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Executive Office of Health and Human Services 
1 Ashburton Place  
Boston, MA 02108 
 
Sent by email to: Daniel.Tsai@ma.state.us and Melissa.Morrison@state.ma.us 
 
Re: MassHealth Duals Demonstration 2.0 Concept Paper 
 
Dear Dan: 

We appreciate the opportunity to comment on MassHealth’s Duals 2.0 proposal and recognize your 

leadership and commitment to ensuring the continued strength of MassHealth for close to two million 

people in the Commonwealth. Our comments are intended to highlight what we believe are strengths 

and concerns with Duals 2.0. We hope you will consider them as part of DAAHR’s on-going efforts to 

support consumer-oriented health care for people with disabilities. The remarks may not fit tightly into 

the prescribed RFI format but the narrative we wrote better presents, we believe, our thoughts on Duals 

2.0. 

The implications of the Duals 2.0 program are significant. The proposal would lead to a very significant 

number of new enrollees into One Care and Senior Care Options (SCO). Approximately 70,000 people 

are currently enrolled in the One Care and SCO programs. Adding another 240,000 persons to these two 

programs would more than quadruple the combined total of the program. This jump in enrollment gives 

us great pause.  

We know that many dual-eligible persons have situations marked by complex medical, behavioral 

health, and cognitive concerns. Many dually eligible people are significant users of LTSS and are affected 

adversely by their many social determinants of health (SDOH). Unstable housing arrangements are chief 

among them. We cannot emphasize enough how essential MassHealth services are for these 

populations. For some, it is a matter of wellness or sickness; for others, it is a matter of confinement in 

some manner or freedom.   

We recognize the need to ensure the financial stability of the state’s One Care and SCO initiatives. But 

broad-brush changes, which put an exclusive focus on the needs of the plans – with notably limited 

comments in the concept paper about the needs of consumer – raises red flags.  

We urge MassHealth to take a most deliberate process in expanding One Care and SCO that touches 

upon items that we and other advocates raise. 

Positive parts of 2.0 

The positive aspects of 2.0 that stand out to us include these: 
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 Population differences. The recognition that the One Care and SCO populations are different is 

essential. Acknowledging that the care and service needs of younger people with disabilities and 

seniors is a continued strength of the programs.  

 Administrative streamlining. The desire to streamline the administration of MassHealth’s 

programs, payment methods, and care delivery, given the number of organizations, entities, 

contracts and lives for which the state is responsible, is quite sensible. 

 Market power. Efforts to leverage the market power of MassHealth to achieve higher standards 

of care and greater value at lower price and overall cost is certainly prudent.  

 Financial stability of the plans. Efforts to bring One Care and SCO to scale to support the 

financial stability of the plans and to drive greater opportunities for value-based payment 

contracts, as well as the overall financial sustainability of the MassHealth program, is forward 

thinking. 

General DAAHR Concerns 

As noted, however, the Duals Demonstration 2.0, as expressed in the concept paper and in the public 

presentations, has been lacking in several important ways that may compromise the great promise of 

One Care to:  

 Address the population-specific needs of the One Care eligible population and disability 

community at large;   

 Achieve the ultimate paradigm shift that is needed in care delivery to create a financially 

sustainable future that can meet the future demand of the disability and aging populations on 

the workforce and budget; and 

 Ensure that members have continued ability to access those providers critical to meeting their 

needs to produce better health, independent living, and recovery outcomes.  

The Duals Demonstration 2.0 should:  

 Promote a major paradigm shift in the care delivery system away from the increasingly narrow 

and short-term Return on Investment (ROI)-driven model to the one that we envisioned in the 

development of One Care. It was to be an incubator for change, a disruptor of the status quo 

that isolates disability, defining it as a poor health outcome, and reduces recovery to a stagnant, 

fixed point in time. The emphasis was to be on system transformation that would lead to 

improved quality of life, equity, and a bending of the cost curve. All those involved in shaping 

One Care 1.0 knew that emphasis on cost-cutting and ROI would lead to reduced quality of care 

and higher cost over time within the traditional commercial insurance industry. The disability 

community supported One Care for one reason--we believed (and still believe) in the vision of 

Bob Master and his partners.   

