
 

 

 

 

 

 

April 12, 2018 

 

Tim Engelhardt 

Director, Medicare-Medicaid Coordination Office 

Centers for Medicare and Medicaid Services 

U.S. Department of Health and Human Services 

Hubert H. Humphrey Building, Room 315H-01 

200 Independence Ave, SW 

Washington, D.C. 20201 

 

Submitted via e-mail to: MMCOcapsmodel@cms.hhs.gov  

 

Re: Implementing the Dual Eligible Special Needs Plans (D-SNPs) Provisions of the Bipartisan 

Budget Act of 2018 (Public Law No. 115-123) 

 

Dear Mr. Engelhardt: 

 

Community Catalyst respectfully submits the following comments to the Request for 

Stakeholder Input on Implementing the Dual Eligible Special Needs Plans Provisions of the 

Bipartisan Budget Act of 2018.  

 

Community Catalyst is a national non-profit advocacy organization dedicated to quality 

affordable health care for all. Since 1998, Community Catalyst has been working to build the 

consumer and community leadership required to transform the American health system. The 

Center for Consumer Engagement in Health Innovation is a hub devoted to teaching, learning 

and sharing knowledge to bring the consumer experience to the forefront of health. The Center 

works directly with consumer advocates to increase the skills and power they have to establish 

an effective voice at all levels of the health care system. We collaborate with innovative health 

plans, hospitals and providers to incorporate the consumer experience into the design of their 

systems of care. We work with state and federal policymakers to spur change that makes the 

health system more responsive to consumers, particularly those who are most vulnerable. We 

have been working to improve Medicaid and Medicare for consumers for more than a decade, 

producing tools for consumer advocates to use in state-based advocacy as well as tools for use by 

other stakeholders.  

 

We are pleased that the Bipartisan Budget Act of 2018 (BBA) has directed the Medicare-

Medicaid Coordination Office (MMCO) to develop a unified grievance and appeals process for 

D-SNPs and establish new standards for integration of Medicare and Medicaid benefits, and we 

appreciate your request for stakeholder input. Please find our comments below.   
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1. Unified Grievance and Appeals Processes for Dual Eligible Special Needs Plans (D-

SNPs) 

 We believe that a unified grievance and appeals process should do the following1:  

 Use the process that will be the most protective of the beneficiary (usually Medicaid, 

but in certain instances where Medicare is more protective the Medicare process 

should be applied). 

 Ensure that timelines and decisions are fair and fast so that the beneficiary can decide 

the best course of action for his/her treatment.  

o Medicare requires faster decisions for managed care plans, particularly for 

expedited requests, and we prefer these over Medicaid timelines.  

o The filing deadlines for appeals should give the beneficiary sufficient time to 

understand the denial, discuss with their provider and then file the appeal, and we 

generally support Medicare deadlines.  

o The standards for expedited appeals are more generous in Medicaid because it 

allows for going directly to an external fair hearing process so those should be 

applied to D-SNPs.   

 Ensure that beneficiaries have direct access to an expedited external appeal process, 

without having to first exhaust the plan level process.  

 Communicate processes, notices and decisions to the beneficiary in the language of 

his/her choice. 

 Make data on grievances and appeals, including outcomes of the appeals, publicly 

available. 

 Continue all current services during the appeal process and pending a decision. 

 Allow oral requests to initiate an appeal. Appeals should also be allowed to be filed 

through the internet.  

 Institute an ombudsman program for D-SNPs similar to what exists in the Financial 

Alignment Initiative. This can help address individual issues, address systemic 

problems (e.g. barriers to integration) and limit the need for appeals. 

We also encourage CMS to revisit the technical assistance brief developed by the Center for 

Health Care Strategies, Integrated Appeals Processes for Medicare-Medicaid Enrollees: Lessons 

from States. The lessons provided from Minnesota, California and New York align with what we 

believe to be a consumer-friendly integrated appeals process that we would like to see instituted 

by D-SNPs. In particular, the lessons that we want to call out are: 

 In Minnesota’s D-SNP program plans are required to have a sophisticated system to 

collect authorizations, claims, and reporting data all in one place rather than contract out 

to different entities (which makes integration challenging) and also maintain a separate 

tracking system for Medicare and Medicaid reporting.  

 In California, the Health Plan of San Mateo the plan took time to build staff expertise 

around both Medicare and applicable state Medicaid processes to ensure that beneficiary 

rights are appropriately addressed.  

