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Dear Mr. Tsai:

On November 2, 2020, Massachusetts submitted a request to revise the Delivery System
Reform Incentive Payment (DSRIP) Protocol to include flexibilities and alternate approaches
for calculating the quality accountability scores in efforts to address COVID-19 pandemic
impacts to quality reporting and scoring, as well as encourage continued provider participation
in the DSRIP program. Additional technical changes were included to reflect program
operations. The Commonwealth submitted an updated set of edits to the protocol on
November 18, 2020 to address CMS feedback on the proposed changes. This updated
protocol includes the changes CMS approved on November 5, 2020 and will be codified as
Attachment M to the special terms and conditions of the demonstration. CMS is approving
the protocol edits MassHealth submitted on November 18, 2020, which permit the following
changes:

e Reweighting of quality domains for Accountable Care Organizations (ACO),
Community Service Agencies (CSA), and Community Partners (CP), to account for
COVID-19 impacts to member experience survey measures and to accommodate shifts
in the number of measures remaining in performance in Budget Period (BP) 3 (i.e.,
Performance Year (PY) 2020).

e Include alternate approaches and data flexibilities for calculating BP 3 achievement
and improvement points for ACOs, CSAs, and CPs that account for impacts to BP 3
data collection and reporting. For example, the alternate achievement approach will
allow state flexibility to use 1) the higher of BP 3 or BP 2 (PY 2019) performance, or
2) the higher of BP 2 performance or BP 2 statewide median performance to calculate
achievement points. The Commonwealth will apply a point cap to limit the
achievement and improvement points earned when using the state median.

e Include alternate approaches and data flexibilities for calculating member experience
quality measure achievement and improvement points for BP 2 and BP 3 due to
COVID-19 pandemic impacts to member experience survey data collection.

e Technical edits to align the DSRIP methodology with how the Commonwealth is
implementing the DSRIP. These changes include:
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o Timeline updates for delivering claims-based measure Attainment Thresholds
and Goal Benchmarks to account for developing risk adjustment
methodologies;

o Updates to the measures table to indicate pay-for-reporting or pay-for-
performance measure status and data sources for benchmarks; and

o Modifying accountability scoring examples to replace BP 3 with other BPs
during the demonstration due to BP 3 alternate achievement and improvement
approaches.

We look forward to our continued partnership on the MassHealth section 1115(a) demonstration.
If you have any questions, please contact your CMS project officer, Ms. Rabia Khan, at (410)
786-6276 or Rabia.Khanl(@cms.hhs.gov.

Sincerely,
AngelaD. Qosirene™.

Garner-S D
Angela D. Garner
Director

Division of System Reform Demonstrations

cc: Marie DiMartino, State Monitoring Lead, Medicaid and CHIP Operations Group

Enclosure
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Section 1. DSRIP Overview and Goals

1.1 MassHealth Medicaid Section 1115 Demonstration

The DSRIP Protocol provides additional detail to the State’s DSRIP proposal, beyond those set forth in the
Section 1115 Demonstration and Special Terms and Conditions (STCs). The DSRIP Protocol applies during
the demonstration Approval Period (July 1, 2017 - June 30, 2022).

1.2 Overview - Delivery System Reform Incentive Payment Program (DSRIP)

In accordance with STC 60(e) and as set forth in this document, the State may allocate DSRIP funds to four
purposes: (1) Accountable Care Organization (ACO) funding, which supports the implementation of three
ACO models, including transitional funding for certain safety net hospitals; (2) Community Partners (CP)
funding, which supports the formation and payment of Behavioral Health (BH) and Long Term Services
and Supports (LTSS) CPs and funding for Community Service Agencies (CSAs); (3) Statewide
Investments, which are initiatives related to statewide infrastructure and workforce capacity to support
successful reform implementation; and (4) State Operations and Implementation, which includes the State’s
oversight of the DSRIP program.

1.3 Goals of DSRIP Program

Massachusetts’ DSRIP program provides an opportunity for the State to emphasize value in care delivery,
better meet members’ needs through more integrated and coordinated care, and moderate the cost trend
while maintaining the clinical quality of care. The State’s DSRIP goals are to (1) implement payment and
delivery system reforms that promote member-driven, integrated, coordinated care and hold providers
accountable for the quality and total cost of care; (2) improve integration among physical health, behavioral
health, long-term services and supports and health-related social services; and (3) sustainably support safety
net providers to ensure continued access to care for Medicaid and low-income, uninsured individuals.

1.4 DSRIP Funding Streams
To accomplish the goals of the DSRIP program, Massachusetts plans to launch and support with DSRIP
funding the following initiatives:

e Accountable Care Organizations — Generally provider-led health systems or organizations with
an explicit focus on integration of physical health, behavioral health, long term services and
supports and health-related social service needs. ACOs will be financially accountable for the cost
and quality of their members’ care.

e Community Partners / Community Service Agencies (CSAs) — Community-based BH and
LTSS organizations who support eligible members with BH and LTSS needs.

e Statewide Investments — Set of direct state investments in scalable infrastructure and workforce
capacity.

Additionally, the State will utilize DSRIP funding to support Statewide Operations and Implementation,
including oversight, of the DSRIP program.

Exhibit 1 shows anticipated amounts of funding per DSRIP funding stream by demonstration year as well
as the overall anticipated percentage of funding distributed to each stream in total. Please see Section 4.7
for discussion of situations in which funding may be shifted between funding streams or carried forward
from one demonstration year to the next.



EXHIBIT 1 — DSRIP Anticipated Funding Streams By Demonstration Year ($M

% Of

ACOs $3290M  $289.9M = $2294M = $152.0M = $65.1M  $1,065.6M  59%
Community Partners g5 )\ g950M  $1322M  $I133.6M $128.0M  $546.6M 30%
(including CSAs)
Sfeiismis $240M  $246M  $23.8M  $248M  $17.4M  $114.8M 6%
Investments
State Operations and

: $14.6M  $14.6M = $14.6M = $14.6M  $14.6M  $73.0M 4%
Implementation
Total: $425.0M  $425.0M  $400.0M  $325.0M  $225.0M  $1,800.0M

*Percentages do not sum to 100% due to rounding

1.4.1 Accountable Care Organizations

To achieve Massachusetts’ DSRIP goals as described above, the State intends to launch a new Accountable
Care Organization program. Massachusetts has designed three ACO payment models that respond to the
diversity of the State’s delivery system, and intends to select ACOs across all three models through a
competitive procurement. Massachusetts intends to contract with ACOs across all three ACO models
starting in 2017.

Massachusetts’ three ACO models are:

e Accountable Care Partnership Plan (a Partnership Plan): either a MCO with a separate,
designated ACO partner, or a single, integrated entity that meets the requirements of both.
Partnership Plans are vertically integrated between the health plan and ACO delivery system, and
take accountability for the cost and quality of care under prospective capitation

e Primary Care Accountable Care Organization: a provider-led health care system or other
provider-based organization, contracting directly with MassHealth, with savings and risk shared
retrospectively

o  MCO-Administered ACO: a provider-led health care system or other provider-based organization
that contracts with MCOs and takes financial accountability for shared savings and risk as part of
MCO networks

1.4.2 Community Partners and CSAs

Community Partners will provide support to eligible members with complex BH and LTSS needs, including
linkages to community resources, allowing providers to deliver comprehensive care for the whole person
and improvement in member health outcomes. Community Partners (CPs) will receive DSRIP funds for
care coordination activities, as well as to support infrastructure and workforce capacity building. CPs will
be required to partner with the ACOs and MCOs. ACOs and MCOs will similarly be required to partner
with both BH and LTSS CPs. The goals of Community Partners include:

e Creating explicit opportunities for ACOs and MCOs to leverage existing community-based
expertise and capabilities to best support members with LTSS and BH needs

e Breaking down existing silos in the care delivery system across BH, LTSS and physical health

e Ensuring care is person-centered, and avoiding over-medicalization of care for members with LTSS
needs



e Preserving conflict-free principles including consideration of care options for members and
limitations on self-referrals

e Making investments in community-based infrastructure within an overall framework of
performance accountability

e Requiring ACOs, MCOs and Community Partners to formalize how they work together, e.g., for
care coordination and performance management

Massachusetts will selectively procure two types of Community Partners:

e Behavioral Health Community Partners (BH CPs): BH CPs will support eligible adult members
with a diagnosis of Serious Mental Illness (SMI) and/or Substance Use Disorders (SUD) as well as
adult members who exhibit SMI and SUD needs, but have not been diagnosed, as defined by the
State.

e LTSS Community Partners (LTSS CPs): LTSS CPs will support eligible members ages three and
older with complex LTSS needs, which may include members with physical disabilities, members

with acquired or traumatic brain injury, members with intellectual or developmental disabilities
(ID/DD) and others, as defined by the State.

Community Service Agencies (CSAs): Additionally, existing provider entities, known as Community
Service Agencies (CSAs) currently provide State Plan intensive care coordination services to eligible
MassHealth members under 21 years of age with Serious Emotional Disturbances (SED). These CSAs will
be eligible to receive DSRIP funds for infrastructure and workforce capacity building. CSAs will not
receive DSRIP funds as payment for the provision of Massachusetts State Plan services.

1.4.3 Statewide Investments

Statewide Investments are part of the State’s strategy to efficiently scale up statewide infrastructure and
workforce capacity, and will play a key role in moving Massachusetts towards achievement of its care
delivery and payment reform goals. Massachusetts will utilize DSRIP funds to invest in the following eight
high priority initiatives:

1. Student loan repayment program

2. Primary care integration models and retention program

3. Expanded support of residency slots at community health centers

4. Workforce professional development grant program

5. Technical assistance to ACOs and CPs (scalable, state-procured approach)

6. Alternative payment methods preparation fund

7. Enhanced diversionary behavioral health services

8. Improved accessibility for people with disabilities or for whom English is not a primary language
These eight initiatives are further detailed in Section 4.6.

1.4.4 State Operations and Implementation

The State will allocate a portion of DSRIP funding to support robust operations, implementation and
oversight of the DSRIP program (see Section 6 for detail). An integrated team of state administrative staff
will implement and oversee general and day-to-day administration of ACOs, CPs and Statewide
Investments programs to ensure success and movement towards state goals. This team will manage several



contracted vendors that support key aspects of program implementation. In addition, several independent
entities will support the State’s oversight of the DSRIP program, including the DSRIP Steering Committee,
DSRIP Advisory Committee on Quality, Independent Assessor and Independent Evaluator (see Sections
3.4.1.2 and 6.4 for further details on each). The State Operations and Implementation funding stream will
support these personnel/fringe and contractual costs.

Section 2. Delivery System Models

Please see Appendix A for discussion of Delivery System Models, including a description of the
procurement process for ACOs and CPs, as well as a high-level description of selection criteria for these
entities.

Section 3. Participation Plans, Budgets, and Budget Narratives

In order to receive DSRIP funding, each ACO, CP and CSA will be required to submit for the State’s
approval: (1) a Participation Plan for the five-year demonstration period; and (2) a Budget and Budget
Narrative for each annual budget period. These documents will detail how ACOs, CPs and CSAs will use
DSRIP funding. The Participation Plan will cover the five years of the demonstration period. There will be
two Participation Plans submitted — (1) “Preliminary Participation Plan” — providing an initial five-year
plan and (2) “Full Participation Plan” — submitted to provide a revised five-year plan based on refined
estimates of projected funding amounts. The State will use its review and approval processes of these
documents to align with ACOs, CPs and CSAs on initiatives, goals and investments and to hold ACOs, CPs
and CSAs accountable to the State’s delivery system reform goals. The State will also use these documents
to report to CMS, as requested.

Because the DSRIP Participation Plans are based around the ACOs’, CPs’ and CSAs’ budget periods, this
section begins by explaining the DSRIP budget periods that will apply to these entities. The section then
discusses the details of the Preliminary Participations Plans, Full Participation Plans, Budgets and Budget
Narratives that ACOs, CPs and CSAs will submit to the State, including what information will be included
in each. The Section then details the State’s review and approval process for each of these documents.

3.1 DSRIP Budget Periods

3.1.1 ACO Budget Periods

The State’s 1115 demonstration aligns with the State’s fiscal year (July 1 to June 30). Performance years
(PYs) for the State’s ACO Program (i.e., the time periods which the State will use to calculate cost and
quality accountability for ACOs) align with the calendar year (January 1 to December 31), and are thus
offset from the State’s demonstration years by 6 months.

The State will disburse DSRIP funding to ACOs using six “Budget Periods” (BPs) that align with ACO
performance years. The State anticipates that the first BP, the “Preparation Budget Period,” will begin on
July 1, 2017 or when contracts between the State and the ACOs are executed (whichever is later) and end
December 31, 2017. ACOs will therefore have completed their contracting with the State prior to the start
of the Preparation Budget Period. During this Preparation Budget Period, ACOs will have the opportunity
to make investments and arrangements necessary to succeed as an ACO. Moving to a Total Cost of Care
(TCOC) model is a significant undertaking that requires preparation and investment such as training staff,
purchasing appropriate infrastructure, and setting up electronic, secure communications. The Preparation
Budget Period will allow for such actions to occur. Investments may include, but are not limited to: health
information technology, performance management infrastructure, network development/contracting,
project management, and care coordination/management investment.



During this Preparation Budget Period, the State will work with ACOs to ensure they are ready for the
responsibilities of the full TCOC model (e.g., enrolling members, taking financial risk, receiving data
supports) including holding regular meetings with ACOs, performing a structured “readiness review”
process similar to the one the State undertakes for its MCOs, and providing preliminary data supports.
Additionally, ACOs will be required to submit Budgets and Budget Narratives that lay out their plans and
goals for DSRIP funding. The State will review and approve such plans, requesting additional information
where necessary.

Budget Periods 1-5 (BP 1-5) will each last for one full calendar year, with Budget Period 1 beginning
January 1, 2018 and ending December 31, 2018, etc. Please see Exhibit 2 for the schedule of the DSRIP
ACO Budget Periods.

EXHIBIT 2 — Schedule of DSRIP ACO Budget Periods

Q3 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4 Ql Q2 Q3 Q4

State Demonstration Y1 Demo Y2 Demo Y3 Demo Y4 Demo Y5
ACO Performance Y1 ACO PY 2 ACO PY 3 ACO PY 4 ACO PY 5
P B
rep Budget Budget Period 1 BP2 BP3 BP 4 BPS
Period

The budget period approach will not change the amount of funding that an ACO receives for a given
demonstration year. Specifically, the Preparation Budget Period funds will be sourced from demonstration
year 1 funds. Budget Period 1 funds will be sourced from demonstration year 1 and year 2 funds. Budget
Periods 2 through 4 will be sourced by the same funding pattern as Budget Period 1. Budget Period 5 funds
will be sourced only from demonstration year 5 funds.