 Identify and incorporate the key learnings and evidence in best practices from the existing One 

Care program into 2.0; 

 Advance practical implementation of independent living and recovery into the care delivery 

model;  

 Address the adverse impact of the SDOH on outcomes by requiring relationships with 

community-based organizations; 

 Advance equity in healthcare access and outcomes;  



 Integrate oral health services into care delivery in a comprehensive manner; and 

 Require plans to rebalance the delivery system away from hospitals and nursing facilities.   

 

Be True to Innovation and the Demonstration Element of 2.0 

The current One Care program is not a mature program – and key parts of the Duals Demonstration 2.0 

will take at least three years to mature. During this time MassHealth must put policy into action and 

design the course of the future by living up to the vision and needs expressed by consumers. This is not 

something to let the health plans assume.  

Fundamentally MassHealth should treat the Duals Demonstration 2.0 as Phase 2 of the initial One Care 

demonstration, keeping in mind that the proposed movement of thousands of lives and billions of 

dollars from fee-for-service to integrated care plans is nothing sort of a massive change.  

Combined, the current One Care and SCO programs include approximately 70,000 members. The total 

eligible population is roughly 310,000 members. The program increase for the two programs could be 

240,000 members, and as noted, the needs of these two populations are great and diverse.  

Build a Strong Demonstration Program  

MassHealth should put forward clear goals it hopes to achieve by moving to scale. This includes 

achieving health equity, wellness goals, population health goals, and integration of medical, behavioral 

health, LTSS, and human services.  

Overarching the goals should be measures of quality of care which promote consumer choice, consumer 

control, consumer risk, and the broader principles of the independent living and recovery models. 

Health equity: Seeking health equity is vital. Duals 2.0 must seek to achieve this by committing to 

decreasing disparities across geographic areas and various populations. Plans should, for instance, be 

required to target investment in technical assistance toward communities and community-based 

organizations that address the needs of underserved populations with high SDOH needs.1 And at the 

state and plan level, steps should be taken to advance data collection and data analysis in order to 

examine differences in access, quality, and outcomes of various subgroups. 

#1. Design and implement a performance-based strategy.   

DAAHR believes that MassHealth must outline a strategy for achieving growth that is linked to 

performance. 

 Bring key lessons to bear. A plan for bringing key lessons from the initial One Care plan to 

Duals Demonstration 2.0 is essential. DAAHR has regularly advocated for this. This should 

include a summary and analysis of the challenges in locating, assessing and engaging people 

in their new plan and how these challenges will now be addressed.  

 

 Identify and address the problems related to scale. A clear analysis of the potential 

opportunities and risks related to bringing One Care to scale is essential. MassHealth should 
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also articulate the methods, levers and other tools it can use it to use to eliminate or at least 

mitigate these risks.  

 

 Ensure population-based provider network adequacy. Network adequacy standards applied 

to the general population are inadequate standards for determining the adequacy of access 

to providers needed by so many enrolled in One Care and SCO. MassHealth should establish 

more population-appropriate measures. For One Care populations, time and distance are 

not necessarily appropriate measures of adequacy. The following three examples illustrate 

the need for population-specific standards around network adequacy.  

Example 1. A person living with muscular dystrophy in the Berkshires relies upon specialists 

at teaching hospitals in Boston. How will MassHealth preserve this definition of provider 

adequacy?   

Example 2. A person whose primary needs are social in nature may require human service 

providers that are beyond the scope of the traditional provider networks. How will 

MassHealth ensure that plans include these providers within their network? 

Example 3.  A person who speaks Arabic relies upon a social worker in the community to 

support her ability to find services to meet her needs from housing to social supports to 

food plans to fuel-assistance plans, etc. How can we ensure that this continues?   

#2. Design and implement a consumer-centric view for program growth around enrollment practices.  

DAAHR believes it essential for MassHealth to take a more consumer-centric view of its efforts to 

build scale into One Care and SCO.  

Many enrollees have quite thin margins of health. And many will instinctively opt out of a new program 

for a range of reasons. How consumers will interact with health plans should be of prime importance.  

We are opposed to special-election periods and fixed-enrollment periods, which limit consumer options. 

