each eligible safety net hospital’s plan and will respond to the hospital in writing, with a copy to EOHHS, with any questions or concerns identifi...

	The hospital must respond in writing to any notification by CMS of questions or concerns. The hospital’s response must be received by CMS within 3 business days of the aforementioned notification. The hospital’s initial response may consist of a reque...
	d) THE CMS Approval of Hospital Specific Plans
	Pursuant to STC 49(e)(3), plans reviewed and approved by EOHHS will result in approval by CMS within 45 days of receipt from EOHHS, provided that the plan(s) meet all DSTI requirements as outlined above and in STC 49(e)(3). If CMS finds that a hospita...
	1) Within 45 days of receipt of a hospital-specific plan from EOHHS, CMS will complete its review of each eligible safety net hospital’s plan and will either:
	If the CMS review process for hospital-specific DSTI plans results in the modification of any component of any hospital’s plan, including but not limited to projects, measures, metrics, or data sources, that was not originally included in the approved...

	VI. Non-Federal Share of DSTI Payments
	16. Identification of Allowable Funding Sources
	a) Allowable Funding Sources
	1) Allowable funding sources for the non-federal share of DSTI payments shall include all sources authorized under Title XIX and federal regulations promulgated thereunder.
	2) Except as provided in paragraph 16.a.3 below, the source of non-federal share of DY 15, 16 and 17 DSTI payments will be state appropriations.
	3) The source of non-federal share of DYs 15, 16, and 17 DSTI payments to Cambridge Public Health Commission d/b/a Cambridge Health Alliance (CHA) will be an intergovernmental funds transfer. EOHHS will issue a request to CHA for an intergovernmental ...
	b) THE CMS Approval of Funding Source
	The source of non-federal share for DSTI payments is subject to CMS approval. EOHHS shall provide CMS advance notice of a valid source of non-federal share and obtain CMS approval prior to drawing down FFP for DSTI payments, provided that CMS shall re...
	c) Change in Funding Source
	If the source of non-federal share of DSTI payments changes during the renewal period, EOHHS shall notify CMS and seek CMS’ approval of such change prior to claiming FFP for any payment utilizing such funding source.  No waiver amendment is required.


	VII. reporting and payment in DY 15, DY 16, and DY 17
	17. Expedited Reporting and Payment in DY 15
	a) Hospital Reporting for Payment in DY 15
	c) Year-End Payment Reconciliation
	d) Commonwealth Reporting to CMS in DY 15
	1) Quarterly and Annual Reporting
	Following approval of the master DSTI plan and hospital specific plans, pursuant to STC 53(c)(2), STC 58 and STC 59, DSTI will be a component of the Commonwealth’s quarterly operational reports and annual reports related to the Demonstration. These re...
	i. All DSTI payments made to specific hospitals that occurred in the quarter;
	ii. Expenditure projections reflecting the expected pace of future disbursements for each participating hospital;
	iii. An assessment by summarizing each hospital’s DSTI activities during the given period; and
	iv. Evaluation activities and interim findings of the evaluation design pursuant to STC 84.
	a) Hospital Reporting for Payment
	1) Reporting period of July 1 through December 31: the report and request for payment is due January 31.
	2) Reporting period of January 1 through June 30: the report and request for payment is due July 31.
	These reports will serve as the basis for authorizing incentive payments to each hospital for achievement of DSTI metrics. The actual payment amounts will be determined by EOHHS based on the achievement of metrics in accordance with the provisions of ...
	b) Mid-Year Assessment: Following submission of the semi-annual progress report due January 31, each hospital will meet with the Commonwealth for a formal presentation and assessment of progress made on all DSTI projects. This will provide an opportun...
	c) Hospital System Annual Year-End Report

	d) Year-end Payment Reconciliation
	1) Quarterly and Annual Reporting
	Pursuant to STC 53(c)(2), STC 58 and STC 59, DSTI will be a component of the Commonwealth’s quarterly operational reports and annual reports related to the Demonstration. These reports will include:
	i. All DSTI payments made to specific hospitals that occurred in the quarter;
	ii. Expenditure projections reflecting the expected pace of future disbursements for each participating hospital;
	iii. An assessment by summarizing each hospital’s DSTI activities during the given period, including a summary of the mid-year assessments of hospital progress when applicable; and
	iv. Evaluation activities and interim findings of the evaluation design pursuant to STC 84.
	2) Claiming Federal Financial Participation

	IX. Plan modification, Grace Periods, and Carry-Forward & Reclamation
	21. Plan Modification Process
	a) Pursuant to STC 52(a)(9) and consistent with the recognized need to provide the hospitals some flexibility to evolve their plans over time and take into account evidence and learning from their own experience and from the field, as well as for unfo...
	b) Plan modifications include proposed changes to or replacement of selected milestones, metrics, and projects in Categories 1-3, as well as changes to or replacement of reporting measures in Category 4. Plan modifications may also address proposed ch...
	1) Learning and knowledge acquired from project experience and/or external sources indicate that revising or reorienting project components or metrics would improve and/or enhance the project;
	2) Information that was believed to be available to achieve a metric or measure is unavailable or unusable, necessitating a modification to the hospital plan to revise or replace the metric/measure;
	3) A hospital identifies superior information to demonstrate achievement of a metric and requests a modification to incorporate that data source;
	4) External issues occur outside of the hospital’s control that require the hospital to modify or replace a metric, measure, or component of a project;
	5) New federal or state policies are implemented, or changes in Massachusetts market dynamics occur, that impact a DSTI project and a hospital seeks to update the affected project to reflect the new environment;
	6) A hospital encounters an unforeseen operational or budgetary change in circumstances that impacts project components, metrics, and/or timelines;
	7) A grace period request that meets the requirements of paragraph 22 below; and
	8) Other acceptable reasons, subject to review and approval by EOHHS and CMS, that are reasonable and support the goals of the DSTI program.
	c) With the exception of grace period requests, hospitals may request plan modifications at any time during the Demonstration renewal period. EOHHS shall take action on the plan modification request and submit recommended requests to CMS for approval ...
	d) Plan modifications associated with grace period requests, including EOHHS and CMS review timeframes, are further addressed in paragraph 23 below.