3.1.2 Community Partner and CSA Budget Periods

The State’s 1115 demonstration years align with the State’s fiscal year (July 1 to June 30). Performance
years for the State’s CP program (i.e., the time periods the State will use to calculate accountability for CPs)
align with the calendar year (January 1 to December 31), with the exception of Performance Year 1, which
is six months from July 1, 2018 to December 31, 2018. CP performance years are thus generally offset from
the State’s demonstration years by six months.

The State will disburse DSRIP funding to CPs and CSAs using six “Budget Periods” (BPs) that align with
CP and CSA Performance Years. The first BP, the “Preparation Budget Period” will begin when contracts
between the State and the CPs and CSAs are executed (anticipated October/November 2017) and end May
31, 2018. During the Preparation Budget Period, CPs will utilize infrastructure dollars to invest in
technology, workforce development, business startup costs and/or operational infrastructure. During the
Preparation Budget Period, CSAs will utilize infrastructure dollars to invest in technology, workforce
development and/or operational infrastructure.

CP and CSA Budget Period 1 will be seven months from June 1, 2018 to December 31, 2018. The remaining
four budget periods (BP 2-5) will each last for one full calendar year, with Budget Period 2 beginning
January 1, 2019 and ending December 31, 2019, etc. If the State changes the schedule for CP and CSA
performance years, the State may adjust the CP and CSA Budget Periods to align with the performance
years. Please see Exhibit 3 for the anticipated schedule of the DSRIP CP and CSA Budget Periods.
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EXHIBIT 3 — Schedule of DSRIP CP/CSAs Budget Periods

Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4

State Demonstration Y1 Demo Y2 Demo Y3 Demo Y4 Demo Y5

CP Performance

CP PY 2 CP PY 3 CPPY 4 CPPY5
Y1 (6 mo.)
P B B Peri 1
rep ‘udget udget Period PR P a PG
Period (7 mo.)

This budget period approach will not change the amount of funding that a CP or CSA receives for a given
demonstration year. Specifically, the Preparation Budget Period funds will be sourced from demonstration
year 1 funds. Budget Period 1 funds will be sourced from demonstration year 1 and year 2 funds. Budget
Periods 2 through 4 will be sourced by the same funding pattern as Budget Period 1. Budget Period 5 funds
will be sourced only from demonstration year 5 funds.

3.1.3 Funding Adjustments for Budget Period 5

The second half of Budget Period 5 (July 1, 2022 to December 31, 2022) falls outside of the approved
demonstration period (July 1, 2017 to June 30, 2022). To account for this, the following payments will be
attributed to the first half of BP5:

ACO Startup/Ongoing payments (see Section 4.4.1)
ACO DSTI Glide Path payments (see Section 4.4.3)
ACO Flexible Services payments (see Section 4.2.2)
CP and CSA Infrastructure and Capacity Building payments (see Sections 4.5.2, 4.5.5, and 4.5.7)

The ACO Startup/Ongoing, DSTI Glide Path, and CP/CSA Infrastructure and Capacity Building payments
attributed to the first half of BP5 will be twice the amount as what they would have been if payments had
been attributed throughout the whole BP. For example, if an ACO had $100 total of non-at-risk
startup/ongoing funds for BP5, payments attributed to BP5 would be split between the first two quarters of
BP5 (850 each), as opposed to $25 attributed across each of the four quarters of BP5 (see Section 4.4.1 for
more specific funding details). Similarly, if a CP had $100 total of non-at-risk infrastructure and capacity
building funding for BP5, the total amount would be attributed to the first half of BP5 (see Section 4.5.2
for more specific funding details).

For ACO flexible services funding, during the first half of BPS5, the State will pay out the full BP5 flexible
services funding prospectively, based on the ACO’s approved BP5 flexible services budgets. ACOs will
still need to submit their flexible services documentation and claims during BP5. If the ACOs do not use
all of their flexible services allocation in BPS5, or if the ACOs make expenditures that are deemed
unacceptable by the State, then the ACOs will have to return the appropriate amount of flexible services
funding to the State. See Section 4.2.2 for more specific funding details.

3.2 Participation Plans

3.2.1 Preliminary Participation Plans

Preliminary Participation Plans document ACOs’, CPs’ and CSAs’ plans for DSRIP expenditure. For the
Preparation Budget Period and the first quarterly payment of Budget Period 1, the State will not disburse
DSRIP funds to an ACO, CP or CSA that does not have a state-approved Preliminary Participation Plan.
The State may withhold DSRIP funds from an ACO, CP or CSA if there are outstanding State requests for
amendments to its Preliminary Participation Plan.
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3.2.1.1 ACOs

Each ACO will submit for the State’s approval a Preliminary Participation Plan with its response to the
ACO procurement. Once approved, the State may request amendments to the Preliminary Participation Plan
as necessary. At a minimum, this Preliminary Participation Plan will include information such as:

e The ACO’s five-year business plan, including the ACO’s goals and identified challenges under the
ACO contract with MassHealth

e The ACO’s planned investments and spending plan, including specific investments or programs
the ACO anticipates supporting with DSRIP funds. Such investments and programs may include
but are not limited to:

o Care coordination or care management programs, including any programs to manage high-
risk populations or other population health initiatives and including the ACO’s transitional
care management program

o Efforts to address members’ health-related social needs, including expanding community
linkages between the ACO and providers, Community Partners or other social service
organizations, and including any spending on allowable flexible services to address health-
related social needs

o Ensuring appropriate workforce capacity and professional development opportunities to
meet increased expectations for care coordination, management and integration

o Investments in the ACO’s and providers’ data and analytics capabilities

o Programs to shift service volume or capital away from avoidable inpatient care toward
outpatient, community-based primary and preventive care, or from institutional care
towards community-based LTSS, including capital investments to downsize or repurpose
inpatient or institutional capacity', investments in expanding outpatient and community
capacity and costs associated with piloting new care delivery models, such as those
involving alternate settings of care and the use of telehealth or home-based services

o Investments in improved linguistic and cultural competency of care, including hiring
translators and providers fluent in members’ preferred languages

o Other investments or programs identified and proposed by the ACO that align with other
requirements that MassHealth will have of the ACO

3.2.1.2 Community Partners/CSAs

Each CP and CSA will submit for the State’s approval a Preliminary Participation Plan with their
procurement responses and requests for funding respectively. Once approved, the State may request
amendments to Preliminary Participation Plans as necessary. The Preliminary Participation Plan may
include:

e Executive Summary: This section will summarize the CP’s or CSA’s DSRIP Participation Plan and
describe the CP’s or CSA’s five-year business plan, goals and identified challenges.

e Partnerships: This section will list providers with which the CP or CSA will partner and describe
these relationships and how they will align with the CP’s or CSA’s proposed investments and
programs, as well as the CP’s or CSA’s core goals, such as improving the quality of member care.

! Payments will be made to support providers’ reform efforts that focus on the goals of reducing hospitalization and
promotion of preventative care in the community, not directly to offset revenue from reduced hospital utilization.
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Member and Community Population: This section will include a description of the CP’s or CSA’s
member population and surrounding communities, regions and service areas covered and how the
CP or CSA will both promote the health and well-being of these individuals, and also actively
initiate and maintain engagement with them.
Narrative: The narrative will describe

o The CP’s Care Model (CPs only):

Proposed staffing models

Proposed outreach and engagement strategies

Proposed process for assessment and person-centered care planning
Proposed process for managing transitions of care

Proposed methods for how the CP will address members’ health and wellness
issues

Proposed methods for how CP will connect the member to community resources
and social services

Proposed methods and processes for how the CP will enable continuous quality
and member experience improvement

o The CP’s or CSA’s investment plan:

Identifying specific investments or programs that the CP or CSA will support with
DSRIP funds

Estimating the amount and structure (e.g., one-time vs. annual) of costs associated
with each investment or program

Explaining how each investment or program will support the CP’s or CSA’s core
goals, such as improving the quality of member care and ensuring integration of
care across different settings of care

Specifying goals, internal evaluation, measurement or performance management
strategies the CP or CSA will apply to these investments or programs to
demonstrate effectiveness and inform subsequent revisions to the Participation
Plan

Examples of domains for potential CP or CSA investments or programs include
but are not limited to:

Workforce capacity development

Data and analytics

HIT

Performance management capabilities
Contracting/networking development
Project management capabilities

Care coordination and community linkages

o Implementation of care model requirements
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3.2.2

Spending Categories and Amounts: This section will include the CP’s or CSA’s anticipated spend
over the five years in broad based funding categories.

Timeline: This section will include a five-year timeline for the CP’s or CSA’s proposed investments
and programs.

Sustainability: This section will describe the CP’s or CSA’s plan to sustainably fund proposed
investments and programs after the five-year period. This section may include information about
other funding opportunities available to the CP or CSA, as well as information about any tools,
resources or processes that the CP or CSA intends to develop using DSRIP funding and continue
using after the end of the DSRIP investment.

Metrics and Measures: This section will describe the CP’s or CSA’s plan to report on the various
DSRIP accountability metrics set forth in Appendix D.

Full Participation Plans

Full Participation Plans build on the information contained in Preliminary Participation Plans. For all
DSRIP payments except the Preparation Budget Period and the first quarter’s payments for Budget Period
1, the State will not disburse DSRIP funds to an ACO, CP or CSA that does not have a state-approved Full
Participation Plan. The State may withhold DSRIP funds from an ACO, CP or CSA if there are outstanding
State requests for amendments to its Full Participation Plans.

3.2.2.1 ACOs

Once each ACO is notified of (1) its anticipated amount of Budget Period 1 funds, and (2) its tentative
amount of Budget Period 2 through 5 funds, the ACO will submit a Full Participation Plan (see section
3.4.2 for timeline). The Full Participation Plan will expand on the information submitted with the
Preliminary Participation Plan, and will include information such as:

The ACO’s five-year business plan, including the ACO’s goals and identified challenges under the
ACO contract with MassHealth

The providers and organizations with which the ACO is partnering or plans to partner, the
governance structure and a description of how these partnerships will support the ACO’s planned
activities and proposed investments

A population and community needs assessment

The ACO’s planned investments and spending plan, including specific investments or programs
the ACO anticipates supporting with DSRIP funds. Such investments and programs may include
but are not limited to:

o Care coordination or care management programs, including any programs to manage high-
risk populations or other population health initiatives and including the ACQO’s transitional
care management program

o Efforts to address members’ health-related social needs, including expanding community
linkages between the ACO and providers, Community Partners or other social service
organizations, and including any spending on allowable flexible services to address health-
related social needs

o Ensuring appropriate workforce capacity and professional development opportunities to
meet increased expectations for care coordination, management and integration

o Investments in the ACO’s and providers’ data and analytics capabilities

o Programs to shift service volume or capital away from avoidable inpatient care toward
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outpatient, community-based primary and preventive care or from institutional care
towards community-based LTSS, including capital investments to downsize or repurpose
inpatient or institutional capacity, investments in expanding outpatient and community
capacity and costs associated with piloting new care delivery models, such as those
involving alternate settings of care and the use of telehealth or home-based services

Investments in improved linguistic and cultural competency of care, including hiring
translators and providers fluent in members’ preferred languages

Other investments or programs identified and proposed by the ACO that align with other
requirements that MassHealth will have of the ACO

e Estimates of the amount and structure (e.g., one-time vs. annual) of costs associated with each
investment or program identified in the ACO’s Participation Plan

e Descriptions of how each investment or program will support the ACO’s performance

e Specific goals, evaluation plans, measurable outcomes and performance management strategies the
ACO will apply to each investment or program

e A five-year timeline of the ACO’s proposed investments and programs

e A description of the ACO’s plan to sustainably fund proposed investments and programs over the
five-year period as DSRIP funding levels decrease

e Descriptions of how the ACO will fulfill its contract requirements, including:

o

Investments, value-based payment arrangements and performance management for its
primary care providers

Care delivery improvement and care management strategies

Relationships with other providers, state agencies and other entities involved in the care of
its members

Relationships with CPs

Activities to ensure the ACO’s compliance with contract management, reporting and
administrative requirements described in the ACO contract

e A plan to increase the ACQO’s capabilities to share information among providers involved in care
of its members. Such plan will include, at a minimum:

O

The ACO’s current event notification capabilities and procedures to ensure that the ACO’s
primary care providers are aware of members’ inpatient admissions and emergency
department visits

The ACO’s self-assessed gaps in such capabilities and procedures, and how the ACO plans
to address such gaps

A description of the ACO’s plans, if any, to increase the use of EHR technologies certified
by the Office of the National Coordinator (ONC)

A description of how the ACO plans to ensure the ACO’s providers consistently use the
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statewide health information exchange to send or receive legally and clinically appropriate
patient clinical information and support transitions of care

e Attestations to ensure non-duplication of funding

3.2.2.2 Community Partners

Once the CP or CSA is notified of (1) the amount of Budget Period 1 funds, and (2) the tentative amount
of Budget Period 2 through 5 funds, the CP or CSA will be required to submit a Full Participation Plan.
The Full Participation Plan will expand on the information submitted within the Preliminary Participation
Plan and will reflect the new information available to CPs or CSAs about their anticipated funding amounts
(see section 3.4.3 for timeline). Examples of additional detail that CPs and CSAs will be contractually
required to provide include:

e The community-based organizations and providers with which the CP or CSA is partnering or plans
to partner, the CSA or CP consortium governance structure and a description of how these
partnerships will support the CP’s or CSA’s planned activities and proposed investments

e Descriptions of specific investments or programs the CP or CSA will support with DSRIP funds,
including cost estimates, measures, goals and performance management and sustainability plans in
the following areas:

o Relationships with state agencies, community-based organizations, providers and other
entities involved in the care of its members

o Relationships with ACOs and MCOs

o Activities to ensure the CP’s or CSA’s compliance with contract management, reporting
and administrative requirements described in the CP’s or CSA’s contract with MassHealth
and agreements with ACOs and MCOs

o Workforce development and stability

e A plan to increase the CP’s or CSA’s capabilities to share information with ACOs and MCOs and
among providers involved in care of its members. Such plan will include, at a minimum:

o The CP’s or CSA’s current communication practices and capabilities

o The CP’s or CSA’s self-assessed gaps in such capabilities and procedures, and how the CP
or CSA plans to address such gaps

o A description of the CP’s or CSA’s plans, if any, to increase the use of Electronic Health
Record and Care Management technology

o A description of how the CP or CSA plans to ensure the CP or CSA and its partners
consistently use the statewide health information exchange to send or receive legally and
clinically appropriate patient clinical information and support transitions of care

e Details about how the CP or CSA will not duplicate existing infrastructure with their planned
DSRIP investments

3.3 Budgets and Budget Narratives

Each ACO, CP and CSA will submit a Budget and Budget Narrative to MassHealth for approval for each
budget period. ACOs will submit a Budget and Budget Narrative to the State prior to each budget period.
CPs and CSAs may submit a Budget and Budget Narrative to the State after the start of a budget period.
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The Budget is an itemized budget for the ACO’s, CP’s or CSA’s proposed DSRIP-funded investments and
programs for the Budget Period; the accompanying Budget Narrative explains uses of the funds. The State
will provide a budget temple for ACOs, CPs and CSAs to utilize. The State will not disburse DSRIP funds
for a given budget period to an ACO, CP or CSA that does not have a state-approved Budget and Budget
Narrative for that Budget Period, except that the State may make care coordination supports payments to
CPs during the first three months of BP2 before the BP2 budgets have been approved.. The State may
withhold DSRIP funds from an ACO, CP or CSA if there are outstanding State requests for amendments to
its Budgets or Budget Narratives.