Large-scale passive enrollment can disrupt the fragile network of providers that have been created by 

consumers over the course of many years. We know there were many disruptions with the rollout of 

ACOs. We are concerned about those who, for whatever reason, may not have had their concerns 

addressed and have suffered a reduction in services and care. Safeguards such as an exemption strategy 

and single-case agreements put the burden on the person, rather than on the plan, to address network 

inadequacies: 

An exemption strategy will, we believe, have limited results: people may slowly disengage or not engage 

with plans because their providers (including hospitals and human service agencies) are not in network; 

will suffer in silence, either unaware or fearful of losing MassHealth (many people believe their plan is 

MassHealth, unable to distinguish the plan from the payer); and will opt-out when possible.   

Single case agreements, like exemption, will be difficult to put into practice in the face of scale. There’s a 

sense that even now plans are using more restrictive medical-necessity guidelines to determine whether 

to allow an enrollee to maintain or seek single-case agreements. This restrictive approach will result in 

opt outs. 



We are, though, very encouraged by MassHealth's strategy for addressing enrollment churn. Not only do 

the strategies outlined benefit people by providing continuity of care, but they also have the potential to 

reduce the incidence of a major preventable cost to the Commonwealth and plans. We encourage 

MassHealth to remove operational barriers that prevent plans from accessing information needed to 

reduce churn caused by eligibility-related matters. We ask that MassHealth also include guardrails to 

protect member privacy. 

#3. Design and implement a financial arrangement that is based on the long-term success of 2.0.  

DAAHR believes that MassHealth must establish a financing approach that reflects the fact that there 

is massive uncertainty around program costs. We believe that payment accuracy will be elusive. 

We ask that MassHealth consider the following issues. 

The massive shift of members from FFS to One Care and SCO plans introduces great financial uncertainty 

for all parties involved including the payers and the plans. The current spending patterns of the plans, 

and of providers operating in the FFS system, will not necessarily reflect the actuarially appropriate 

baseline for programs that may grow by over 400% from 70,000 to over 310,000.   

Risk adjustment, risk-sharing and stop-loss may not be sufficient. We witnessed what happened in the 

first years of the One Care program when rates were disastrously inadequate, bringing the program to 

the brink of failure. We also witnessed what happened in the SCO program when rates might be 

classified as substantially more than adequate. 

MassHealth must continue to augment its risk adjustment model to account for the SDOH. However, we 

do not see risk adjustment for SDOH as a zero-sum game. We urge MassHealth to increase the 

capitation rates to account for the additional dollars required to address the SDOH, such as unstable 

housing. We then urge MassHealth to measure the quality of the plan’s care and service based on 

traditional and non-traditional outcomes such as the number of persons that have secured stable 

housing.  

MassHealth should use the first three years to establish a baseline of needs and costs. During the first 

three years plans should not be able to gain or lose.  

MassHealth must incentivize plans to start up integrated programs, and to encourage local plans and 

providers to participate in 2.0. We want MassHealth to leverage its market power to ensure a strong 

and sustainable program across its business enterprise – and for that to happen – it must work with 

plans that are participating in multiple programs.  We also think that this will support network 

adequacy.  

DAAHR also asks that plans be required to report publicly on their MLRs to demonstrate that they are 

meeting the MLR standard of 85% on the medical side, and 90% for all other services including 

behavioral health, long-term services and supports (LTSS) and community services.  

#4. Adopt and support smart growth strategies to ensure quality and advance innovation.  

DAAHR is concerned that MassHealth could be taking a short-term cost reduction approach in duals 

2.0 rather than a value-optimization approach.  



The sheer volume of people entering the program could not only lead to direct harm to people with 

complex needs, but also undermine the potential for quality and innovation, the very hallmarks of One 

Care when it was conceived and developed.  

We also are concerned about the possibility of poorly performing plans hurting enrollees. An emphasis 

on quality is fundamental. MassHealth must adopt a policy of evidence-based growth. 

We ask MassHealth to include specific contract requirements that plans must meet within a reasonable 

time period to grow. This should include specific quality metrics in the provision of human services, 

LTSS, recovery and other nonmedical services.  

Contract language should also outline specific quality benchmarks that must be met for growth. 

Minimum quality benchmarks should be made clear for plans in order to maintain a contract either in a 

specific region or at the state level.  

MassHealth also should require plans to meet population-health goals for the populations enrolled in 

Duals 2.0.  

Please consider the following recommendations made by the Commonwealth Fund2 around the SDOH:  

 Establish a mechanism to reduce administrative barriers to plans being contractually 

required to take active steps to address population health. 

