At HOME  apri, 2011

With Mass Home Care Vol 24 #

Al Norman, Editor

Patrlck BaC kS Off ter care program, and adult day health programs were
all in line to absorb rate cuts on the Ides of March,
. the mid point on the month. On Monday, March 14th,
Elderly/D|Sab|ed the Administration began making a round of phone
calls to advocates promising only that the rate cuts
CUtS would not start March 15th as previously planned.
The 140 adult day health programs serve ap-
One day before rate cuts were slated to go iffgbximately 11,500 consumers each month. Accord-
effect, GovernobDeval Patrick’s Administration noti- ing to the Patrick Administration, the rate cuts to ADH
led advocates that the cost savings measures wereygald amount to a $3.3 million cut on an annual basis.
ing postponed inde!nitely. This last-minute reprievea rate reduction of this magnitude will impact the qual-
brought relief to a couple hundred community basgg of care programs can provide and reduce stafling,”
long term support programs that were bracing forsgid the Massachusetts Adult Day Services Association.
loss of funding in the last quarter of the budget yegi,tthe Associationwarnedthatthe Governoralso has for-
The adult foster care program, group adult fogarded a plan to the General Court that would cut 11,000
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people out of the ADH facilities—effectively makingpriginally proposed.” The Administration said that state
the programs !'nancially unsustainable. This latter plaf!cials were committed to working with people to min-
is slated to take effect July 1st---but only if the legislanize the effect of the reduction as much as possible.
ture goes along with the Governor’s request for broad, “It's kind of nice to have a little bit of good news,
sweeping powers to restructure MassHealth programgen if it's temporary,” saiarcey Adams president
The Adult Foster Care program, which served the Massachusetts Adult Day Services Association
roughly 3,000 people per month, would lose an an- Immediately after learning of the inde!nite de-
nualized $4 million if the 6.2% rate cuts are adoptddy, Mass Home Care proceeded to organize calls into
The AFC program is one of the Commonwealthtee Governor’s oflce on March 15th, thanking him
few programs that provide 24/7 residential serviter delaying the cuts, but urging that no rate reduc-
es for elders and individuals with disabilities. Sind®ns be allowed for the last few months of FY 2011.
2006, the program has focused part of this fundlass Home Care has also indicated that it will seek
ing on people who would otherwise be in nursirggislative support for language that freezes adult fos-
homes. The AFC program allows family members ter care and adult day health rates at their level as of
be paid caregivers---with the exception of spousdanuary 1, 2011, a form of hold harmless language.
“It simply makes no sense to cut Community First
programs !rst,” explained Mass Home Care President
Linda George. “These are the programs that are holding
down the growth in nursing home utilization.” George
said that MassHealth has seen a 29% drop in nursing
home patient days since 2001, aremarkable achievement
due largely to community-based programs like adult
foster care, adult day health, and group adult foster care.
“If elders have less choice in the communi-
ty, they will be forced to turn to a form of care that
they want to avoid---nursing facilities,” George said.

ZuEEnd Government Two-Weeks
Mass Senior Action Rallies At State House .

Mass Home Care testi'ed against rate cuts to AtATime
the AFC and ADH programs, as well as similar cuts

slted for th Group Adu Foster Care program, i A1 beding of aih, Congss s an-
rovides nurse oversight, care management and persqrn- : . )
provi . Versig g P j% 2011 federal discretionary funding for another two

al care services to elders living in multi-unit apartme .
buildings, assisted living facilities, and other residen\é’?eksf' The current C.R was set to expire on March 4
d without an extension from Congress, a lack of fund-

: the GAF MassHealth : . :
es. Under the GAFC program, MassHea membgts could have forced reduction or closing of a wide

receive an average of 2 hours of personal care per : ) )
ange of government agencies, services and programs.