	22. Projects Primarily Focused on Infrastructure
	Pursuant to STC 52(c)(4)(iii), projects that focus primarily on infrastructure will have further limited rollover ability as defined in the master DSTI plan. For the purposes of the plan modification, grace period, and carry-forward provisions outline...
	a) Building construction;
	b) Equipment purchases, including hardware and other physical equipment (excluding HIT system software);
	c) Environmental scans to identify frameworks and best practices to be utilized in the implementation of DSTI projects.
	23. Grace Periods
	e) Allowable Time Periods for Grace Period Requests
	1) Projects Not Primarily Focused on Infrastructure in Categories 1-3
	2) Projects Primarily Focused on Infrastructure in Categories 1-3
	With respect to incentive payments associated with a project that is primarily focused on infrastructure as defined in paragraph 22 above, the allowable time period for a grace period is 60 days from the June 30 for DY 15 and DY 16. No grace period is...
	3) Category 4
	With respect to incentive payments associated with a measure in Category 4, the allowable time period for a grace period is 60 days from June 30 for DY 16. No grace period is available for DY 17 beyond June 30, 2014.

	24. Carry Forward and Reclamation
	Hospitals may carry forward unclaimed incentive payments in DY 15 and DY 16 for up to 12 months from the end of the Demonstration year and be eligible to claim reimbursement for the incentive payment according to the rules below. No carry-forward is a...
	a) Projects Not Primarily Focused on Infrastructure in Categories 1-3
	c) Category 4 Measures
	If an eligible safety net hospital does not report a measure in Category 4 that was specified in its plan for completion in a particular year, it will be able to carry forward the available incentive funding associated with that reporting measure for ...


	X. MASTER DSTI PROJECTS AND METRICS
	28.  Category 1: Development of a Fully Integrated Delivery System
	Introduction
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	Massachusetts Cost Protocol 12-17-13_CMS FINAL
	The UCCR report includes cost-center specific data by payer and its purpose is to capture uncompensated costs that safety net providers incur from supporting a large proportion of Medicaid and uninsured individuals.  The UCCR also captures costs that ...
	The UCCR report includes cost-center specific data by payer and its purpose is to capture uncompensated costs that safety net providers incur from supporting a large proportion of Medicaid-eligible and uninsured individuals.  The UCCR also captures co...
	Psychiatric hospitals will fill out the CMS 2552 and UCCR, as required of other hospitals in the cost limit protocol.  CBDCs are non-hospital human and social services contractors that do not file a CMS 2552 cost report; therefore, for the purposes of...
	The UCCR report includes cost-center specific data by payer and its purpose is to capture uncompensated costs that safety net providers incur from supporting a large proportion of Medicaid-eligible and uninsured individuals.  The UCCR also captures co...
	UFR reports are filed with the Massachusetts Operational Services Division (OSD) on an annual basis.  This report captures administration and support costs, as defined in 808 CMR 1.00, which includes expenditures for the overall direction of the organ...
	The CBDCs are required to keep necessary data on file to satisfy the UFR reporting requirements, and books and records must be maintained in accordance with generally accepted accounting principles set forth by the American Institute of Certified Publ...
	The UFR must be submitted on or before the 15th day of the fifth month after the end of the contractor’s fiscal year.
	The UFR reports the following data elements:
	1. Net Assets
	2. Total Current Assets
	3. Total Assets
	4. Total Current Liabilities
	5. Total Liabilities
	6. Total Liabilities and Net Assets
	7. Total Revenue, Gains, and Other Support
	8. Total Expenses and Losses
	9. Indirect / Direct Method
	10. Cash from Operating Activities
	11. Cash from Investing Activities
	12. Cash from Financing Activities
	13. Total Expenses – Programs
	14. Total Expenses – Supporting Services
	15. Surplus Percentage
	16. Surplus Retention Liability
	The UFR allows for revenue to be reported from Medicaid Direct Payments, Medicaid Massachusetts behavioral Health Partnership (MBHP) Subcontracts, Department of Mental Health, Department of Public Health, and other human and social service agencies.
	The CBDC’s program expense is broken down by provider type for Psychiatric Day Treatment and Substance Abuse Class Rate Services, including:
	1. Psychiatrist
	2. N.P., Psych N., N.A., R.N.-Masters
	3. R.N.-Non Masters
	4. L.P.N.
	5. Occupational Therapist
	6. Psychologist – Doctorate
	7. Clinician (formerly Psych. Masters)
	8. Social Worker – L.I.C.S.W.
	9. Social Worker – L.C.S.W., L.S.W.
	10. Licensed Counselor
	11. Cert. Voc. Rehab. Counselor
	12. Counselor
	13. Case Worker/Manager – Masters
	14. Case Worker/Manager
	15. Direct Care/Program Staff Supervisor
	16. Direct Care/Program Staff
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