3.4 Review and Approval Process and Timelines
3.4.1 Roles and Responsibilities

3.4.1.1 State

The State will review, approve and/or request revisions to ACOs’, CPs’ and CSAs’ Preliminary and Full
Participation Plans, Budgets and Budget Narratives. If necessary, the State will work collaboratively with
ACOs, CPs and CSAs on revisions to Participation Plans, Budgets and Budget Narratives.

3.4.1.2 Independent Assessor

The Independent Assessor will review ACOs’, CPs’ and CSAs’ Full Participation Plans, Budgets (from BP
1 onwards) and Budget Narratives (from BP 1 onwards), as well as any formal requests for modification to
these documents submitted by ACOs, CPs and CSAs. The Independent Assessor will make
recommendations to the State for each such document or request; these recommendations may be
recommendations to approve, deny or propose certain changes to these documents or requests. The State
will work closely with the Independent Assessor, and consider its recommendations during the review
process. The State retains final decision-making authority regarding approvals, denials or requests for
changes to Participation Plans, Budgets and Budget Narratives, as well as to any modification requests. If
the Independent Assessor makes a recommendation to the State that differs from the State’s final decision,
the State will document its decision in the State’s quarterly reports to CMS. The Independent Assessor will
not determine whether a request to amend a Participation Plan, Budget, Budget Narrative, or Performance
Remediation Plan is a material deviation, as this is the responsibility solely of the State.

3.4.1.3 CMS

CMS may request to review Participation Plans (Preliminary and Full), Budgets and Budget Narratives.
The State will provide requested documents within 45 calendar days of receiving the request. All final
approved Participation Plans, Budgets, and Budget Narratives will be sent to CMS. The State will provide
the following information to be posted on Medicaid.gov: (1) an executive summary of each ACO’s and
CP’s participation plan; (2) list of each ACO and CP as well as the populations they serve and their website;
(3) an executive summary of each ACO’s and CP’s progress reports; and (4) each ACO’s and CP’s DSRIP
yearly funding amount.

3.4.2 Process for State Approval of ACO Participation Plans

3.4.2.1 Preliminary Participation Plan Approval for ACOs
The State’s process for submission, review and approval of Preliminary Participation Plans for ACOs will
be as follows:

o ACOs submit Preliminary Participation Plans with their procurement response

o The State reviews Preliminary Participation Plans with ACOs’ procurement submissions
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At the end of this review process, the State will approve or deny the Preliminary Participation Plans
or request additional information and resubmissions of the Preliminary Plans before approval.

The State anticipates completing approval of ACOs’ Preliminary Participation Plans in July/August
2017.

3.4.2.2 Full Participation Plans for ACOs
The process for submission, review and approval of Full Participation Plans for ACOs will be as follows:

3.4.3

The State notifies ACOs of anticipated BP1 funding amounts and tentative BP2 through BP5
funding amounts and requests a Full Participation Plan

ACOs submit Full Participation Plans to the State (the State will provide ACOs up to 30 calendar
days from the date of notification). The State intends to work with ACOs who request additional
time or fail to respond in a timely fashion to ensure prompt submission

The State and Independent Assessor review Full Participation Plans in parallel. The State intends
to complete its review of the Full Participation Plans, including evaluating the Independent
Assessor’s recommendations, within 45 calendar days of ACOs’ submission. Requests for
additional information and resubmissions may require additional time.

At the end of this review process, the State approves, denies or requests additional information
regarding the ACOs’ Full Participation Plans.

The State therefore anticipates completing approvals of Full Participation Plans within 75
calendar days of requesting them from ACOs as follows:

o The State anticipates approving Full Participation Plans in April 2018

Process for State Approval of CPs and CSAs Participation Plans

3.4.3.1 Preliminary Participation Plan approval for CPs and CSAs
The State’s process for submission, review and approval of Preliminary Participation Plans for CPs and
CSAs will be as follows:

CPs submit Preliminary Participation Plans with their request for funding
CSAs submit Preliminary Participation Plans with their request for funding

The State reviews CP and CSA Preliminary Participation Plans within 75 calendar days of their
submission

At the end of this review process, the State will approve, deny or request additional information
regarding the Preliminary Participation Plan. The State intends to work with CPs and CSAs who
request additional time or fail to respond in a timely fashion to ensure prompt submission.

The State therefore anticipates completing reviews and approvals of Preliminary
Participation Plans within 75 calendar days of submission as follows:

o The State anticipates approval of Preliminary Participation Plans in August 2017

3.4.3.2 Full Participation Plans for CPs and CSAs
The process for submission, review and approval of Full Participation Plans will be as follows:
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3.4.4

The State notifies CPs and CSAs of actual BP1 funding and tentative BP2 through BP5 funding
amounts and requests a Full Participation Plan
CPs and CSAs submit Full Participation Plans to the State within 30 calendar days from the date
of notification).

o The State intends to work with CPs and CSAs who request additional time or fail to respond

in a timely fashion to ensure prompt submission

The State and Independent Assessor review Full Participation Plans in parallel. The State intends
to complete its review of the Full Participation Plans, including evaluating the Independent
Assessor’s recommendations, within 45 calendar days of CPs’ and CSAs’ submission. Requests
for additional information and resubmissions may require additional time.
At the end of this review process, the State approves, denies or requests additional information
regarding the Full Participation Plans.

The State therefore anticipates completing approvals of Full Participation Plans within 75
calendar days of requesting them from CPs and CSAs as follows:

o For CPs and CSAs, the State anticipates approving Full Participation Plans in May 2018

Process for State approval of Budgets and Budget Narratives

3.4.4.1 Process for State approval of ACO Budgets and Budget Narratives
The process for submission, review and approval of Budgets and Budget Narratives for Budget Period 1-5
for ACOs will be as follows:

The State notifies ACOs of the upcoming budget period’s anticipated funding amounts, and
requests each ACO submit a Budget and a Budget Narrative for the upcoming budget period (See
Section 4.4).

ACOs submit to the State their Budgets and Budget Narratives for the upcoming BP within 30
calendar days of receiving the State’s request. The State intends to work with ACOs who request
additional time or fail to respond in a timely fashion to ensure prompt submission

The State and Independent Assessor review Budgets and Budget Narratives in parallel. The State
intends to complete its review of the Budgets and Budget Narratives, including evaluating the
Independent Assessor’s recommendations, within 45 calendar days of their submission. Requests
for additional information and resubmissions may require additional time.

At the end of this review process, the State approves, denies or requests additional information
regarding the Budgets and Budget Narratives.

o After approval, the State will disburse the first quarterly DSRIP payment for the new
Budget Period.

If the data required to calculate funding amounts for a given budget period are not available by
August of the preceding Budget Period, then the State may provide ACOs with a preliminary
funding amount to construct their Budgets and Budget Narratives. The State would disburse the
first quarterly payment based on the preliminary funding amount, and then calculate final funding
amounts as well as a reconciliation amount to be added to or subtracted from the ACO’s subsequent
quarterly DSRIP payments in that Budget Period, such that payments for the budget period total
the final funding amount for that budget period.

o If the funding amount for a given ACO changes by more than 20% from the preliminary
funding amount on which the ACO based its Budget and Budget Narrative, the State will
ask the ACO to revise and resubmit its Budget and Budget Narrative. The State may also
request revisions in its discretion.
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The State therefore anticipates completing approvals of Budgets and Budget Narratives
within 75 calendar days of requesting them from ACOs as follows:

o For Preparation Budget

» The State anticipates notifying ACOs of anticipated Preparation Budget funding
amounts in June 2017

= The State anticipates ACOs submitting Preparation Budgets and Budget Narratives
in July 2017

» The State anticipates approving Budgets and Budget Narratives in August 2017
o For BP 1-5:

= The State anticipates providing ACOs with anticipated funding amounts in
October of the preceding budget period

= The State anticipates ACOs will submit to the State their Budgets and Budget
Narratives and their updated safety net revenue calculation in November of the
preceding budget period

= The State anticipates approving ACOs’ Budgets and Budget Narratives in January
of the new budget period

= [f the preliminary member count for BP 1 is estimated prior to the Operational
Start Date of the program and therefore prior to actual member enrollments being
effective, the State may postpone this timeline by several months for BP 1, and
delay the first quarterly payment of BP 1 at its discretion. This process may allow
the State to adjust for changes in enrollment levels if, for example, member
movement exceeds expectations

3.4.4.2 Process for State Approval of CP and CSA Budget and Budget Narratives

CPs will receive bi-annual infrastructure development funding as well as be reimbursed monthly for care
management and care coordination activities based on the number of members assigned and engaged. CSAs
will receive DSRIP funding for Infrastructure development only.

The process for submission, review and approval of CP and CSA Budgets and Budget Narratives for Budget
Period 1-5 will be as follows:

The State notifies CPs and CSAs of preliminary upcoming budget period’s funding amounts and
requests the Budgets and Budget Narratives for the upcoming budget period

o Infrastructure development payments will be based on a member snapshot

o For CPs, the BP1 member snapshot will be an estimate of member engagement

o For CSAs, the member snapshots will be based on actual caseload
Within 30 calendar days, CPs and CSAs submit to the State their Budgets and Budget Narratives
for the upcoming BP

o The State intends to work with CPS and CSAs who request additional time or fail to

respond in a timely fashion to ensure prompt submission

The State and Independent Assessor review Budgets and Budget Narratives in parallel. The State
intends to complete its review of the Budgets and Budget Narratives, including evaluating the
Independent Assessor’s recommendations, within 45 calendar days of their submission. Requests
for additional information and resubmissions may require additional time.
At the end of this review process, the State approves, denies or requests additional information
regarding the Budgets and Budget Narratives.
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e After approval, the State will disburse funding bi-annually for infrastructure funding and monthly
for care coordination funding

e The State therefore anticipates completing approvals of Budgets and Budget Narratives
within 75 calendar days of requesting them from CPs and CSAs as follows:

o For Preparation Budget

» The State anticipates notifying CPs and CSAs of Preparation Budget funding in
August 2017

= The State anticipates CPs and CSAs submitting Preparation Budgets and Budget
Narratives in September 2017

= The State anticipates approving Budgets and Budget Narratives in October 2017
o ForBPI:

= The State anticipates providing CPs and CSAs with a preliminary version of their
anticipated payments in February 2018
= The State anticipates that CPs and CSAs will submit their BP1 Budgets and Budget
Narratives to the State in March 2018
= The State anticipates approving CP and CSA Budgets and Budget Narratives in
May 2018
o For BP 2-5:

= The State anticipates providing CPs and CSAs with a preliminary version of their
anticipated payments in December of the preceding budget period

= The State anticipates that CPs and CSAs will submit their current year budget
period Budgets and Budget Narratives to the State in January of the budget period

= The State anticipates approving CP and CSA Budgets and Budget Narratives in
March of the budget period

= The State anticipates making bi—annual infrastructure payments in April and
October of the budget period and monthly care coordination payments

3.4.5 Process for State Approval of Modifications to Participation Plans, Budgets and Budget
Narratives

ACQOs, CPs and CSAs may submit ad hoc requests to amend their Participation Plans, Budgets, and Budget
Narratives at any time except within 75 days of the end of the Budget Period. ACOs, CPs or CSAs will not
be allowed to materially deviate from their approved spending plans without formally requesting such
modification and having the modification approved by the State. The State has sole discretion to determine
whether an amendment request is a material deviation, and thus a modification. In addition, the State may
require ACOs, CPs or CSAs to modify their Full Participation Plans, Budgets or Budget Narratives in
certain circumstances (e.g., if a primary care practice where an ACO had previously proposed making
investments goes out of business).

The State’s process for submission, review and approval of modification requests will be as follows:
e ACOs, CPs or CSAs submit a modification request
e The State and Independent Assessor review the modification request in parallel. The State intends
to complete its review of modification requests, including evaluating the Independent Assessor’s
recommendations, within 45 calendar days of their submission. Further requests for additional
information and resubmissions may require additional time.

e At the end of this review process, the State approves, denies or requests additional information
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e The State therefore anticipates completing approvals of modification requests within 45 calendar
days of requesting them from ACOs, CPs and CSAs

If the State denies the modification request, the State and Independent Assessor will provide feedback about
why the request was denied, and the State may allow the entity to resubmit their modification request after
revisions, as appropriate. The timeline for review would restart upon resubmission, and the same processes
would be followed as for an initial submission.

The State may withhold or deduct a portion of ACO, CP, or CSA DSRIP funds for contract management
purposes (e.g. in response to significant delays in responding to DSRIP deliverable submission deadlines).
If funds are deducted, such funds may be reallocated by the State according to the parameters described in
Section 5.1.3 of this Protocol.

Section 4. DSRIP Payments (ACOs, CPs, CSAs and Statewide Investments)
DSRIP funding will support four streams, as described in Section 1. This Section (Section 4) outlines
parameters for DSRIP payments to ACOs, CPs, CSAs and Statewide Investments including sub-streams.
A portion of payments from the State to ACOs, CPs and CSAs are at risk based on the ACO, CP and CSA
Accountability Framework described in Section 5. Section 5 also describes the linkage between ACO, CP
and CSA accountability to the State. Section 4 explores DSRIP payments to ACOs, CPs or CSAs and the
sub-streams within them.