“We received a signilcant amount of input o )
the proposed [rate] regulations from many consum\:Es A deal between House Republican and Senate

providers, legislators and others,” a spokeswoman O(;’moc_ratic_lead_ers passed quickly thro_u gh bOt,r,] cham-
the Executive Ofice of Health and Human Services > W'th. blpz_irtlsar_l support. The CR itself re ects a
told the media. “We are still in the process of reviewiﬁéihmprom'se: it avoided the sh_utdown scenario for an-
all of this feedback. Considering the need for continu er two weeks but cuts_fu_ndlng by $4 billion. 'I_'here
review, the rates will not become effective tomorrow 35 ¢ N cuts to elderly priority programs, according to
’ e National Association of Area Agencies on Aging
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(n4a) In this most-recent CR, with only the eliminatiang in Boston on the Patrick Administration’s plan to
of several billions of dollars in earmarks from the priaut the Adult Day Health program. In the March, 2011
year, as well as four education programs and additioisgle ofAt Home Mass Home Care’s testimony at that
highway funding already recommended for terminatitvearing was presented. Below are excerpts from the
in PresidenBarack Obama’s FY 2012 budget. Sincetestimony from the hearing’s lead off withess, State
October 1, 2010 when the FY 2011 started, the serieSehatorRichard T. Moore, who is the Senate Chair-
CRshave largely kept spending frozen at FY 2010 levetgan of the legislature’s Joint Committee on Health
In February, the House passed H.R. 1, a reGhare Financing. Here are Senator Moore’s remarks:
of-the-year CR that would slice $61 billion from the “Let me say at the outset that | wish that | could
discretionary part of the federal budget, including cutsily believe that the Patrick Administration has not
to the Administration on Aging, the Senior Communityet made its decision to cut Adult Day Health rates
Services Employment Program, Senior Corps and #rel that whatever is said by those of us who attend to-
Community Services Block Grant, among others. Whitlay, and the many more who have taken the time to
this new CR does not cut spending as signi!cantly asite to explain the short-sightedness of the rate pro-
H.R. 1, the cuts it contains were enough to gain the sppsal, that our testimony will be seriously considered.
port of the House Republicans, thus buying more time However, with the effective date for the Irst
for Congress to negotiate next steps. While H.R. 1 wiite reduction scheduled for two weeks from next
not make it through the Senate asis, it is still the Hous&lgesday, any result other than a postponement of the
starting point on negotiations with that chamber’s leddlarch 15th date to the end of the Iscal year will be
ership in setting spending levels for the rest of FY 204toof that no one read the letters or reviewed the pub-
Atthispoint,thefederalbudgetisbeingdrivke&carthat lic hearing transcript or worse - that no one in the Pat-
isrunning onfumes, lurching forward a few feetata tinieck Administration cared what anyone had day"
Even if a postponement of the March 15th date

. was, in fact, granted, the budget proposed in House
B Senator Moore: ., 1 for Adult Day Health Services is, as the old saying
What a terrible shame! goes, “penny-wise and pound foolish™ We can ex-

pect —if the cuts are not reversed - over 11,000 elderly
and disabled residents of the Commonwealth, who re-
ceive nutrition, exercise, and health checks, in a safe
and caring environment to lose these services.

Many —sooner or later —will be forced prema-
turely to choose a life of dramatically less independence
to leave the homes they’ve worked for and live in a nurs-
ing home where they will become the 'nancial and legal
responsibility of the Massachusetts Medicaid program.

What a terrible shame" Shame on us for aban-
doning this worthwhile program that has allowed so
many people to remain in their homes, in their com-
munities, retaining a decent level of independence.
Atatime whenwe have declared cutting health care costs
to be a high priority, the proposed Adult Day Health rates
only postpone the bill that willcome due. We're not really

Senator Richard T. Moore photo Creolltsaving money for the taxpayers. We're just, as they say,