 Require plans to contract with human service agencies as well as other entities whose 

services can be covered by capitation.3   

 After the initial startup of duals 2.0, consider withholding part of a health plan’s capitation 

rate unless it exceeds state population health goals.4  

This new paradigm requires plans to shift away from the medical model of care delivery to a more 

socially integrative model. In this model plans are expected to optimize the two funding streams 

(Medicaid and Medicare) to support person-centered goal planning in a manner that promotes personal 

agency, choice, control, dignity of risk, and services that support the principles contained in Olmstead, 

while also advancing the broader civil and human rights of people with disabilities. DAAHR is concerned, 

that, as evident in the low numbers of people who are receiving LTSS care coordinators and peer 

specialists within the current One Care plans, this shift in paradigm is not taking place. Specific 

suggestions include these: 

Example 1. All people identified as C2s and C3s through the comprehensive assessment be provided a 

secondary assessment by a LTSS Coordinators, Certified Peer Specialist or Recovery Coach, to determine 

their LTSS and recovery needs and goals. The person, after the assessment, has the right to reject having 

one of the specialists as a member of their care team.  

Example 2. All plans should include continuity of care requirements in their contracts with medical and 

behavioral health hospitals, requiring the hospital to notify the plan within 12 hours of an admission. 
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(https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_20
17_nov_machledt_social_determinants_medicaid_managed_care_ib_v2.pdf) 
 
 



The plan should then be held responsible for amending as needed a person’s care plan. If the person is 

identified as a C 2 or C 3, the plan should be required to, when possible, have an LTS coordinator or CPS 

or certified recovery coach participate in the person’s discharge planning, or have an LTS coordinator or 

CPS or certified recovery coach contact the person within 48 hours of discharge. 

Example 3. MassHealth should preserve the current conflict-free status of the LTS coordinator, and 

extend conflict free status to Certified Peer Specialists, Certified Recovery Coaches and Community 

Health Workers. This requirement is needed to ensure the person in this position is working in the best 

interest of the person, and not acting, under pressure, as an agent of a plan. But we likewise recognize 

that there is coordination expertise with some providers that may be lost without flexibility in who 

provides coordination. 

#5. Implement value-based purchasing methods slowly.   

Disability, elder, and health care advocates must be part of implementation of value-based purchasing 
methods (VPM).  

It is important that the goals are clearly defined and that strategies align to support them.  Input from 
advocates is necessary to ensure the goals reflect the values of independent living, the recovery model 
and other values important to achieving the goals of population health and health equity. 

The goals of reduced preventable emergency department visits and hospitalizations, as well as reducing 
cost more generally, while important, do not take into consideration unmet need, longer-term ROI, and 
quality of life.  For example, how does VPM take into consideration interventions impacting SDOH, 
which takes much longer to realize return as is the case with many other interventions, including LTSS 
interventions and SUD interventions? Areas we believe are important to consider in the framework 
include: 

 Person-centered planning, care planning, goal setting and access to services. 
 Care transitions to and from hospitals. 
 Member choice, control, and community integration.  
 Efforts to rebalance spending. 
 Preservation of conflict-free human services and LTSS.  

DAAHR encourages MassHealth to begin working with advocates to move away from the PMPM 

payment model. Here are examples to consider:  

Example 1. Paying primary care providers and specialists a higher rate for people with higher care or 

medical needs.  

 Example 2. Paying DME vendors and associated service provider for quality of life. Consider this 

scenario: A One Care member has been evaluated by a physical therapist and needs a cane to support 

ambulation and prevent falls. The PT has ordered a cane from her vendor. Rather than shipping the 

cane, the vendor and the PT set up a time to go to the member’s home to adjust the height of the cane 

to ensure it meets the member’s needs. After one month, the PT evaluates how the person is 

ambulating with the cane. The PT, if needed, will again contact the vendor to adjust. If necessary, the PT 



will have the vendor return the cane to be replaced by another.  The DME provider is paid for the quality 

of the services provided, not just the product.  

Example 3: Work with entities providing LTSS coordination, peer specialists, recovery coaches, and 

community health workers to develop quality assessments on performance based on members’ 

satisfaction and achievement of goals developed by the member and their care team.  

#6. Review prior authorization (PA) processes.   

PA processes are often antithetical to positive outcomes and act as barriers to rather than facilitators 

of care and services for people with complex needs.  