Each of ACO and CP payment streams has several “sub-streams,” which differ from each other with respect
to three characteristics: (1) purpose/allowable uses; (2) calculation methodology; (3) and accountability.
These three characteristics are detailed for each sub-stream in the following three subsections 4.1-4.3,
respectively. Section 4.5 provides additional detail on how Accountability Scores are calculated using the
accountability framework laid out in Section 4.4.

e Section 4.1: provides an overview of the sub-streams of DSRIP funding for ACOs, CPs and CSAs,
as well as their amounts and the process for the State to vary those amounts

Section 4.2: provides detail on purpose and allowable uses for ACO sub-streams

Section 4.3: provides detail on purpose and allowable uses for CP and CSA sub-streams

Section 4.4: provides detail on payment calculation and timing for ACO sub-streams

Section 4.5: provides detail on payment calculation and timing for CP and CSA sub-streams
Section 4.6: provides funding information on Statewide Investments

Section 4.7: provides detail on DSRIP carry forward capacity

4.1 Overview and Outline
The State has divided the ACO, CPs and CSA DSRIP funding streams into eleven sub-streams: four for
ACOs, three each for BH CPs and LTSS CPs and one for CSAs.

EXHIBIT 4 — ACO, CP and CSA Sub-Streams
ACO Funding Stream CP and CSA Funding Stream
4 sub-streams 7 sub-streams
BH CPs: LTSS CPs: CSAs:

3 sub-streams 3 sub-streams 1 sub-stream
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e Startup/Ongoing: primary care
investment

e Startup/Ongoing: discretionary
e Flexible services

e DSTI Glide Path

e Care coordination

e Infrastructure and Capacity e Infrastructure and Capacity
Building Building

e Outcomes-based

Per STC 60(e), the State may reallocate funding amounts between the “ACO Funding Stream” and the “CP
and CSA Funding Stream” at its discretion. If the actual funding amounts for the ACO Funding Stream or
the CP and CSA Funding stream differ from the amounts set forth in Table G of STC 60(e) by more than
15%, the State must notify CMS 60 calendar days prior to the effective reallocation of funds. CMS reserves
the right to disapprove any such reallocations prior to the effective date of the reallocation.

Within the “ACO Funding Stream” or “CP Funding Stream”, the State may distribute payments for a given
demonstration year among the sub-streams to best meet the State’s programmatic needs, in its discretion
without notifying CMS, subject to the parameters described in STC 60(e). Because the mechanisms for
holding ACOs and CPs financially accountable differ among these sub-streams, changes in the distribution
of funding among the sub-streams may change the amount of funding for an individual ACO or CP that is
at risk. For example, if funding is shifted from the “Startup/Ongoing: Discretionary” ACO sub-stream to
the “Startup/Ongoing: Primary Care Investment” ACO sub-stream, this would lead to less at-risk funding
because funds have shifted from a sub-stream with an at-risk component to a sub-stream without an at-risk
component (see Exhibit 19). Exhibit 5 below shows the State’s distribution of DSRIP payments to ACOs,
CPs and CSAs by funding stream for each budget period, as well as the State’s anticipated sample
distribution of DSRIP payments within the ACO and CP funding streams by sub-stream. The table also
shows the percent and total funding for each stream and sub-stream that is at-risk based on the ACOs’, CPs’
and CSAs’ accountability to the State (see Section 5 for more information on accountability). This Exhibit
is provided for illustrative purposes only and is an estimate of anticipated funding among funding streams
and sub-streams at this point in time.
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EXHIBIT 5 — Provider Accountability to State

Prep BP BP1 BP2 BP3 BP4 BP5 Total

Total Funds  [$138.2M  |$284.1M |$238.0M |$192.5M 64.0M [$1,049.5M

32.7TM

-
-

ACOs (Accountability to State) 0% 2% 10% 19% 7% |20%
$36.8M |$36.4M [$12.0M [$120.3m

Startup/Ongoing: Primary Care Investment (Not At-Risk) Total Funds $21.8M | 843.6M 529.6M  S530.5M  510.5M  S10.8M  5146.7M

Total Funds $94.9M | 5165.1IM | 5153.3M | $117.2M | S86.5M | S23.7M | S640.7M

Startup/Ongoing: Discretionary At-Risk % 0% 5% 15% 30% 40% 50% 18%

At-Risk Funds 50.0M 88.3M | $23.0M| 535.2M | S$34.6M | S11.9M| 5112.9M

Flexible Services (Not At-Risk) Total Funds S0.0M | S40.8M | $32.IM | S27.9M | $23.6M | S24.3M  5148.7M

Total Funds $21.5M | 8534.6M | S523.0M| 516.8M | $12.2M | 55.2M| 5113.4M

DSTI Glide Path Funding At-Risk % 0% 5% 5% 10% 15% 20% i 7%

At-Risk Funds 30.00M

Total Funds  |$15.8M

$1.7M

S$1.IM | $1.7M| 31.8M | S1.OM $7.4M
5.6 ;

Community Partners (Accountability to State) 0% - o

At-Risk Funds $0.0M __|$0.0M _|$3.6M . -
Total Funds S11.7M  $46.3M | $80.2M| $91.1M | $86.5M| S$83.1M  $398.9M
Behavioral Health CPs At-Risk % 0% 0% 3% 11% 16% 20% 11%
At-Risk Funds S0.0M S0.0M 52.5M 59.9M  513.7M | 516.2M 542.3M
Care Coordination Supports Total Funds S0.0M | 821.9M | 560.3M | 566.4M | S66.2M | 565.9M | 5280.6M
Total Funds S11.7M | 524.4M 0 519.9M | S523.6M | 519.3M | 516.2M  5115.3M
Infrastructure and Capacity Building (including CSAs) At-Risk % 0% 0% 13% 42% 71% 100% f 37%
At-Risk Funds S0.0M S0.0M 52.5M 59.9M 512.7M | S16.2M 542.3M
Outcomes-Based Stream (Incentive Pool, Not At-Risk)  Total Funds S0.0M | 30.0M |  50.0M S51.0M| S51.0M  S1.OM 53.0M
Total Funds $4.0M  S$12.7M | S25.3M 534.4M | S35.5M  535.8M | $147.8M
LTSS CPs At-Risk % 0% 0% 4% 13% 18% 21% i1 13%
At-Risk Funds S0.0M  S0.0M|  SLOM| $45M $6.2M| $7.4mM  $19.1M
Care Coordination Supports Total Funds S0.0M 55.7M S17.1M | 522.3M | 526.3M | S27.9M 0 5100.3M
Total Funds S4.00 56.90M S8.2M | 51070 | SE.BM | 57.4M I 546,00
Infrastructure and Capacity Building At-Risk % 0% 0% 13% 42% 71% 100% 41%
At-Risk Funds 50,00 50.00M S1.0M 34.5M | 56.2M |  S57.4M 519.1M
Outcomes-Based Stream (Incentive Pool, Not At-Risk)  Total Funds S0.0M | 30.0M |  S50.0M | S0.5M | 50.5M  S0.5M 51.5M

4.2 Purpose and Allowable Uses for ACO Funding Sub-Streams

4.2.1 ACO Sub-Streams 1 & 2: Startup/Ongoing Funding (Primary Care & Discretionary)

ACO sub-streams 1 and 2 are for Startup/Ongoing funds. Startup/Ongoing funds are split into two sub-
streams. Sub-stream 1 is explicitly dedicated for primary care investment. ACOs will be required to spend
these funds on state-approved investments that support the ACO’s primary care providers such as capital
investments in primary care practices (e.g., inter-operable EHR systems), trainings for primary care
providers and support staff in population health management protocols, administrative staff to support
front-line providers with clinical quality initiatives, etc. Having a dedicated funding stream for primary care
investment is an important mechanism for the State to ensure that ACOs and their PCPs are mutually
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committed to each other, having mutual discussions about business decisions and working together to meet
the State’s delivery system reform goals. In order to ensure that primary care investments supported by
DSRIP do not duplicate other federal or state investments, ACOs will be required to disclose in their Full
Participation Plans what state and federal investments the ACO is using to support primary care
investments, and how the ACO is ensuring non-duplication with proposed DSRIP funding uses.

Sub-stream 2 is for discretionary Startup/Ongoing funding and may be used by the ACO for other state-
approved investments. Some examples of investment opportunities for ACOs include, but are not limited
to: health information technology, contracting/network development, project management, and care
coordination/management investment, assessments for members with identified LTSS needs, workforce
capacity development and new or expanded telemedicine capability.

The funding amounts for these two sub-streams decrease over the five demonstration years and are intended
to support ACO investments as they start their ACO models and provide operating funds to support (during
initial years) the ongoing costs of these models. As ACOs progress through the five demonstration years,
the State expects ACOs to increasingly self-fund these investments and expenses out of their TCOC-based
revenue (e.g., medical gains under capitation rates, or shared savings payments).

4.2.2 ACO Sub-Stream 3: Flexible Services Funding

A portion of ACO DSRIP funds will be dedicated to spending on flexible services. Flexible services funding
will be used to address health-related social needs by providing supports that are not currently reimbursed
by MassHealth or other publicly-funded programs. These flexible services must satisfy the criteria
described in STC 63(b)(ii), 63(c), and 63(d). ACOs will receive a Flexible Services allocation each Budget
Period, as determined by the State. Please see the Flexible Services Protocol for more details on how ACOs
will be able to access their Flexible Services funding allocation for BP1 through BP4. During the first half
of BPS5, the State will pay out the full BP5 flexible services funding amount prospectively, based on the
ACO’s approved BPS5 flexible services budgets. ACOs will still need to submit their flex services
documentation and claims during BP5. If the ACOs do not use all of their flexible services allocation in
BP5, or if the ACOs make expenditures that are deemed unacceptable by the State, then the ACOs will
have to return the appropriate amount of flexible services funding to the State. Additional details about
flexible services will be delineated in the Flexible Services Protocol (Attachment R), which is to be
reviewed and approved by CMS by July 2017.

If CMS does not approve the Flexible Services Protocol by August 2017, then the State may reallocate the
Budget Period 1 flexible services funding allocation detailed in Exhibit 5 to other Budget Period 1 DSRIP
funding streams so that the State’s expenditure authority is not reduced due to non-approval of the Flexible
Services Protocol, or it may carry forward the expenditure authority into subsequent Budget Periods without
counting against the 15% benchmark described in STC 60(d)(ii). Similarly, the State may continue to
reallocate the flexible services funding allocation for each Budget Period to other DSRIP funding streams
for that Budget Period if CMS does not approve the Flexible Services Protocol by the July of the preceding
Budget Period. Any such reallocation will be included in an updated funding allocation table in the next
quarterly progress report to CMS. CMS will have 90 calendar days to request modifications to the
reallocation proposal.

4.2.3 ACO Sub-Stream 4: DSTI Glide Path Funding

During the five-year demonstration, the State will restructure demonstration funding for safety net hospital
systems to be more sustainable and aligned with value-based care delivery and payment incentives. The
seven safety net hospitals currently receiving funding through the Delivery System Transformation
Initiatives (DSTI) program will instead receive a reduced amount of ongoing operational support through
Safety Net Provider payments authorized under the State’s restructured Safety Net Care Pool. To create a
sustainable transition from current funding levels to these new, reduced levels, the State will provide
transitional DSRIP funding to these DSTI safety net hospitals.
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Payment of the DSTI Glide Path funding is contingent on a safety net hospital’s approved participation
with a MassHealth ACO (and therefore on their financial accountability for cost and quality). To receive
this funding, a safety net hospital must have a provider arrangement or contract with an ACO that
demonstrates its participation in that ACQO’s efforts, including at a minimum documented participation in
the ACO’s transitional care management and other contractual responsibilities (e.g., data integration), and
financial accountability including the potential for the safety net hospital to share gains from savings and
share responsibility for losses.

This DSTI Glide Path funding will be paid directly to any ACO that has a provider arrangement or contract
with one of these seven DSTI safety net hospitals. The ACO will be required to give the full amount of this
funding to the participating safety net hospitals. The amount of DSTI Glide Path funding will decrease each
year, sustainably transitioning safety net hospitals to lower levels of supplemental support.

4.3 Purpose and Allowable Uses for CP and CSA Funding Sub-Streams

MCOs and ACOs will delegate comprehensive care management responsibility to the BH CP for members
diagnosed with Serious Mental Illness (SMI) and/or Substance Use Disorder (SUD), as well as adult
members who exhibit SMI and SUD, but have not been diagnosed, and who are assigned to the BH CPs.
BH CPs are required to coordinate care for members enrolled with the BH CP across the full healthcare
continuum, including physical and behavioral health, LTSS and social service needs. This section describes
the purpose and allowable uses for the three funding sub-streams for each CP (care coordination,
infrastructure and capacity building and outcome-based payments) and one sub-stream for CSAs
(infrastructure and capacity building):

4.3.1 BH CP Sub-Stream 1: Care Coordination Supports Funding
BH CPs will receive funds under BH CP sub-stream 1 to perform the following functions for assigned
members:

1. Outreaching to and actively engaging members

2. Identifying and facilitating a care team for every engaged member

3. Person-centered treatment planning for every engaged member

4, Coordinating services across the care continuum to ensure that the member is in the right place
for the right services at the right time

5. Supporting transitions between care settings

6. Providing health and wellness coaching

7. Facilitating access and referrals to social services and other community services

4.3.2 BH CP Sub-Stream 2: Infrastructure and Capacity Building Funding

BH CPs will receive funds under BH CP sub-stream 2 to make infrastructure investments to advance their
capabilities to support their member populations and to form partnerships with MCOs and ACOs.
Infrastructure funding for BH CPs will be disbursed across four categories:

1. Technology —e.g., HIT and care management software, IT project management resources, data
analytics capabilities, mobile technology including tablets, laptops and smartphones for CP
staff, service delivery technology such as remote monitoring or electronic medication
dispensers, and reporting software

2. Workforce Development - e.g., recruitment support, training and coaching programs and
certifications

3. Business Startup Costs — e.g., staffing and startup costs to develop full caseloads.

4. Operational Infrastructure — e.g., project management, system change resources and

performance management capabilities, additional operational support.
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4.3.3 BH CP Sub-Stream 3: Outcomes-Based Payments

BH CPs will have the opportunity to earn additional payments under BH CP sub-stream 3 in Budget Periods
3 through 5 by reaching high levels of achievement on avoidable utilization metrics. The State anticipates
setting preliminary performance targets by August 2019 (i.e. BP2) following analysis of claims data for
BP1. The State will then finalize the performance targets for BP3 by August 2020 (i.e. BP3) once the BP2
claims data is available (see Section 5.4.6 for more details). The State will set the performance standards
subject to CMS approval.