On February 24th, the Massachusetts D'V'S"I)(ﬂ:king the can down the road this year for the next Ad-

of Health Care Finance and Policy held a public heﬂqi_nistration to pay the higher bill for nursing home care.
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Payment reform will not save money —certainly not the

billion dollars projected in House 1 —in one ¢scal year. The CLASS Act:
It will not save money when House 1 cuts servic- )

es like Adult Health that save money. It will clearly not Everybody in the pool
save money when House 1 cuts funding for encouraging _
physicians to choose primary care; nor will it save md ¢
ey by eliminating efforts to promote quality, cut cos
eliminate medical errors, prevent health care-acqui
infections, and reduce the prescribing of expensg
drugs. All of these programs are eliminated in Houses
At a time when we should be creating
retaining jobs and helping small businesses,
likely outcome of the proposed rates will lea
hundreds of caring people out of work and w
force many small providers to close their doo
We know that the number of older residents
begintogrowinthe nextfewyears—it'samatterofrec kg
What do these senior citizens and their f r
ilies have to look forward to as they age and the in- The Center for Retirement Research at Bos-
srmities of age begin to take their toll? The stepdn College has released a new study of the CLASS
being taken today will reduce the options availabkgt, a long term care insurance plan that is included
to those aging “baby-boomers.” Who will help tas part of the federal Affordable Care Act. The Cen-
care for them? Who would want to start an Aduér examined the ene print of the law, and address-
Day Health business and who will work for them #s the question of the viability of the CLASS Act.
there are insufscient funds to pay for such servicesfére are excerpts from the Boston College study:
The message that the proposed rates send Long-term care is the major uninsured expense
to caregivers and Adult Day Health administrder most retirees. Neither private health insurance nor
tors is that your work is not sufeciently valuedMedicare covers long-term care expenses, although
At the same time, where are those who mgedicare provides for care in a skilled nursing fa-
longer can get into an Adult Day Health progragility for up to 100 days following hospitalization.
because of the cutbacks going to go? The public  Longtermcareinsuranceisavailableintheprivate
payment rates for nursing home care keep gettim@rket, but few people purchase plans due to high premi-
squeezed every year as well. Who is building or axns and limited benests. As a result, many turn to family
panding nursing homes in Massachusetts today@mbers for care or are forced to deplete their resourc-
Don't cut the rates more than half way througds to qualify for Medicaid to pay for nursing home care.
theescal year! This isn't 2008 when revenues were drop- Although not yet commonly known to the
ping faster than a lead balloon! Take another look at fheblic, the new health care reform legislation estab-
House 1 budget and don’t cut programs that save morigyles a voluntary, long-term care insurance program
Don’t cut programs that bring in federal fundgnown as the Community Living Assistance Servic-
to Massachusetts! If we must make some cuts, gase and Supports, or CLASS. CLASS is designed to
providers enough lead time to adjust their enrolimemigercome the major problems in the existing system,
so that the most needy are able to retain serviaghich forces families of those needing long-term care
Think of the people in need rather thatw impoverish themselves, places an enormous burden
blindly set rates to <t a proposed bottom linedn relatives caring for loved ones, and supports insti-
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tutionalization over home care. This brief explores tpeemium of $123 (assuming that about 10 million
potential for CLASS to solve the nation’s long-terrmpeople or about 3.5 percent of those eligible chose
care challenge. to enroll). However, estimates of the required pre-
CLASS addresses the shortcomings of the exigtium are very sensitive to the age and health of
ing system by helping people remain enancially indgarticipants. For low-income workers and work-
pendent, relieving the burden on families, and offsettimgy students, the contribution will be set at $5.13
the bias toward institutionalization. The legislation
creates a voluntary government insurance benest tRSEle-Les
could provide the base for long-term care suppg ﬂ! ¥

with private insurance serving as a supplement wﬁr, ;

ey -

middle-class participants and Medicaid serving , o

gram will be enanced by participant ,
with no subsidy from the federal governmen %

r o B = (it =X

Once people enroll, their premiums will stay

ing disabilities. Non-wo'rking spouses, retired PETSORS: ensure that the program is solvent for 75 years,
and the unemployed will not be eligible to part|C|pat8r if individuals stop participating for three or more

Participants will be eligible for bene-ts aft?honths and re-enroll. The young will pay less than

paying premitims for sve years and meeting the MNKe old to compensate for a longer expected contri-
mum work requirement for at least three of those yegrs;; | period. For example, using the CBO aver-