To maintain its commitment to innovations in LTSS and other nonmedical services, MassHealth should 

contractually require plans to implement prior authorization processes in a manner that facilitates 

increased variety and equity in LTSS, recovery and other services that support community living. Built 

into prior authorization processes should be increased emphasis on services that support social 

connectedness and community inclusion. 

PA authorization algorithms should be used to support system transformation and delivery of 

alternative LTSS and flag stagnation in the types of LTSS offered to people. An increased variety in 

services may be beneficial instead of rote responses that may not be best suited for every person (for 

example, home-delivered meals may mask a need for attendant services or accessible cooking features). 

 Require plans to: 

a. disclose how decisions are made, through the use of proprietary algorithms embedded 

into commercial software. 

b. reduce the burden on family members and other non-reimbursed caregivers. 

c. provide evidence of how it will align these practices with the goal of rebalancing 

spending. 

As recommended by the American Medical Association, MassHealth should regularly review the services 

and medications that require prior authorization and eliminate requirements for therapies that no 

longer warrant them. Steps that can be taken include these: 

 Improve channels of communications between health insurance providers, health care 

professionals, and consumers to minimize care delays and ensure clarity on prior authorization 

requirements, rationale, and changes. 

 Protect continuity of care for members who are on an ongoing, active treatment or a stable 

treatment regimen when there are changes in coverage, health insurance providers or prior 

authorization requirements. Reduce the number of health care professionals subject to prior 

authorization requirements based on their performance, adherence to evidence-based medical 

practices, or participation in a value-based agreement with the health insurance provider.  

 For LTSS and other nonmedical services, prior authorization should ensure that PA authorization 

algorithms are used to support system transformation and delivery of alternative LTSS; and that 

PA processes flag stagnation in the types of LTSS offered to people. An increased variety in 

services may be beneficial instead of rote responses that may not be best suited for every 

person (for example, home-delivered meals may mask a need for attendant services or 

accessible cooking features). 



 Require plans to disclose how decisions are made through the use of proprietary algorithms 

embedded into commercial software. 

Conclusion 

In closing, we look forward to continuing to work with you and MassHealth to move Duals 2.0 in a 

direction that is person-centered. The OneCare 1.0 model, while a work in progress, has as its 

foundation the goals of improving equity in access to care, services, and outcomes; goal-focused care 

plans and authorizations; and reduced reliance on restrictive medical-necessity determinations. It is a 

national model for innovative MLTSS, a true success even within the context of many challenges, a 

demonstration deservedly watched across the nation.  

Attached is a separate document with, among other things, more specific recommendations for 

innovation in 2.0. 

Thank you for the opportunity to reply to the RFI. 

Sincerely, 

Dennis Heaphy and Bill Henning 

DAAHR co-chairs 

  



Attachment to DAAHR Response to Duals 2.0 RFI 

 

This attachment represents a discussion on some themes, both positive and negative, with 

“Duals 1.0.” These have been informed by data shared with the Implementation Council and in 

part shape the specific innovations for Duals 2.0 and the need for improved quality measures 

that DAAHR provides. 

Several consistent themes that have dominated One Care include the following, in no priority 

order: 

1. Lack of consistency of implementing the model between the two plans. There are variations 

in access to LTSS, CPS, and complementary medical services (acupuncture, massages, other). 

2. The use of medical-necessary criteria that is more aligned with that used by commercial 

plans for the general population. This does not serve those in One Care, who may have complex 

health conditions with a need for, among other services, behavioral health services and LTSS. 

3. Variability in PCP quality and caseloads. 

4. A high correlation between member satisfaction and having an engaged care coordinator 

who supports the IL and recovery model; an equally invested care team; a care plan with goals 

owned by the member; and timely and seamless authorization of services. 

5. A dissatisfaction rate among members who have limited connection with their care 

coordinator; who are subject to poor communication between themselves, their primary care 

coordinator, and their care team; and denials of needed services. 

6. Challenges accessing adequate transportation services for a variety of reasons, including lack 

of capacity and coordination or competency by the transportation provider. 

7. Information on denials becoming opaque as plans rely on prior authorization software.  

8. Increased reports of denials or modifications for DME, beds, and other supportive equipment 

and technology that may be fundamental to a member’s independence and wellbeing. 