4.3.4 LTSS CP Sub-Stream 1: Care Coordination Supports Funding

MCOs and ACOs will have responsibility for conducting the comprehensive assessment for enrollees
assigned to LTSS CPs and other enrollees identified by EOHHS as having LTSS needs, as specified in their
contracts with the State. The LTSS CP will review the results of the comprehensive assessment with a LTSS
assigned member as part of the person-centered LTSS care planning process and will inform the member
about his or her options for specific LTSS services, programs and providers that may meet the member’s
identified LTSS needs. LTSS CPs will receive funds under LTSS CP sub-stream 1 to perform the following
functions for assigned members:

1. Providing disability expertise consultation as requested by MassHealth, the member’s
MassHealth managed care entity, or the member on the comprehensive assessment

2. Providing LTSS care planning using a person-centered approach and choice counseling

3. Participating on the member’s care team to support LTSS care needs decisions and LTSS
integration, as directed by the member

4. Providing LTSS care coordination and support during transitions of care

5. Providing health and wellness coaching

6. Connecting the member to social services and community resources.

The State also intends to allow LTSS CPs to provide optional enhanced functions for members with
complex LTSS needs who would benefit from comprehensive care management provided by a LTSS CP.
The enhanced supports care model will be similar to that of the BH CP, including the performance of a
comprehensive assessment, although adapted to the specific LTSS population to be served, and will include
a PMPM rate reflective of the BH CP model. The State will select LTSS CPs to perform enhanced supports
via a competitive procurement.

4.3.5 LTSS CP Sub-Stream 2: Infrastructure and Capacity Building Funding
LTSS CPs will receive funds under LTSS CP sub-stream 2 to make investments to advance the
organization’s overall capabilities to support its member population and form partnerships with MCOs and
ACOs. Infrastructure funding for LTSS CPs will be disbursed across four categories:

1. Technology — e.g., HIT and care management software, mobile technology including tablets,
laptops and smartphones for CP staff, service delivery technology such as remote monitoring,
electronic medication dispensers and reporting software;

2. Workforce Development - e.g., recruitment support, training and coaching programs and
certifications;

3. Business Startup Costs — e.g., staffing and startup costs to develop full caseload capacities

4. Operational Infrastructure — e.g., IT project management, system change resources, data

analytics capabilities performance management capabilities and additional operational support

4.3.6 LTSS CP Sub-Stream 3: Outcomes-Based Payments

LTSS CPs will have the opportunity to earn additional payments under LTSS CP sub-stream 3 in Budget
Periods 3 through 5 by reaching high levels of achievement on avoidable utilization metrics. The State
anticipates setting preliminary performance targets by August 2019 (i.e. BP2) following analysis of claims
data for BP1. The State will then finalize the performance targets for BP3 by August 2020 (i.e. BP3) once
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the BP2 claims data is available (see Section 5.4.6 for more details). The State will set the performance
standards subject to CMS approval.

4.3.7 CSA Sub-Stream 1: Infrastructure and Capacity Building Funding

CSAs will receive funds under CSA sub-stream 1 to make investments to advance their overall capabilities
to support their member populations and to form partnerships with MCOs and ACOs. Infrastructure funding
for CSAs will be disbursed across three categories:

1. Technology — e.g., HIT and care management software, mobile technology including tablets,
laptops and smartphones for CP staff, service delivery technology such as remote monitoring,
electronic medication dispensers reporting software

2. Workforce Development - e.g., recruitment support, training and coaching programs and
certifications;
3. Operational Infrastructure — e.g., IT project management, system change resources, data

analytics capabilities performance management capabilities and additional operational support
4.4 Payment Calculation and Timing for ACO Sub-Streams

44.1 ACO Sub-Streams 1 & 2: Startup/Ongoing Funding (Primary Care & Discretionary)

Each ACO will receive an amount of Startup/Ongoing funds (combined across sub-streams 1 and 2) for
each Budget Period that is determined by multiplying the number of members enrolled in or attributed to
the ACO by a per member per month (PMPM) amount. The State will determine the number of members.

The State will determine each ACO’s PMPM amount during the Preparation Budget Period and BP 1 — 5
as follows:

e Step 1: The State will set a base rate
e Step 2: The State will increase this rate for each ACO based on the ACO’s safety net category
o The State will calculate each ACO’s payer revenue mix based on the percentage of its gross

patient service revenue that comes from care for MassHealth members or uninsured
individuals

o The State will categorize ACOs into five categories based on their payer revenue mix (each
category has a percentage increase associated with it)

o During the DSRIP program, the State may adjust the safety net PMPM adjustment
methodology as described later in this section

o Step 3: The State will further increase this rate for each ACO based on the ACO’s choice of model

and risk track (each model/risk track combination has a percentage increase associated with it — (as
detailed in Exhibit 8))

Exhibit 6 shows the State’s anticipated average adjusted PMPMs for the ACO Startup/Ongoing sub-
streams, after following the steps described above.

EXHIBIT 6 — Average Adjusted PMPMs for ACO Startup/Ongoing Support

Average Adjusted PMPMs for ACO Startup/Ongoing Support

Prep BP BP 1 BP 2 BP3 BP 4 BP S
$21.43 $19.16 $18.14 $14.24 $9.17 $3.12

Given the potential for variation in anticipated ACO and member participation, these average adjusted
PMPMs represent an estimate, and the State may disburse, on average, PMPM:s that differ from the PMPMs
displayed in Exhibit 6 by up to +/- $6. Individual ACO PMPMs may vary by greater amounts due to the
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adjustments described in this section. If a new ACO joins after BP1, e.g. in BP3, it will have the same BP3
base PMPMs as the existing ACOs and will not be assigned PMPMs differently.

ACOs with a higher percentage of revenue generated from Medicaid and uninsured patient services revenue
will be placed into a higher safety net category, corresponding to a larger percentage PMPM increase. To
determine each ACO’s safety net category, ACOs must submit a payer revenue mix attestation form. The
form contains detailed instructions on how to calculate revenue as well as the types of revenue that ACOs
must provide. For example, the State requires ACOs to include patient health care service revenue from
various categories, which include but are not limited to: (1) MassHealth, inclusive of Medicaid and the
Children’s Health Insurance Plan, (2) Health Safety Net, (3) Medicare, (4) Commercial Health Plans, (5)
Other Government Sources, such as Veterans Affairs and Tricare and (6) Other Revenue Sources, such as
Self-pay and Workers’ Compensation). Using this information, the State will determine the Gross Patient
Service Revenue (GPSR) from MassHealth and uninsured patients and place each ACO in the appropriate
safety net category. See Exhibit 7 for the PMPM adjustment schedule based on safety net category.

EXHIBIT 7 — Safety Net PMPM Adjustment

Safety Net PMPM Adjustment

Safety Net Category 5 4 3 2 1
% PMPM Increase 40% 30% | 20% 10% 0%

As mentioned earlier, the State may also adjust the safety net PMPM adjustment methodology during the
DSRIP program, as follows:

e Startup/ongoing PMPM:s for members attributed to community health centers may receive a higher
safety net PMPM adjustment (e.g., the maximum safety net adjustment of +40%), as described in
Exhibit 7, regardless of the ACO’s safety net category, reflecting the unique safety net status of
these providers

e Under this revised methodology, startup/ongoing PMPMs for members attributed to other PCPs
would receive a PMPM adjustment based on the ACO’s overall safety net category (i.e., unchanged
from current methodology)

The State will also apply a PMPM adjustment each year depending on the ACO’s chosen model and risk
track. This adjustment will be additive with the safety net PMPM adjustment. If an ACO switches models
or risk tracks during the DSRIP period, then its PMPM adjustment will be updated to align with the new
ACO model type. See Exhibit 8 for the PMPM adjustment schedule based on ACO Model and Risk Track.

EXHIBIT 8 — ACO Model and Risk Track PMPM Adjustment

ACO Model PMPM Adjustment

Accountable Primary Care ACO MCO-Contracted ACO
ACD | gy | D o0
Model Plan Risk Track 2  Risk Track I = Risk Track3 = Risk Track 2 R ;Frack
(Model A) (more risk) (Iess risk) (more risk) = (medium risk) (less risk)
‘? PMPM 40% 40% 30% 30% 10% 0%
ncrease

For example, using the standard safety net PMPM adjustment methodology, if the base PMPM rate is $10,
and the ACO is a Primary Care ACO (Risk Track 2) and a safety net category 3 provider, then the adjusted
startup/ongoing PMPM would be $10 * (100% + 40% + 20%) = $16. If the State modifies its safety net
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PMPM adjustment methodology, as described above, and this ACO has 60% of members attributed to
community health centers, then the ACO would have two different PMPMs for the members attributed to
CHCs vs. other PCPs:

e PMPM for members attributed to CHC: $10 * (100% + 40% + 40%) = $18
PMPM for other members: $10 * (100% + 40% + 20%) = $16

The PMPMs would be multiplied by their associated member counts, and the sum of these products would
be the ACO’s startup/ongoing funding amount.

The amount of funding that ACOs will need to allocate for primary care investment will be based on the
following PMPM schedule:

PMPM Schedule for Startup/Ongoing Funds (Primary Care Investment)

Prep Budget | . | gpy | Bp3 | BP4 | BPS
Period

Startup/Ongoing Funds Designated
for Primary Care Investment
($PMPM)

All remaining startup/ongoing support (i.e. “discretionary” startup/ongoing funds) can be distributed
amongst the ACQO’s participating providers, as decided by the ACO. This funding could be used to support
additional primary care investment or assessments for members with identified LTSS needs, among other
things.

Generally speaking, ACO funding sub-streams 1 and 2 will be paid in four quarterly installments for each
Budget Period. The State anticipates these installments will be roughly equal; however, the State may alter
the payment amounts, frequency, and timing in its discretion. For example, the State may pay a reduced
amount for the first quarterly payment, which may be based on preliminary funding amount calculations,
to minimize ACO disruption when funding amounts are finalized and the remaining three payments are
adjusted accordingly. During BP5, payments will be attributed to the first half of the year; as such, these
attributed amounts will be twice the amount as what they would have been if payments had been attributed
throughout the whole BP. For example, if an ACO had $100 total of non-at-risk startup/ongoing funds for
BP5, payments attributed to BP5 would be split between the first two quarters of BP5 ($50 each), as opposed
to $25 attributed across each of the four quarters of BP5.

If an ACQO’s contract with the State is terminated midway through a budget period due to the ACO leaving
the ACO program, then the ACO will not receive new startup/ongoing funds for that budget period.

4.4.2 ACO Sub-Stream 3: Flexible Services Funding

Each ACO will receive an allotment of flexible services funding for each Budget Period, except for the
Preparation Budget Period during which there are no flexible services funds (because ACOs do not yet have
enrolled/attributed members). The allotment will be determined on a PMPM basis, as set forth in Exhibit
9. Details for how ACOs will be able to access their Flexible Services funding allotments can be found in
the Flexible Services Protocol. The State may redistribute any undisbursed flexible services funding among
the other DSRIP funding streams at the State’s discretion, following the same parameters as described in
Section 5.1.3 for redistribution of funding not distributed to ACOs, CPs, and CSAs. Any such
redistributions would be reported to CMS in the State's quarterly progress reports.

The PMPMs for flexible services allotments are set forth in Exhibit 9. The State may vary these PMPMs in
its discretion without obtaining CMS approval. If an ACO’s contract with the State is terminated midway
through a budget period due to the ACO leaving the ACO program, then the State at its discretion may
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provide new flexible services funding to the leaving ACO. If the State decides to provide new flexible
services funding to the leaving ACO, then different flexible services base PMPM rates may be used for the
leaving ACO and ACOs staying in the program.

EXHIBIT 9 — PMPMs for Flexible Services

PMPMs for Flexible Services

Prep BP BP 1 BP 2 BP 3 BP 4 BP 5
$0.00 $3.75 $3.25 $2.75 $2.25 $2.25

4.4.3 ACO Sub-Stream 4: DSTI Glide Path Funding
The amount of DSTI glide path funding the State will pay to each safety net hospital is detailed in Exhibit
10 below.

EXHIBIT 10 — DSTI Glide Path Funding by State Fiscal Year ($ Millions)

Hospital Provider SFY18 SFY19 SFY20 SFY 21 SFY 22 Total

Boston Medical Center $23.74M | $13.53M @ $10.10M = $7.82M = $6.30M | $61.49M
Cambridge Health Alliance $12.07M = $8.45M = $6.36M @ $4.09M = $3.00M | $33.99M
Holyoke Medical Center $2.67M | $1.58M | $1.22M | $0.99M | $0.63M | $7.09M
Lawrence General Hospital $0.58M | $0.34M | $0.26M | $0.20M | $0.43M @ $1.81M
Mercy Medical Center $1.18M $0.6OM $0.53M $0.13M $0.00M $2.54M
Ef;f‘itt‘ﬁe Healthcare Brockton o) ounr | 061M | $047M | $037M | $0.08M | $2.56M
Steward Carney Hospital $1.80M | $1.00M | $0.81M | $0.30M | $0.05M | $3.96M

These hospitals will only receive DSTI glide path funding through DSRIP if they participate in a
MassHealth ACO, where participation means that the DSTI hospital has a provider arrangement or contract
with the ACO that involves financial accountability, including the potential for the safety net hospital to
share gains from savings and share responsibility for losses. For the purposes of this glide path funding, a
DSTI hospital can only have a provider arrangement or contract with one ACO. This funding is not PMPM-
based, but was developed to establish a glide path from current safety net care pool (SNCP) supplemental
payments to reduced SNCP payments

This glide path funding needs to be converted from the state fiscal year framework to the Budget Period
framework in order to align with the at-risk schedule described in Exhibit 20. Funds for the 6 month
Preparation Budget Period for each DSTI hospital will be equal to half of the hospital’s glide path payments
in SFY18. Budget Period 1 funds for each DSTI hospital will be equal to the sum of half of the hospital’s
glide path payments in SFY18 and SFY19. Budget Periods 2 through 4 for each DSTI hospital will be
sourced by the same funding pattern as Budget Period 1. Budget Period 5 funds for each DSTT hospital will
be equal to half of the hospital’s glide path payments in SFY22. See Exhibit 11 for a table displaying the
DSTI glide path funding by Budget Period.
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EXHIBIT 11 — DSTI Glide Path Funding by Budget Period g$ Millions)

Hospital Provider Prep BP BP1 BP 2 BP 3 BP4 BPS Total

Boston Medical Center $11.87M @ §$18.64M @ §$11.81M = $896M = $7.06M | $3.15M | $61.49M
Cambridge Health Alliance $6.04M | $10.27M | $7.41M $5.23M $3.55M $1.50M | $33.99M
Holyoke Medical Center $1.33M | $2.12M | $1.40M | $1.11M | $0.81M | $0.32M | $7.09M
Lawrence General Hospital $0.29M | $0.46M | $0.30M | $0.23M | $0.32M | $0.21M | $1.81M
Mercy Medical Center $0.59M | $0.93M | $0.61M | $0.33M | $0.07M | $0.00M | $2.54M
Is_llfglfitt‘ie Healtheare Brockion ¢ )01 | s0.82M | $0.54M | $042M | $S022M | $0.04M | $2.56M

Steward Carney Hospital $0.90M | $1.40M | $0.91M | $0.56M | $0.18M | $0.03M | $3.96M

Generally speaking, DSTI glide path funding will be paid in four quarterly installments for each Budget
Period. The State anticipates these installments will be roughly equal;, however, the State may alter the
payment amounts, frequency, and timing in its discretion. During BP5, payments will be attributed to the
first half of the year; as such, these attributed amounts will be twice the amount as what they would have
been if payments had been attributed throughout the whole BP. For example, if an ACO had $100 total of
non-at-risk DSTI glide path funds for BP5, payments attributed to BP5 would be split between the first two
quarters of BP5 ($50 each), as opposed to $25 attributed across each of the four quarters of BPS.