Bene-tslwill be triggered once a partigipgqt needs h Be of $123, the premium might be $105 for some-
performing two or three activities of daily living (ADLS) ne in his or her 20s compared to $180 for a person

(eating, bathing, dressing, etc.) or needs comparg I?ﬂs or her 60s. Premiums will not vary by gender.
assistance because of cognitive impairment. These Individuals whose employers elect to par-

functional limitations must be expected to last for ﬁéipate will be automatically enrolled in the pro-
least 90 days, as certieed by a licensed health care pr G and will have premiums deducted directly from

titioner. The Secretary of HHS will determine a scale ffyr ;. paychecks, unless they decide to opt out. An al-

the bene-t amounts, based on the level of impairme trnative procedure will be established for workers

. The Qongressmna! B}Jdget Of-ce (CBO hose employers choose not to participate, the self-
in its analysis of the legislation assumed an av%'ployed and those with more than one employer.
age daily benest of $75 that would increase eac CL:ASS differs from private long-term care

year with in-ation. (The law speciees that the aVeihsurance in a number of ways. First, eligibility de-

age minimum bene-t must be at Iea;t 3.55.0') The b nds only on minimal employment requirements,
eets continue for as long as the individual nee

B e i . h b ts th ile private insurance underwriting often disquali-
care. benesciaries will recelve cash Dene=1s trougis 1,ose with health problems. Second, beneets are
a debit card account, giving them the freedom

. Aid in cash through a debit card and can be used for
choose how to allocate their funds. For more exp

. . benesciar il be able to roll b variety of purposes, such as modifying a home or
sn:e ?erwces, tﬁnte uamirs] Wi 'th'e able 1o rofl over be ayment to family caregivers, while the majority of
€1s from month 1o month, Within & one-year perioty, 4ie plans are service-based. Third, benests will

For 2009, it estimated an average monthly
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amount to only $75 a day compared to, say, $160 nmst retirees. Private health insurance and Medicare
der private insurance. But beneets continue for lifgenerally do not cover long-term care, and Medicaid
instead of three to four years with most private insus-only available once applicants have spent down the
ance plans, which may not be so important for oldmajority of their resources. Private long-term care in-
people but extremely valuable for a younger pedrance is an option, but is too expensive for many to
son with a disability, such as cerebral palsy. (Todafford and often limited in the benes-ts it provides.
about 40 percent of those individuals needing long-term To help Americans manage their long-term care
care are notelderly.) Fourth, the CBO estimated premingeds, the recent health reform legislation in-
of $123 is slightly lower than the average premium pdidduced CLASS - a national, voluntary,
for private long-term care insurance; however, the CB@ng-term care insurance program that is de-
estimate may well be low. Finally, CLASS has an insigned to serve as an affordable supplement.
plicit vesting period in that participants have to contrib- Simulations using a simple model highlight the
ute for eve years (three of them while working) in ordesensitivity of the plan’s required premiums to the age
to qualify for benests, while private insurance enablesstribution and health of participants. To keep premi-
the purchaser to claim beneets immediately if disabledins down, CLASS must attract a pool of young and
The success and solvency of CLASS will depehéalthy participants. Attracting a broad pool will require
primarily on the extent of participation from Americaprogrammatic changes, such as more stringent work re-
workers, especially the young and healthy. For brogdirementsand longer vesting periods, as well as an ef-
participation, employers must decide to offer the pléective national advertising campaign. However, even if
and individuals automatically enrolled must not opt owtll of these suggestions are adopted, premiums may nev-
Broad patrticipation is an ambitious goal given the vaf reach an affordable level for middle class households.
untary nature of the program, people’s natural reluctance  To read the full report, go to: http://crr.bc.edu/
to think about the possibility of becoming disabled, thages/stories/Briefs/IB_11-3.pdf
backstop of Medicaid, and insufecient funds to mar-

ket the plan effectively to a large base of Americans.
The concern is that without underwriting to ex- State Gets $13 M For Money