                                                             

1 We direct MMCO to two reports by Justice in Aging on appeals and grievances in the duals demonstration. 
See: Building an Integrated Appeals System for Dual Eligibles and Unfinished Business: Designing Appeals 
Procedures in the Dual-Eligible Demonstrations 

https://www.chcs.org/media/Integrated_Appeals_Brief_1_8_15.pdf
https://www.chcs.org/media/Integrated_Appeals_Brief_1_8_15.pdf
http://www.thescanfoundation.org/sites/default/files/nsclc_issue_brief_3_3.pdf
http://dualsdemoadvocacy.org/wp-content/uploads/2015/03/RE_Designing-Appeals-Procedures-in-the-Dual-Eligible-Demonstrations.pdf
http://dualsdemoadvocacy.org/wp-content/uploads/2015/03/RE_Designing-Appeals-Procedures-in-the-Dual-Eligible-Demonstrations.pdf


 

 In New York’s Financial Alignment Initiative (FAI), the state collaborated very early on 

with consumers and advocates to help develop an integrated appeals process, which led to 

buy in from all relevant stakeholders.  

 

2. Requirements for Integration 

We believe integration of mental health care, substance use disorders services, LTSS and 

physical health care is essential to consumer well-being for those with complex needs in D-

SNPs. The integration requirements examples proposed in the Bipartisan Budget Act are weak, 

providing only a minimal floor for integration. We appreciate the opportunity to recommend 

stronger and more comprehensive requirements. 

In particular, we recommend requiring State Medicaid contracts to mandate D-SNPs: 

 Provide robust training for their staff members and for providers on independent 

living and recovery principles and standards 

 Establish incentives for providers to co-locate mental health, substance use disorders 

and physical health services 

 Establish incentives for provider coordination of services and warm handoffs among 

mental health, substance use disorders, physical health providers and LTSS when co-

location is not possible  

 Establish consumer advisory councils (CACs) on integration comprised of D-SNP 

members who have diagnoses across mental health, substance use disorders, physical 

health and LTSS. Hold meetings at least quarterly in the communities served and 

provide supports for transportation as well as participation in person or via phone or 

video conferencing. Provide detailed annual reports to the state and to CMS on issues 

arising and discussed at the CACs and what the plan has done to address them. Post 

these reports prominently on state Medicaid websites. 

 Establish an interdisciplinary care team (ICT) for each consumer that includes 

providers or specialized care coordinators from each of the areas of service that the 

consumer requests or receives. Ensure the ICT provides culturally and linguistically 

effective services. 

 Assess consumer needs for services that address social and economic determinants of 

health. Collect and share this data with the ICT, and help providers act on it. 

 At least annually, conduct consumer focus groups and surveys on integration and on 

quality of life, and combine that information with quality measurement,  records of 

appeals and grievances, and ombudsman reports (where available) to adjust policies 

to improve outcomes.  

We believe states and CMS should jointly oversee D-SNP compliance, as they have overseen the 

financial alignment demonstrations. CMS could consider implementing contract management 

teams as they have done with states participating in the Financial Alignment Initiative.  

Finally, we believe the requirements as we mentioned above should hold even with partial carve-

outs, since carve-outs create more potential gaps in services for consumers. 



 

Lessons Learned from the Financial Alignment Initiative on LTSS 

 

There are number of lessons learned that can assist CMS in developing integration standards. 

Below are a few from our experience working with state advocates, providers and consumers on 

the Financial Alignment Initiative. We also draw attention to the lessons learned through the RTI 

evaluations.   

 Consumer education on the LTSS provided by the D-SNPs is critical to ensure that 

beneficiaries and caregivers are aware of what is available to them.  

 Many of the managed care plans in the FAI lacked experience providing a full suite of 

LTSS and so it is critically important that plans undergo a rigorous readiness review 

process to determine their competency to serve this population.  

 Care coordinators and plan staff should be trained on the range of LTSS offered by the 

plan and how to connect beneficiaries to needed services. For example, as noted in an 

RTI evaluation, in Virginia, health plans reported steep learning curves in providing 

LTSS, partly because most care coordinators previously worked with medical providers 

or institutions and did not have broad LTSS experience.2 

 Carving out behavioral health (BH) services can increase the risk of disruptions in 

services and fragmented communication. As noted in the RTI evaluation, siloing of the 

medical, LTSS and behavioral health delivery and financing systems creates challenges 

to coordinating care for beneficiaries with behavioral health problems. We prefer, in 

general, that BH services not be carved out, but if there is a carve out or even partial 

carve out of BH services, there should be a strong care coordination role to decrease 

fragmentation in care.  

 

We appreciate you time and dedication to improving care for this population. We look forward to 

future discussion on these issues. Please do not hesitate to contact me at 

ahwang@communitycatalyst.org with any questions.  

 

Respectfully submitted, 

 

 

 

Ann Hwang, MD 

Director, Center for Consumer Engagement in Health Innovation 
 

 

                                                             

2 Early Findings on Care Coordination in Capitated Medicare-Medicaid Plans under the Financial Alignment 

Initiative: https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-

Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/CareCoordinationIssueBrief508032017.pdf  

mailto:ahwang@communitycatalyst.org
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/CareCoordinationIssueBrief508032017.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/CareCoordinationIssueBrief508032017.pdf