If a DSTT hospital has an affiliated provider arrangement or contract with an ACO whose contract with the
State ends midway through a budget period due to the ACO leaving the ACO program, and the DSTI
hospital does not enter into a contract or other arrangement with a different ACO and bear risk through
ACO participation for the remainder of the budget period, then that DSTI hospital will not receive DSTI
Glide Path Funding for the entirety of that budget period. If the DSTI hospital enters into a contract or
other arrangement with a different ACO and bears risk through ACO participation, then the leaving ACO
will receive half of the non-at-risk DSTI Glide Path funding to pay to the DSTI hospital during the first half
of the budget period, as well as the earned at-risk funding that is tied to the first half of the budget period
once the ACO DSRIP accountability scores are calculated. Once the DSTI hospital joins a new ACO, it
may receive the remainder of its DSTI glide path funding for that budget period. The ACO DSRIP
accountability scores (see Section 5.3) used to calculate the amount of at-risk DSTI glide path funding
earned for the first and second halves of the year in which the ACO leaves will be the scores earned by the
DSTI hospital’s original and new ACOs in that budget period, respectively.

4.4.4 Detail on calculating member-months

Each ACO will be accountable for a defined population of members. Because ACOs’ responsibilities scale
with their populations, the State will use the size of this population to determine the amount of
Startup/Ongoing funding and the Flexible Services allotment for each ACO. For Partnership Plans and
Primary Care ACOs, the number of members is simply the number of members enrolled in each ACO.
Eligible MassHealth members will either choose to enroll or be assigned to these ACOs. MassHealth
records members’ enrollments in the agency’s MMIS system and Data Warehouse. The State will tally a
count of members enrolled in each ACO based on this record; this count will be multiplied by the DSRIP
PMPM values to calculate the payment amounts per ACO.

For MCO-Administered ACOs, the State will use the number of members attributed to each ACO for the
purposes of cost and quality accountability. These attributed members are the subset of MassHealth MCO
enrollees who have primary care assignments in their MCOs to PCPs who participate in MCO-
Administered ACOs. Massachusetts will know who these Participating PCPs are for each MCO-
Administered ACO, and will record this information in its Data Warehouse. Each MCO will report to the
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State on a regular basis the primary care assignments for the MCO’s enrollees. The State will use this
information to determine the number of MCO enrollees who have primary care assignments to each MCO-
Administered ACO; this number will be multiplied by the DSRIP PMPM values to calculate the payment
amounts per MCO-Administered ACO.

The State may use a point-in-time (“snapshot”) count of members for each ACO, or may calculate the
average members each ACO has over a particular period (e.g., the most recent quarter) in order to ensure
DSRIP payment calculations are robust to temporary fluctuations in member enrollments. Once
Massachusetts has selected ACOs and is able to perform more analytics on historical ACO-level member
enrollment movement, Massachusetts intends to finalize such operational details of this calculation.

4.5 Payment Calculation and Timing for CP and CSA Sub-Streams

4.5.1 BH CP Sub-Stream 1: Care Coordination Supports Funding

The State will pay each BH CP a PMPM rate for care coordination supports for each member assigned to
and engaged with the BH CP during the month. The PMPM rate has been developed to account, in part,
based on the staff required to support the BH CP model, including the need for Registered Nurses, licensed
clinicians, and access to a medical director for the performance of supports such as comprehensive
assessments and medication reconciliation, as well as community health workers, health outreach workers,
peer specialists and recovery coaches for the SMI and/or SUD population. Caseloads for each BH CP are
expected to be between 35-50 engaged enrollees per FTE. The rate is anticipated to be $180 PMPM. The
State anticipates that the rate will remain constant for the first two years of the program, at which time the
State plans to evaluate the program and revisit the PMPM rate. The State may vary the amount of the PMPM
in its discretion at any time during the demonstration.

The State will pay the PMPM rate to the BH CP for each month in which the BH CP performs and
documents a qualifying activity, beginning in the month when the member is assigned to the BH CP. If the
BH CP does not perform any qualifying activities during a month, it will not be paid for that month. A BH
CP will be paid for outreach only during the first 90 days of a member’s assignment to the BH CP if outreach
is attempted and documented during that 90-day period. For members assigned to a BH CP between July
1,2018 and October 31, 2018, inclusive, the BH CP may be paid for qualifying activities other than outreach
during the first 10 months of a member’s assignment. After the first 10 months of assignment, the State will
not make payments to a BH CP for qualifying activities performed for a member, unless that member is
engaged. For members assigned to a BH CP beginning November 1, 2018, the BH CP may be paid for
qualifying activities other than outreach during the first 150 days of a member’s assignment. After the first
150 days of assignment, the State will not make payments to the BH CP for any qualifying activities
performed for a member, unless that member is engaged. A member is considered engaged with the BH
CP when a comprehensive assessment is completed and care plan is approved by the member’s PCP or PCP
designee. The PCP may designate appropriate MCO or ACO clinical staff as the PCP designee. The BH
CP must coordinate with the member’s PCP or PCP designee, as appropriate, in performing qualifying
activities, such as to support or review medication reconciliation for the member, including during the first
10 months of assignment. The State will report to CMS in its quarterly and annual reports the BH CP
engagement rates, as data are available.

Example payment calculation with PMPM of $160:
Example payment amount for one month = (Total number of members assigned but not engaged + total
number of members engaged)*$160

4.5.2 BH CP Sub-Stream 2: Infrastructure and Capacity Building Funding

Each BH CP will receive an initial amount of infrastructure and capacity building funds during the
Preparation Budget Period. BH CPs will propose allocation of funds across the four categories listed in
section 4.3.2 in their Preparation Budget Period Budgets and Budget Narratives. The State anticipates
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disbursing up to $500,000 to each BH CP for initial infrastructure funding. The State may adjust the amount
of the Preparation Budget Period funds disbursed to BH CPs in its discretion.

For Budget Period 1, BH CPs will receive infrastructure funds based on the anticipated number of engaged
members, as determined by the State. For Budget Period 2 through 5, BH CPs will receive infrastructure
funds based on the number of enrolled members (both assigned and engaged), as determined by the State.
Exhibit 12 sets forth the anticipated PMPM schedule for BH CP infrastructure and capacity building
funding. The State anticipates making infrastructure payments on a bi-annual basis, except during BP1 and
BPS5. During BP1, the State anticipates making only one payment to BH CPs and CSAs. During BPS,
payments will be attributed to the first half; as such, the attributed amount will be twice the amount as what
each bi-annual payment would have been if payments had been attributed throughout the whole BP. For
example, if a CP had $100 total of non-at-risk infrastructure and capacity building funding for BPS5, the
total payment would be attributed to the first half of BP5.

EXHIBIT 12 — Anticipated Schedule for BH CP for Infrastructure and Capacity Building (PMPM)

BH CP Infrastructure and Capacity Building PMPMs

BP1 BP 2 BP 3 BP 4 BP 5
$35.00 - $45.00 $25.00 - $35.00 $15.00 - $25.00 $10.00 - $20.00 $5.00 - $15.00

The State may vary the amount of the infrastructure PMPMs in its discretion.

As part of the Budget and Budget Narratives, BH CPs will indicate how they intend to use the infrastructure
funding for amounts up to a maximum amount of possible funding (i.e., the CP’s PMPM multiplied by the
number of members engaged). The State may approve a lower amount based on its review of the Budgets
and Budget Narratives.

For example, for a BH CP with 1,000 engaged members with a PMPM of $40.00:
Maximum amount of Budget Period 1 Infrastructure Funds = $40.00*12*1000 = $480,000

4.5.3 BH CP Sub-Stream 3: Outcomes-Based Payments

Starting in Budget Period 3, the State will designate an annual pool of funding to award to high performing
BH CPs based on metrics related to avoidable utilization (see section 5.4.4). The State anticipates this pool
be approximately $1M annually, but may vary this amount in its discretion. The State will set the
achievement standards following analysis of baseline data from Performance Year 1 and Performance Year
2, subject to CMS approval. The total bonus the State allots yearly will be divided amongst the CPs that
meet or exceed the achievement standards based on the number of members engaged with each CP relative
to the number of total member engaged with all CPs that achieved the standard. The State will not require
CPs to submit budgets for Outcomes Based Payments.

For example: five BH CPs, who collectively engaged with 7000 members, meet or exceed the achievement
standard. With an annual outcomes based payment pool of $1M, a CP who engaged with 1,200 of the 7,000
members would be eligible for 17.14% of the pool or $171,400.

4.5.4 LTSS CP Sub-Stream 1: Care Coordination Supports Funding

The State will pay each LTSS CP a PMPM rate for care coordination supports for each member assigned
to and engaged with the LTSS CP during the month. The PMPM rate has been developed, in part, based on
the staff required to support the LTSS CP model, including the need for care coordinators with appropriate
supervision at sufficient staffing levels to perform LTSS CP supports. Caseloads for LTSS CPs are expected
to be between 70-100 engaged enrollees per FTE. The rate is anticipated to be $80 PMPM for each member
assigned and engaged with the LTSS CPs during the month. The State will set an additional PMPM for
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enhanced LTSS CP functions and anticipates caseload for enhanced LTSS CP supports to be 35-50 engaged
enrollees. The State may vary the amount of the PMPMs in its discretion at any time during the
demonstration.

The State will pay the PMPM rate to the LTSS CP for each month in which the LTSS CP performs and
documents a qualifying activity, beginning in the month when the member is assigned to the LTSS CP. If
the LTSS CP does not perform any qualifying activities during a month, it will not be paid for that
month. An LTSS CP will be paid for outreach only during the first 90 days of a member’s assignment to
the LTSS CP if outreach is attempted and documented during that 90-day period. For members assigned
to an LTSS CP between July 1, 2018 and October 31, 2018, inclusive, the LTSS CP may be paid for
qualifying activities other than outreach during the first 10 months of a member’s assignment. After the
first 10 months of assignment, the State will not make payments to an LTSS CP for qualifying activities
performed for a member, unless that member is engaged. For members assigned to an LTSS CP beginning
November 1, 2018, the LTSS CP may be paid for qualifying activities other than outreach during the first
150 days of a member’s assignment. After the first 150 days of assignment, the State will not make
payments to the LTSS CP for any qualifying activities performed for a member, unless that member is
engaged. A member is considered engaged with the LTSS CP when the person-centered care plan is
approved by the member’s PCP or PCP designee. The PCP may designate appropriate MCO or ACO
clinical staff as the PCP designee. The LTSS CP must coordinate with the member’s PCP or PCP designee,
as appropriate, in performing qualifying activities, including during the first 10 months of assignment. The
State will report to CMS in its quarterly and annual reports the LTSS CP engagement rates, as data are
available.

Example payment calculation with PMPM of $80:
Example payment amount for one month = (Total number of members assigned but not engaged + total
number of members engaged)*$80

4.5.5 LTSS CP Sub-Stream 2: Infrastructure and Capacity Building Funding

Each LTSS CP will receive an initial amount of infrastructure and capacity building funds during the
Preparation Budget Period. LTSS CPs will propose allocation of funds across the four categories listed in
section 4.3.2 in their Preparation Budget Period Budgets and Budget Narratives. The State anticipates
disbursing up to $500,000 to each LTSS CP for initial infrastructure funding. The State has the discretion
to adjust the amount of the Preparation Budget Period funds disbursed to LTSS CPs without obtaining CMS
approval.

For Budget Period 1, LTSS CPs will receive infrastructure funds based on the anticipated number of
members engaged, as determined by the State. For Budget Period 2 through 5, LTSS CPs will receive
infrastructure funds based on the number of enrolled members (both assigned and engaged), as determined
by the State. The State anticipates making infrastructure payments on a bi-annual basis, except during BP1
and BP5. During BP1, the State anticipates making only one payment to LTSS CPs. During BPS5, payments
will be attributed to the first half; as such, the attributed amount will be twice the amount as what each bi-
annual payment would have been if payments had been attributed throughout the whole BP. For example,
if a CP had $100 total of non-at-risk infrastructure and capacity building funding for BP5, the total payment
would be attributed to the first half of BP5.

EXHIBIT 13 — Anticipated Schedule for LTSS CP for Infrastructure and Capacity Building (PMPM)

LTSS CP Infrastructure and Capacity Building PMPMs

BP 1 BP 2 BP 3 BP 4 BP 5
$30.00 - $40.00 $20.00 - $30.00 $10.00 - $20.00 $8.00 - $18.00 $5.00 - $15.00
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The final PMPM will vary based on actual overall enrollment in CPs. The State may vary the amount for
the PMPM without CMS approval.

CPs will submit Budgets and Budget Narratives for approval for amounts up to a maximum amount of
PMPM * number of members engaged. The State will review and revise budgets as appropriate.

For example, for a LTSS CP with 1,000 engaged members with a PMPM of $35.00:
The maximum amount of Budget Period 1 Infrastructure Funds = $35.00*12*1000 = $420,000

The State may approve a lower amount based on its review of the Budget and Budget Narrative, without
CMS approval.

4.5.6 LTSS CP Sub-Stream 3: Outcomes-Based Payments

Starting in Budget Period 3, the State will designate an annual pool of funding (anticipated to be
approximately $500,000 annually) to award to high performing LTSS CPs based on metrics related to
avoidable utilization (see section 5.4.4). The State will set the achievement standards following analysis of
baseline data from Performance Year 1 and Performance Year 2, subject to CMS approval. Total bonus
allotted yearly will be divided amongst the CPs that meet or exceed the achievement standards based on
the number of members engaged with each CP relative to the number of total member engaged with all CPs
that achieved the standard. The State will not require CPs to submit budgets for Outcomes Based Payments.