9. Limited knowledge and use of the ombudsman and plans’ appeals procedures, which 

compounds informal denials of service when an enrollee suggests need for a service or piece of 

equipment and medical provider states it won’t be provided. (see below for recommendations 

on appeals) 

10. A need to increase enrollee knowledge of LTS coordinators, certified peer specialists, 

recovery coaches, and human service providers. 

Innovations that we would support include the following, again in no priority order: 

1. Require plans to demonstrate continuity of care across transitions. 



2. For after-hours services, as feasible distinguish BH from other medical needs and utilize 

appropriate staffing. Certified peer specialists and recovery coaches may be a better option 

than paramedics, while nurses may be important complements to carry out simple procedures 

such as changing a suprapubic tube. 

3. Require plans to provide ongoing reporting on how they are actively engaged in preventing 

secondary disabilities or destabilizing situations by facilitating access to services that address 

SDOH. Without stable housing or domestic situations, over the long term there’ll be increased 

use—not less—of medical services.  

4. Analyze what innovations targeted for One Care were implemented, what were not, and 

assess the value. How well did support for home modifications work? Requirements for 

accessible medical services? Cueing and monitoring for PCA services? Likewise review 

innovations from the plans, including CCA’s use of its own inpatient BH services (Marie’s Place, 

Carney Hospital), use of capitation to support PCA services at BMC, and the use of mobile crisis 

teams and paramedics. 

5. Assess why the GSSCs for SCO and LTS coordinators for One Care have been successful. We 

will note that the latter has been marked by quick connection of coordinators to consumers, 

unlike that being observed with the ACO Community Partners initiative, where much energy 

out of the box is being dedicated to process matters to ensure reimbursements to ensure 

financial solvency. 

6. Institute a version of Money Follows the Person to aide in community transitions for 

enrollees from SNFs.  

7. Support regular in-home PCP visits for people with complex needs. This can be a crucial 

medical and psychosocial intervention. 

 

Having population-appropriate quality measures in place is important as the state moves to a 

Value-based Purchasing System. Without improvements this system could be harmful to 

consumers and to organizations and agencies that have traditionally provided quality services 

to them. More information is needed on measuring the quality of HCBS and LTSS, and we 

request that MassHealth work with disability advocates to create measures that hold plans 

accountable for consumer choice of providers, consumer control, and the quality of outcomes. 

Narrowing networks resulting from consolidation of plans and options is very troubling and may 

prove seriously detrimental to those with thin margins of health and a reliance on the current 

community-based service system.  

 

Plans should be accountable to HCBS CAHPS measures and NCI-AD measures. The latter 

measures can help address some of the measurement gaps of HCBS CAPHS. NQF-endorsed 



measures should not be the only measures accepted. We also recommend that MassHealth 

draw upon data collected by the state’s Department of Public Health. This can support quality 

measures that enhance innovation. CMS has recently released eight new MLTSS quality 

measures. DAAHR requests that MassHealth includes those measures that connect quality with 

rebalancing spending; the measures are as follows: 

 

MLTSS Quality Measures Developed for CMS by Mathematica and NCQA 
August 2018 

Technical Specifications available at:   
https://www.medicaid.gov/medicaid/managed-

care/downloads/ltss/mltss_assess_care_plan_tech_specs.pdf 
 

LTSS Comprehensive Assessment and Update 
The percentage of MLTSS plan members who have documentation of an in-home, 
comprehensive assessment, covering core items, within 90 days of enrollment or annually 
Rate 1: 9 Core elements 
Rate 2: 9 Core elements + at least 12 supplemental items 
 
9 Core elements: 
ADLs, Cognitive Functioning, Living Arrangement, Current Medications, Mental Health Status, 
Availability of Friend/Family Caregiver, Acute and Chronic Conditions, Home Safety Risk, 
Current Providers 
 
Supplemental elements (12 of 19 required): 
IADLs, Assistive device or technology use, self-reported health status, behavior assessment, 
self-reported activation or self-efficacy, vision needs, hearing needs, speech needs, PT/OT, 
history of falls, alcohol or other drug use, smoking status, community, public or plan 
resources to address social risk factors, social support in community, self-reported social 
isolation or loneliness, cultural and linguistic preferences, Documentation of the existence of 
an advance care plan, Documentation of current participation or preference for participating 
in work or volunteer activities, Documentation of recent use of medical services. 
 