clude those with health problems, a greater proportion of Follows The Person Grant
the less healthy will be attracted to the program (adverse
selection). Disproportionate participation by those with On February 22, 2011, the U.S. Department of
health problems will drive up per-participant cost andealth and Human Services announced that 13 states
given the requirement of 75-year actuarial balance, veere being awarded a total of $45.5 million in feder-
guire an increase in premiums. Premium increases wllifunds to implement a “Money Follows the Person”
discourage healthy people from signing up and encopregram to help relocate people on Medicaid out of
age healthy participants in the program to drop their cantrsing facilities. The Massachusetts grant of $13.48
erage as their perception of value declines. Such contmHion was the largest of the awards made, just higher
ued shifts in the composition of the covered populatibtran Minnesota’s. Maine, Vermont and Rhode Island
would eventually necessitate even steeper premialso received MFP awards. 29 states have already re-
hikes, a cycle known as the “death spiral” and cited@sved such awards, but Massachusetts passed up its
a serious risk by the Chief Actuary for the Centers fast opportunity to apply for these funds, and advo-
Medicare and Medicaid Services and by a@tes urged the Commonwealth to go after the funds
joint work group from the American Acad-4n the second round, since an award was almost guar-
emy of Actuaries and the Society of Actuarieanteed. The MFP award is worth an estimated $110
More than two-thirds of today’s 65-year-oldsillion in federal funding through the year 2016.
will require long-term care at some point in their According to the DHHS, these funds represent
lives, yet it remains the major uninsured expense fergniecant new federal support in their efforts to help
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move Medicaid benesciaries out of institutions and intted for people with disabilities not currently eli-
their own homes or other community settings now andgible for one of the state’'s existing waivers. Accord-
the nearfuture.” Theaward were announced by Healthémgl to the state’s proposal, there will be a total of
Human Services (HHS) Secretdfathleen Sebelius. 2,192 MFP participants between 2011 and 2016.
“Our country recognized in the Americans with In the erst year, only 179 people will be en-
Disabilities Act that everyone who can live at home aglled in the demonstration. Of that total, 101 (56%)
community-basedsettingshouldbeallowedtod&sm- will be elders. The developmentally disabled or
retary Sebelius said. “The Affordable Care Act providgsiysically disabled make up the bulk of the oth-
States critical new dollars toward achieving that goaét enrollees. By the year 2016, a total of 1,358 el-
ders will have been enrolled, or 62% of the total.
The two new waivers will be managed by the
Mass Rehabilitation Commission (MRC).The new
waivers will be available to residents of certain insti-
tutions, like nursing facility and intermediate care fa-
cilities for the developmentally disabled, regardless
of age or diagnosis. MFP services will be provided to
enrollees through the erst 365 days of their commu-
nity residence. After that, the federal matching rate
will drop back to its normal level of roughly 50%.
Of the two new 1915c waivers, one will be a
“residential” waiver which provides services for peo-
ple who need supports on a 24/7 basis, and the second
will be a “community living” waiver. The new waivers
will provide behavioral health (mental health) services
which are not now available through the state’s 5 exist-
ing waiver programs. The residential waiver program
will also provide a new service called “bundled sup-

Secretary Katherine Sebeliusyqtiye home services.” The residential waiver will
The Money Follows the Person (MFP) denkis, provide “residential habilitation” services, which

onstration program was set to expire in escal Yep | des group homes for up to 4 people---a service

2011, but was extended through the Affordable Ca(gy is now available only in the DDS and Acquired

Act for an additional -ve years. The MFP programain |njury waivers---but which was taken out of the

provides individuals living in a nursing home or othsigerly waiver several years ago and never replaced.