For example: four LTSS CPs, collectively engaged with 5,000 members, meet or exceed achieved the
achievement standard. With an annual outcomes based payment pool of $500,000, a CP who engaged with
800 of the 5,000 members would be eligible for 16% of the pool or $80,000.

4.5.7 CSA Sub-Stream 1: Infrastructure and Capacity Building Funding

CSAs will receive an initial amount of infrastructure and capacity building funds during the Preparation
Budget Period of between $75,000 and $350,000. The State will categorize CSAs based on the number of
members they serve and the number of CSA contracts held and will advise CSA of their budget for the
Preparation Budget Period. CSAs will propose allocation of funds across the three infrastructure categories
listed in section 4.3.7 in their Preparation Budgets and Budget Narratives. The State will then disburse
initial infrastructure funding to CSAs based on the approved budget. The State may adjust the amount of
the Preparation Budget Period funds disbursed to CSAs in its discretion.

Exhibit 14 sets forth the anticipated PMPM schedule for CSA infrastructure and capacity building funding.
The State may vary the infrastructure PMPM amount in its discretion.

EXHIBIT 14 — Anticipated Schedule for CSAs for Infrastructure and Capacity Building (PMPM)

CSA Infrastructure and Capacity Building PMPMs

BP1 BP 2 BP3 BP 4 BP 5
$35.00 - $45.00 $25.00 - $35.00 $15.00 - $25.00 $10.00 - $20.00 $5.00 - $15.00

The State anticipates making infrastructure payments on a bi-annual basis, except during BP1 and BPS5.
During BP1, the State anticipates making only one payment to CSAs. During BP5, payments will be
attributed to the first half; as such, the attributed amount will be twice the amount as what each bi-annual
payment would have been if payments had been attributed throughout the whole BP. For example, if a CSA
had $100 total of non-at-risk infrastructure and capacity building funding for BP5, the total payment would
be attributed to the first half of BPS5.

4.6 Statewide Investments Funding Determination Methodology

The DSRIP Statewide Investment funding stream may be utilized by the State to fund the following
initiatives: (1) Student Loan Repayment Program, (2) Primary Care Integration Models and Retention, (3)
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Investments in Primary Care Residency Training, (4) Workforce Development Grant Program, (5)
Technical Assistance, (6) Alternative Payment Methods Preparation Fund, (7) Enhanced Diversionary
Behavioral Health Activities and (8) Improved Accessibility for People with Disabilities or for Whom
English Is Not a Primary Language. Exhibit 15 shows the anticipated funding breakdown for each initiative
by demonstration year.

EXHIBIT 15 — Statewide Investments Funding Breakdown
Statewide Investments Y1 Y2 Y3 Y4 Y5 Total

Student Loan Repayment Program $3.9M  $55M  $32M  $3.5M | $2.3M $18.4M
Primary Care Integration Models and Retention $1.7M  $19M  $1.5M §1.2M | S1.OM $7.3M
Investment in Primary Care Residency Training $0.2M = $1.IM @ $2M  $2.1M | $2.4M $8.4M
Workforce Development Grant Program $1.7M $2.9M $.8M $4.1M $2.4M $11.9M
Technical Assistance for ACOs and CPs $10.3M  $10.6M  $5.6M  $11.3M  $6.2M $44.0M
Alternative Payment Methodology Preparation Funds =~ $22M = $0.0M = $0.0M = $8.5M = S§$1.2M $11.9M
Enhanced Diversionary Behavioral Health Activities $1.3M  $0.0M = $0.0M = $19M = $0.0M $3.2M
Improved Accessibility for Members with Disabilities

or for Whom English Is Not a Primary Language $0.3M $2.4M $.5M $4.7M $2.0M $9.9M
Total $21.6M  $244M  $142M  $37.3M  §$17.4M $114.8M

*Displayed numbers are rounded; therefore, totals and updated expenditure authority numbers may not add up
exactly

The State may shift funding among and within the eight Statewide Investment initiatives at its discretion,
such that the funding totals for each initiative identified in Exhibit 15 and in initiative descriptions in
Appendix B may change. The State must obtain CMS approval for any funding shifts within a
demonstration year from one investment to another if the shifted amount is (1) greater than 15% of the
original funding amount for the investment contributing the shifted amount or (2) if the shifted amount is
greater than $1M, whichever is greater. Otherwise, the State will notify CMS of any funding shifts in its
quarterly reports.

Sections 4.6.1 — 4.6.8 discuss the general nature and funding methodology of each Statewide Investment
initiative, including which entities or providers will be eligible to apply for DSRIP funds. Appendix B
provides additional details on each initiative.

4.6.1 Student Loan Repayment Program

The student loan repayment program will repay a portion of awardees’ student loans in exchange for a
minimum of an 18 month commitment to work in a community setting. Applicants may either be individual
providers working at community mental health centers, or the centers themselves. The program will offer
a specified amount of funding in each recipient category per year. Provider applicants may be eligible for
different amounts of loan repayment based on their discipline and credentialing level. For providers selected
to receive awards, the State will pay their student loan servicer directly. The anticipated provider categories
and maximum award amounts are as follows:

e Primary Care Physician — Each awardee is eligible for up to $50K in total student loan repayments

e Psychiatrists and psychologists — Each awardee is eligible for up to $50K in total student loan
repayments

e Advance Practice Registered Nurses, Physician Assistants and Nurse Practitioners — Each awardee
is eligible for up to $30K in total student loan repayments

e Licensed Social Workers, Licensed Behavioral Health Professionals, and Masters-Prepared
Unlicensed Social Workers and Behavioral Health Professionals — Each awardee is eligible for up
to $30K in total student loan repayments

37



o Among other eligibility requirements determined by the State, Master-Prepared Unlicensed
Social Workers and Behavioral Health Professionals must expect to obtain their license
within twelve months from application submission.

o Behavioral Health Professionals (community health workers, peer specialists, recovery support
specialists — Each awardee is eligible for up to $20K in total student loan repayments

The State may vary the provider categories and award amounts in its discretion. The State may also develop
enhancements to the student loan repayment program, such as learning collaboratives that engage distinct
cohorts of student loan repayment recipients, which provide additional training and mentorship for
providers and deepen their commitment to careers in community settings. The State will define application
criteria and eligibility, and then select awardees through a competitive process that will allow the State to
evaluate the applicants relative to the criteria established.

4.6.2 Primary Care Integration Models and Retention

The investment in primary care integration models and retention will support a grant program to community
health centers (CHCs), community mental health centers, and entities participating in CPs and CSAs that
allows primary care and behavioral health providers to design and carry out one-year projects related to
accountable care. The State will define application criteria and eligibility, and will select awardees through
a competitive process that will allow the State to evaluate the proposed projects for scope, impact,
feasibility, cost and need, among other factors. The State anticipates that awardees will receive up to $40K
per project but the amount of funding may vary by project, as determined by the State. The CHC, CMHC,
or entity participating in a CP or CSA will be the primary applicant with a primary care or behavioral health
provider as a partner. The State will disburse funds directly to the CHC, CMHC, or entity participating in
a CP or CSA.

4.6.3 Investment in Primary Care Residency Training

The investment in primary care residency training will help offset hospital and community health center
costs of filling community health center (CHCs) and community mental health center (CMHC) residency
slots. The State will fund hospitals, community health centers, and community mental health centers that
are selected for awards. Hospitals and CHCs/CHMCs will apply jointly for the award in the case of PCPs.
The State anticipates that funding will vary based on the resident’s discipline as follows:

e Primary Care Provider (PCP) — For each PCP residency slot filled, the State will pay the community
health center or community mental health center up to $150K and the hospital up to $20K for a
total of up to $170K for each year of residency.

e Nurse Practitioner (NP) — For each NP residency slot filled, the State will pay the community health
center or community mental health center up to $85K for each year of residency.

The State will define application criteria and eligibility, and then select awardees through a competitive
process that allows the State to evaluate the applications relative to the criteria established.

4.6.4 Workforce Development Grant Program

The workforce development grant program will support a range of activities to increase and enhance the
State’s healthcare workforce capacity (e.g., creation or support for workforce training programs, help
providers to attend educational events, help ACOs/CPs/CSAs develop programs (one-on-one and group),
outreach to potential workforce). The State will administer the funded activities with internal staffing
resources, or designees determined through competitive procurements, interagency service agreements
(ISAs) or other means. The State will determine the funding amounts for various activities within this
initiative based on project scope, impact, feasibility, cost and need, among other criteria.
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4.6.5 Technical Assistance for ACOs, CPs and CSAs

The technical assistance (TA) program aims to provide ACOs, CPs and CSAs with the training and
expertise necessary to implement evidence-based interventions that meet the needs of the new healthcare
landscape. For entities that apply and are awarded funding, the State will pay their TA vendor(s) directly.
The State will also use this TA funding to invest in resources to ensure the long-term sustainability of the
TA provided to eligible recipients.

Recipients may be required to contribute a certain percentage (e.g., up to 30 percent) of the overall TA
costs, which will create an incentive for the recipient to work diligently with the TA vendors and the State
to effect change.

TA funding may be allocated to ACOs, CPs and CSAs on a PMPM basis, or based on other factors, such
as experience with alternative payment methodologies, or the number of entities receiving TA funding. If
the State decides to allocate TA funding based on PMPM amount, the State could set the PMPM amount
and may vary the amount in its discretion, for example, based on enrollment or TA applicant volume. The
TA funding amount will represent a funding cap; i.e., the State will not award more than this amount to a
recipient, but may ultimately pay less than the full TA funding allocation if the recipient’s TA costs are
lower than anticipated. The State may redistribute or reallocate unused TA funding in its discretion. If the
overall cost of TA exceeds the TA funding allocation and recipient contribution combined, the recipient
will be responsible for covering the excess cost. For example, if an ACO is required to pay 30% of the
overall TA cost and is allocated $700,000 in TA funding:

e ACO could propose TA plan costing $1,000,000
o ACO pays $300,000 and the State pays $700,000
e ACO could propose TA plan costing $1,100,000
o ACO pays $400,000 and the State pays $700,000
e ACO could propose TA plan costing $900,000
o ACO pays $270,000 and the State pays $630,000
o State may redistribute or reallocate remaining $70,000 funding at its discretion

In order to receive TA funds, applicants must submit a detailed TA plan that explains how funding will be
used and demonstrates that funding is not duplicative of TA efforts supported by other funding sources
(e.g., federal, state, private). The State will evaluate the proposed plans for scope, impact, feasibility, cost
and need, among other factors prior to approval.

4.6.6 Alternative Payment Methods (APM) Preparation Fund

The APM preparation fund will support providers who are not yet ready to participate in an APM but
demonstrate interest in and intent to participate in the near future. The State will define application criteria
and eligibility, and will select awardees through a competitive process that will allow the State to evaluate
the proposed projects for scope, impact, feasibility, cost and need, among other factors. The State will
determine the funding amounts based on its evaluation of successful applications. The APM
preparation fund may also be used to raise awareness about APM among providers not yet engaged in a
MassHealth ACO, CP, or CSA.

4.6.7 Enhanced Diversionary Behavioral Health Activities
The investment in enhanced diversionary behavioral health activities will support the implementation of
strategies to ensure members with behavioral health needs receive care in the most appropriate, least
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restrictive settings. The State will consider a broad spectrum of strategies for investment (e.g., technological
solutions to facilitate providers’ access to patients’ medical histories upon arrival to the ED, data collection
and analysis platforms, etc.).

The State will administer the funded activities with internal staffing resources, or designees determined
through competitive procurements, interagency service agreements (ISAs) or other means. The State will
determine the funding amounts for various activities within this initiative based on project scope, impact,
feasibility, cost and need, among other criteria.

4.6.8 Improved Accessibility for People with Disabilities or for whom English is not a
Primary Language

This investment will fund programs to support providers in the acquisition of equipment, resources and

expertise that meet the needs of people with disabilities or for whom English is not a primary language.

The State will consider a broad spectrum of strategies for investments (e.g., funding for purchasing items

necessary to increase accessibility for members, accessible communication assistance and development of

educational materials for providers and members).

The State will administer the funded activities with internal staffing resources, or designees determined
through competitive procurements, interagency service agreements (ISAs) or other means. The State will
determine the funding amounts for various activities within this initiative based on project scope, impact,
feasibility, cost and need, among other criteria.

4.7 DSRIP Carry Forward

Given that a significant portion of DSRIP funds will be disbursed on a PMPM basis, lower than anticipated
member participation in the ACO or CP programs may lead to lower actual expenditures in a given DSRIP
year. Therefore, the State may carry forward prior year DSRIP expenditure authority from one year to the
next for reasons related to member participation fluctuations. This carry forward authority will extend to
the following funding streams; as these areas are directly related to and impacted by member participation
fluctuation.

- All ACO funding streams

- All CP funding streams

- Statewide Investments: technical assistance and workforce development grant programs
- State operations/implementation

The State may carry forward the DY2 and DY3 funding for the APM Preparation Fund and the Enhanced
Diversionary Behavioral Health Activities Program, and the DY3 funding for the technical assistance
program, workforce development grant program, and the Improved Accessibility for Members with
Disabilities or for Whom English Is Not a Primary Language statewide investment into DY4 without
counting against the carryforward 15% benchmark described in STC 60(d)(ii).

The State does not have carry forward authority for other funding streams within statewide investments.

Per STC 60(d)(ii), if the expenditure authority carried forward from one year to another is more than 15%
of the prior year’s expenditure authority as set forth in Exhibit 1, then the State will submit a request to
carry forward the expenditure authority for review and approval by CMS. Flexible Services funding will
not be included in expenditure authority carry forward calculations. CMS will respond to the State’s request
within 60 business days. If approved, the State will provide an updated funding allocation table to CMS in
the next quarterly progress report to CMS. If the carry forward amount is less than or equal to 15% of the
prior year’s expenditure authority, then the State will provide an updated funding allocation table to CMS
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in the next quarterly progress report to CMS. The State must ensure that carry over does not result in the
amount of DSRIP expenditure authority for DSRIP Year 5 being greater than the amount for DSRIP Year
4. Flexible Services funding will not be counted in either the DSRIP Year 4 or DSRIP Year 5 expenditure
authority amounts for the purposes of this comparison.