LTSS Comprehensive Care Plan and Update 
The percentage of MLTSS plan members who have documentation of a comprehensive LTSS 
care plan, covering core elements, within 120 days of enrollment or annually with 
documentation of caregiver involvement and beneficiary consent 
 
Rate 1: 9 Core elements 
Rate 2: 9 Core elements + at least 4 supplemental elements 
 
9 Core elements:  

https://www.medicaid.gov/medicaid/managed-care/downloads/ltss/mltss_assess_care_plan_tech_specs.pdf
https://www.medicaid.gov/medicaid/managed-care/downloads/ltss/mltss_assess_care_plan_tech_specs.pdf


Beneficiary Goal, Plan for Medical Needs, Plan for Functional Needs, Plan for Cognitive 
Needs, List of all LTSS Services, Follow-up & Communication, Emergency Need Plan, Caregiver 
Involvement, Member Agreement to Plan 
 
Supplemental elements (4 of 8 required) 
Plan of care to meet the member’s mental health needs, Plan of care to meet the member’s 
social or community integration needs, Duration (how long services will be provided or when 
need for services will be assessed) of all LTSS the member receives, Contact information for 
the member’s LTSS providers, Plan to assess the member’s progress toward meeting 
established goals, Documentation of barriers to the member meeting defined goals, 
Member’s first point of contact, Contact information for member’s primary care practitioner 
(PCP). 
 

LTSS Shared Care Plan with Primary Care Practitioner 
The percentage of MLTSS plan members with a care plan that was transmitted to their 
primary care practitioner (PCP) or other documented medical care practitioner identified by 
the plan member within 30 days of its development. 
 

LTSS Reassessment/Care Plan Update After Inpatient Discharge 
The percentage of inpatient discharges of MLTSS plan members resulting in updates to the 
assessment and care plan within 30 days of discharge 
 
Rate 1: Re-Assessment after inpatient discharge 
Rate 2: Re-Assessment and care plan update after discharge  
 

 

Members’ rights and appeals 

Regarding members rights and appeals, DAAHR believes that members do not know all their 

rights and request that MassHealth require plans to include the contact information for 

MyOmbudsman in all correspondence with members. We also request that plans and 

contracted organizations, including MyOmbudsman, provide a list of legal resources and 

advocates to represent them or give advice on their websites. These lists should be provided to 

the member during their annual assessment in a format appropriate to the person’s needs. 

Regarding appeals, we support the following, as advanced by MLRI, among others: 

We urge the Office of Medicaid to convene a meeting specifically on the topic of the integrated 

appeal process for Duals 2.0. In advance of the meeting, the agency should gather and share 

data on the number and outcome of appeals in One Care and SCO to date. We believe a 

discussion among all interested stakeholders and experts familiar with the appeal process in 

Medicaid, Medicare and the duals demonstrations is the best way to arrive at the optimal 

approach for Duals 2.0.  



Retain the automatic IRE review for all Medicare services. 

The automatic IRE review of adverse decisions for Medicare Part A and Part B services provides 

an opportunity to overturn erroneous decisions based on a review of the record (and any 

additional information submitted) with little burden on the plan or the member.  It should be 

retained, and the provision of automatic IRE review of a plan denial should also apply to Part D 

denials. We note that for “overlap” services (services covered by both Medicare and Medicaid), 

the IRE is directed to apply both Medicare and Medicaid rules and thus it may avoid the need 

for a further hearing.  

In earlier comments, we supported integrating all level 2 appeals at the Board of Hearings 

(BOH) provided certain added safeguards and protections were in place at the BOH. However, 

upon further research, reflection and consultation with other advocates, we now think such an 

approach would not adequately protect beneficiary rights. The IRE has expertise in Medicare 

coverage rules that the BOH does not. Where Medicare rules are more protective than 

Medicaid rules, either currently or in the future when state cost pressures may lead to 

Medicaid benefit cuts, Medicare beneficiaries will be at a disadvantage if they are foreclosed 

from pursuing the Medicare appeal route. In our review of SCO and One Care fair hearing 

decisions, BOH hearing officer relied on state Medicaid regulations, and sometimes the 

Member Handbook or other sources brought to its attention by the parties, but did not appear 

to be familiar with Medicare coverage rules and certainly never cited them.  