Section 5. DSRIP Accountability Framework (State Accountability to CMS;
ACO, CP and CSA Accountability to State)

5.1 Overview

The State has structured an accountability framework for its DSRIP program, under which the State is
accountable to CMS for the State’s achievement of delivery system reform goals. The State’s failure to
achieve the standards set for these goals may result in the loss of DSRIP expenditure authority according
to the at-risk schedule set forth in STC 71(b). Any lost expenditure authority will result in parallel reduced
DSRIP expenditures by the State. If the State experiences reduced expenditure authority from CMS, the
State has discretion to determine whether and to what extent to reduce any of the four funding streams to
best meet the State’s programmatic needs while adhering to the State’s DSRIP expenditure authority.

Separately, to maximize incentives for delivery system reform, ACOs, CPs and CSAs that receive DSRIP
funds are each accountable to the State for their individual performance. An ACO’s, CP’s or CSA’s failure
to achieve the individual accountability standards set by the State may result in the ACO, CP or CSA
receiving less DSRIP funding from the state. Any reduction in DSRIP funding experienced by an individual
ACO, CP or CSA will not necessarily impact the State’s overall DSRIP expenditure authority under the
demonstration.

Exhibit 16 below illustrates the State’s accountability to CMS, and also illustrates ACOs’, CPs’ and CSAs’
accountability to the State and how these two accountability mechanisms interact.

This section will describe each step of these accountability mechanisms as follows:

e Section 5.1: provides an overview of DSRIP Accountability Framework for the State to CMS and
ACOs, CPs and CSAs to the State

e Section 5.2: provides detail on State Accountability to CMS

e Section 5.3: provides detail on accountability framework and performance based payments for
ACOs

e Section 5.4: provides detail on accountability framework and performance based payments for CPs
and CSAs

e Section 5.5: outlines reporting requirements for ACOs, CPs and CSAs
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EXHIBIT 16 — Process Flow for State Accountability to CMS and Accountability of ACOs, CPs, and CSAs
to the State

State accountability to CMS is State holds ACOs, CPs and CSAs
assessed individually accountable
State State ACOs, CPs and ACOs, CPs and
expenditure expenditure CSAs receive CSAs receive
authority is authority is not reduced DSRIP their full DSRIP
reduced reduced payments payments

Sta}te may State pays ACOs, CPs
redistribute and CSAs full amounts,

ACO+CP+ €= = = = =— uses full expenditure
CSA forfeited

I
authority
funds I
v \4

IfACO + CP+ CSA  The State...

l ; ¢

reductions...

> state authority May redistribute the excess ACO + CP +
reduction CSA reductions

= state authority Holds each ACO, CP and CSA accountable,
reduction makes other DSRIP payments as normal

< state authority Holds each ACO, CP and CSA accountable,
reduction reduces DSRIP payments at discretion

5.1.1 State Accountability to CMS

EXHIBIT 17 — Process Flow for State Accountability to CMS
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A portion of the State’s DSRIP expenditure authority will be at-risk based on the State’s DSRIP
Accountability Score according to the schedule set forth in STC 71(b). The portion of the State’s DSRIP
expenditure authority that is at-risk will follow the same at-risk Budget Period structure as for the ACOs,
CPs and CSAs.

The Preparation Budget Period and BP1 will not have any at-risk expenditure authority. BP 2 has at-risk
expenditure authority, and the State anticipates that its Accountability Score will not be determined until
the second quarter of BP4 at the earliest. Thus, the State anticipates that any reduced expenditure authority
may be reflected in the State’s reduction of DSRIP payments during BP 5. As an example, if the State’
Accountability Score for BP 2 is 70%, then the State will lose the remaining 30% of its $20.625M of BP 2
at-risk expenditure authority (i.e., $6.1875M). The State may reflect this by subtracting up to $6.1875M
from its anticipated $112M BP 5 DSRIP expenditure authority.

The State may also satisfy any reductions in DSRIP expenditure authority through retroactive recoupments
from recipients of DSRIP funds, or through the State paying CMS back for any Federal Financial
Participation the State retroactively owes for such reductions. For example, for Budget Periods 4 and 5, the
State anticipates that there will be no upcoming Budget Periods for which to reduce DSRIP expenditures
by the time the Accountability Scores for these Budget Periods are calculated; the State may therefore
satisfy any reductions in DSRIP expenditure authority for these Budget Periods through such recoupments,
through paying CMS back, or through identifying other cost savings in the DSRIP program, such as in the
statewide investments or implementation/oversight funding streams.
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If the State decides to recoup funding from ACOs or CPs, then it will first distribute the recoupment
amounts among the ACOs and CPs as a class. One potential approach for this initial distribution is to
divide the recoupment amount according to the 5-year DSRIP expenditure authority for the ACO and CP
funding streams, as detailed in Table G of the STCs (i.e., ACOs: $1,065.6M, or 66.1%; CPs: $546.6M, or
33.9%). To determine how much funding is recouped from individual ACOs, the State may take each
ACQO's DSRIP Accountability Score and calculate the difference from 100%. The State will then calculate
a weight for each ACO that is equal to that ACO's "difference from 100%" divided by the summed total of
all the ACOs' "difference from 100%". That weight will then be multiplied by the ACO portion of the
recoupment amount to determine the amount of funding that the State will recoup from the ACO. As an
example, if the State needs to recoup $100 for BP4, then it will first divide the recoupment between the
ACOs and CPs according to Table G of the STCs (i.e., ACOs and CPs will need to pay back $66.10 and
$33.90, respectively). If there are two ACOs, and ACO 1 scored a 90%, and ACO 2 scored a 60%
(corresponding to “differences from 100%” of 10% and 40%, respectively), then ACO 1 would need to pay
back $66.10 * (10% / (10% + 40%)) = $13.22, and ACO 2 would need to pay back $66.10 * (40% / (10%
+40%)) = $52.88. The State may implement a different methodology for recouping funds from CPs and
CSAs. The State will make a final determination of its recoupment methodology once it decides that it will
recoup funds, and once it understands why the State had to recoup funds. For example, the recoupment
methodology described above may be appropriate for poor statewide quality performance, but inappropriate
for poor statewide APM adoption.

5.1.2 ACO, CP and CSA Accountability to the State

EXHIBIT 18 — Process Flow for ACO, CP and CSA Accountability to the State
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Regardless of the State’s performance with respect to its accountability to CMS, the State will separately
hold each ACO, CP and CSA that receives DSRIP funds individually accountable for its performance on a
slate of quality and performance measures. This structure maximizes performance incentives for these
recipients.

This individual accountability is applied to each ACO’s, CP’s and CSA’s at-risk DSRIP funding for each
budget period. The State intends to withhold the at-risk portion of ACO’s, CP’s and CSA’s funding until
the respective Accountability Scores are calculated. The ACOs, CPs and CSAs will then receive a
percentage of their withheld funds based on their Accountability Score (e.g., if an entity scores 0.6, it will
receive 60% of the at risk funds) and will not receive the remainder. The State will not require ACOs, CPs
and CSAs to submit budgets for these earned at risk funds.

As described above, ACOs receive four sub-streams of DSRIP payment. The mechanism for accountability
differs slightly by stream, as explained in the table below.
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EXHIBIT 19 — ACO Accountability Mechanism by Funding Sub-Stream

ACO Accountability Mechanism by Funding Sub-Stream

Provider

Type Funding Sub-Stream Mechanism for Individual Accountability
Stz?rtup/Ongomg: Fixed amount, not withheld or at-risk
Primary Care Investment
Startup/Ongoing: Withheld portion is fully at-risk each BP based on ACO’s
Discretionary Accountability Score
. Withheld portion is fully at-risk each BP based on ACO’s
ACOs ARG ) Accountability Score

Not at performance risk. ACOs fully at risk for any

A NBRERAGE expenses not approved by the State.

The portion of Startup/Ongoing funding that is provided for each ACO to support primary care investments
are not at performance risk in order to provide some measure of predictability and stability in this funding
stream, to encourage innovative investments in primary care infrastructure, and to mitigate the risk of costly
delays or changes in funding that might make front-line primary care providers more hesitant to invest in
practice-level change.

The at-risk withheld amount differs between the discretionary Startup/Ongoing stream, and the DSTI Glide
Path. In general, a smaller percentage of the DSTI Glide Path funding is at risk. This difference reflects the
safety net status of these hospitals.

EXHIBIT 20 — Percent of ACO Funding At Risk by Budget Period

Percent of ACO Funding At Risk by Budget Period

DSRIP Budget Period PI;:}’ BP 1 BP2  BP3 BP4  BPS5
Stam.lp/Ongomg (Discretionary) 0% 59, 15% 30% 40% 50%
At-Risk

Glide Path Funding At-Risk 0% 5% 5% 10% 15% 20%

For ACOs that join after BP1, their at-risk schedule will start at the BP1 percent (i.e. 5%), and then follow
the schedule above with appropriate lag. For example, if an ACO joins in BP3, their at-risk schedule for
the discretionary startup/ongoing funds would be: BP3 — 5%, BP4 — 15%, BP5 — 30%

CPs and CSAs also receive several funding streams, as described below. Funds for Infrastructure and
Capacity Building are at risk for BH and LTSS CPs, and for CSAs. The amount of CP and CSA funds that
are at-risk increases over the course of the program.

The accountability mechanisms for CPs and CSAs also vary by funding sub-streams, as described below.
Funds for Infrastructure and Capacity Building are at risk for BH and LTSS CPs, and for CSAs.
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EXHIBIT 21 — CP and CSA Accountability Mechanism by Funding Sub-Stream

CP and CSA Accountability Mechanism by Funding Sub-Stream

Pl});llier Funding Sub-Stream Mechanism for Individual Accountability
Care Coordination Supports Funds are not at-risk
Infrastructure & Capacity Withheld portion is fully at-risk each BP based on
BH CPs  Building CP's Accountability Score
O Do P In.c.enn.ve pool based on performance on avoidable
utilization measures
CSAs Infrastructure & Capacity At-risk portion of each BP based on CSA’s
Building Accountability Score
Care Coordination Supports Funds are not at-risk
Infrastructure & Capacity Withheld portion is fully at-risk each BP based on
LTSS g ' °h
CPs Building CP's Accountability Score

Incentive pool based on performance on avoidable

Outcome-Based Payments o
utilization measures

Exhibit 22 sets forth the anticipated amount of CP and CSA funding that is at risk by budget period.

EXHIBIT 22 — Amount of At-Risk CP and CSA Infrastructure and Capacity Building Funding by Budget
Period

Percent of CP and CSA Infrastructure and Capacity Building Funding At-Risk by Budget Period

DSRIP Budget Period Prep BP  BP1 BP2 BP3 BP4 BP5

% of CP Infrastructure and

Capacity Building Funding At- 0% 0% 13% 42% 71% 100%
Risk

% of CSA Funding At-Risk 0% 0% 5% 10% 15% 20%

The State may update the at-risk percentages for CP infrastructure funding such that the total amount of at-
risk CP funding is comparable to the original $58.2M of at-risk CP funding, to the greatest extent possible
based on the State’s understanding of CP enrollment trends and other assumptions at the time of the update.

For CPs or CSAs that join after BP1, their at-risk schedule will start at the BP1 percent (i.e. 0%), and then
follow the schedule above with appropriate lag. For example, if a CP joins in BP3, their at-risk schedule
for the DSRIP funds would be: BP3 — 0%, BP4 — 71%, BP5 — 100%.

In addition to holding ACOs, CPs, and CSAs accountable by designating a portion of their DSRIP funding
as at-risk, the State will manage its contracts with these entities to ensure compliance with and satisfactory
performance of contractual requirements related to the DSRIP program. In the event of noncompliance or
unsatisfactory performance, the State will determine the appropriate recourse, which may include contract
management activities such as, but not limited to: working collaboratively with the ACOs, CPs, or CSAs
to identify and implement new strategies to meet their contractual requirements, requiring the ACOs, CPs,
or CSAs to implement corrective action plans, or reducing DSRIP payments to the ACOs, CPs, or CSAs.
If the State reduces DSRIP payments to ACOs, CPs, or CSAs as part of its contract management efforts,
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the undisbursed funds may be redistributed among the other DSRIP funding streams at the State’s
discretion, following the parameters described in Section 5.1.3.

5.1.3 Distribution of Funds Based on Accountability
EXHIBIT 23 — Process Flow for Distribution of Funds Based on Accountability
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> state authority May redistribute the excess ACO + CP +
reduction CSA reductions

= state authority Holds each ACO, CP and CSA accountable,
reduction makes other DSRIP payments as normal

< state authority Holds each ACO, CP and CSA accountable,
reduction reduces DSRIP payments at discretion

Based on the State’s assessments of individual accountability for each ACO, CP and CSA, individual
ACOs, CPs and CSAs may not receive a certain amount of DSRIP funds each Budget Period, relative to
the maximum each could potentially receive.

If the State’s expenditure authority is not reduced based on its accountability to CMS, the State has
discretion to redistribute the DSRIP funds not distributed to ACOs, CPs, and CSAs (e.g., to determine how
much each of the funding streams and sub-streams is increased) to best meet the State’s programmatic
needs, subject to any limits described elsewhere in this Protocol. For example, the State will identify the
amount of forfeited DSRIP funds it has available to redistribute, and then determine how it might reallocate
the funds to other DSRIP funding streams. Any such redistributions would be reported with CMS in the
State's quarterly progress reports.

For example, as early as the end of Q2 of BP4, the State anticipates that the BP2 Accountability Scores for

the State, ACOs, CPs and CSAs will become available. If ACOs lost $1M of at-risk BP2 funds and the
State earned a 100% DSRIP Accountability Score, then the State could reallocate that $1M to a different
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funding stream or sub-stream, at the State’s discretion, based on the State’s assessment of program needs,
in the remaining time left in BP4 (e.g., increase flexible services allocation for ACOs, increase care
coordination funding amounts or the outcomes-based incentive pool for CPs, increase statewide
investments funding or implementation/oversight funding), or may be used for future BP4 or BP5
payments. The allowable categories that the redistributed funds could be reallocated to are:

ACO funding stream
o Startup/ongoing
o Flexible services
Community Partners funding stream
o Infrastructure and capacity building
o Care coordination
o Outcomes-based payments
Statewide Investments funding stream
o All statewide investments

If the State’s expenditure authority has been reduced based on its accountability to CMS, the State will base
its actions on the relative sizes of these reductions, as follows:

If the amount of funds not distributed to ACOs, CPs and CSAs pursuant to their accountability
scores is equal to the State’s expenditure authority reduction based on the State’s accountability to
CMS, the State will satisfy its obligation to reduce DSRIP spending by reducing payments to these
ACQOs, CPs and CSAs based on their individual accountability arrangements with the State, and
will make other DSRIP payments pursuant to this Protocol

If the amount of funds not distributed to ACOs, CPs and CSAs pursuant to their accountability
scores exceeds the State’s expenditure authority reduction based on the State’s accountabili