Second, as we noted in our earlier comments on the draft Concept paper, the BOH does not 

have the resources to handle the current volume of appeals. For example, in response to a Dec. 

2017 record request we learned that of BOH appeals subject to the 90 day timeliness standard, 

70% are overdue, and of appeals subject to the 45 day timeline, 80% were overdue. In large 

part due to the volume of appeals, the BOH also dismisses a high number of appeals for 

procedural reasons and is inflexible in rescheduling or excusing delays or inadvertent errors. 

New York State has integrated its appeal process for dual eligible at level two in its 

demonstration, but it first created a dedicated appeals unit for integrated appeals in which 

hearing officers were specifically trained in both Medicare and Medicaid law. We doubt such an 

approach is feasible in Massachusetts given what appears to be a low volume of level two 

appeals compared to the very high volume of BOH appeals generally.  

Provide aid pending throughout the Level 2 appeal process at both the IRE and the BOH. 

When a plan decides to reduce or terminate existing services, and there is a timely appeal, aid 

pending appeal should be available at both the IRE and the Board of Hearings. Based on the 

Justice in Aging review of MOUs in effect in 2014, at least two states provided for aid pending 

appeal for “overlap” services through the IRE level: South Carolina, and Illinois.[1] In New York, 

                                                           
[1] Justice in Aging, Unfinished Business: Designing Appeals Procedures in the Dual-Eligible Demonstrations, Issue 

Brief, December 2014. http://dualsdemoadvocacy.org/wp-content/uploads/2015/03/RE_Designing-Appeals-



aid pending is available for level 2 appeals of all services (except Part D services), not just 

overlap services.  Massachusetts should also follow this approach to protect beneficiaries and 

further align and integrate appeal procedures in the demonstration.  

Prohibit recoupment based on the outcome of the appeal for services. 

Currently, appeal notices warn that appellants may be liable for the costs of services if they 

obtain aid pending appeal. While this provision is rarely enforced and almost never appropriate 

for the indigent elderly and disabled dual eligible beneficiaries, it is a deterrent to appellants 

exercising their appeal rights. The Ohio, Texas, and Michigan MOUs and the New York 3-way 

contract all prohibit recoupment of aid pending appeal. We urge Massachusetts to likewise 

explicitly prohibit this practice.  

Clarify “overlap” services for which both routes of appeal are available.  

Most, if not all, Medicare-covered services are also covered by Medicaid and should be 

considered overlap services. This appears to be required by the One Care 3-way contract and 

the Board of Hearings rules. However, it is not explained in the Member Handbooks and should 

be clarified.  

Additional Considerations for Integrated Appeals 

1.  The Board of Hearing should have a provisions allowing for good cause for late appeals. 

2.  Aid pending appeal resolution should include coverage for services that the member was 

receiving upon joining the plan in the event that the plan decides not to authorize continuation 

of these services.  

3. The  definition of medical necessity should recognize the broader scope of services than 

plans are required to provide: 

An item or service reasonably calculated to prevent, diagnose, prevent the worsening 

of, alleviate, correct, or cure conditions or limitations of daily activity functions in the 

member that endanger life, cause suffering or pain, cause physical deformity or 

malfunction, threaten to cause or to aggravate a handicap, result in illness, impairment 

or infirmity, or inhibit integration into the community; or that is reasonably calculated to 

promote habilitation, wellness, recovery or integration into the community. 

4.  Off-label drugs cannot be readily characterized as a Part D or non-Part D drug based on the 

different criteria for off label uses in Medicare and Medicaid. Plans should review coverage 

determinations under both Medicare and Medicaid rules, and beneficiaries should have access 

to both appeal routes. (We note a recent fair hearing decision confirmed this approach).  

                                                           
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 



5.  There should be availability of a plan-reimbursed second opinion from a provider 

independent of the plan where the medical necessity of an item is at issue. 

6.  The right to appeal for coverage of services that have already been received, with the 

decision based on medical necessity rather than on compliance with procedural requirements 

such as prior approval should be available for all plan services not just Medicare services. 

7. The appeal process should be used for the denial of any contractual right and should include 

a Level 2 appeal to an external decision maker, the IRE or the Board of Hearings including when 

a plan denies a request for disability accommodation or language access. 

8.  In any situation where there is a conflict between Medicare rules and procedures and 

MassHealth rules and procedures, the provisions which are most protective of members should 

apply. 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 