er institution new opportunities to live in the com- The community living waiver will provide

munity with the services and supports they negfggication management services not available in ex-
Groups bene-ting from these home-and-communilying waivers. The community living waiver will also

based programs include the elderly, persons With_ﬁ’fbvide “supportive home care aide” services which
tellectual, developmental and/or physical disabiliy is only available in the existing elderly waiver.
ties, mental iliness or those diagnosed with several of o new waivers will offer “transitional assis-

these conditions. To date, these programs have helggfle services,” which is desned as a “non-recurring set
12,000 individuals move out of institutions and bagl, expenses, like security deposits, essential furniture,
into their communities. The 13 new grants awarfli giso a “pre-discharge assessment” that looks at such
ed are expected to help an additional 13,000 peoRlgectic needs as: roommate matching, telehealth moni-
In the Massachusetts plan submitted {gying or reminders, chronic disease self-management,
the feds, two new Medicaid waivers will be Crésare transition counseling, substance abuse treatment
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and cognitive adaptive training. Case managem@nbgram, and other existing housing programs. But
under the new waivers will be reimbursed at $63.1h4 plan has been envisioned for creating small group
per member per month, according to the proposabme opportunities that have been so successful in
It appears that consumers will be given a choiother states to keep people out of institutions. Under
of 5 different agency care management programs, ratige terms of the grant, the state will hire a Statewide
ing from the frail elderly waiver to the new MFP dentHousing Coordinator within the Ofece of Medicaid,
onstration waivers. Which care manager who works plus sve regional housing coordinators to work with
a case depends on which program the consumer wahts.state’'s ADRCs and regional housing authorities.
DDS, DMH, EOEA and MRC will all be offering careThe MFP project will also contract with a variety of
management services under MFP. “Each of the existargities for “housing search assistance” for enrollees
home and community based waivers will accommodatethe program. The housing search entities could be
MFP qualieed individuals,” the grant explains. “In anASAPs, Independent Living Centers, or “even realtors.”
case for which an existing waiver may include pro -
sions that do not precisely t a given MFP qualieed i
dividual who is in need of waiver services, the state w
have available one of the new waiver it is proposing
Under this model, the transition coordinatol
become the new gatekeeper over the world of co
munity waivers. “Massachusetts will make optim:
use of our existing home and community based wa
ers,” the grant says, “to ensure continuity of care 1
MFP qualieed individuals, but will also develop ant
implement two new waivers in order to promote €
fective outcomes from the demonstration, and to ¢
sure continuity of care post the demonstration perioc.. = -
In addition, all consumers will have access Although the program will increase state ex-
to a 24 hour back up plan that addresses issues fikaditures, because of an ‘enhanced’ federal match-
transportation, availability of direct care workers, réag rate for MFP, the state estimates that by 2016 state
pair of medical equipment, access to medical care, expenditures for home and community based ser-
The participant must “understand exactly what to daces will stand at $2.43 billion, less than the current
when he/she needs back-up” supports, and as londelvel of $2.587 billion for community care in 2010.
or she can be alone, what risk factors have been iden- Rather than build-in the state’s existing “no
tieed in the areas of “health, behavior and personatong door” infrastructure for long term care, known as
safety.” The proposal says the “each person, provitlee Aging and Disability Resource Consortia (ADRCSs),
and organization will be aware of, and agree to, ththe Patrick Administration plans to competitively bid
part in the back-up plan to ensure that the plan canabeew “specialized transition coordination expertise.”
implemented smoothly and efeciently.” IndividualsThese entities will have to demonstrate that they are
will be given the option to “self-direct” their servicespartners’ within the ADRC infrastructure.” Transition
but the state only expects 4% of the enrollees oweordination entities will be responsible for determin-
65 to be self-directing by the 5th year of the proje@tg that an individual meets the criteria to enroll on
To address the need for additional housing fdFP. One of the main requirements is that enrollees
sources, the state is planning to take advantage of exigist have been in an institution for at least 90 days
ing housing programs like Community Based Housingefore being relocated out. These transition coordi-
Mass Housing Set-Aside units, the Housing Choioators will also assess community living needs, con-
Voucher Program, the Alternative Housing Vouchsrder a person’s readiness to transfer into the commu-




At HO me April, 2011

nity, and indentify the supports needed for the persag millions of uninsured Americans under ACA, but it
to successfully transition into the community. Theseould also have a detrimental effect on critical Medic-
functions are all roles now performed by Aging Sesid home and community-based services for older adults
vices Access Points staff stationed in nursing facilitiesd persons with disabilities as states would cut back on
To administer this project, the Ofece of Medeoverage for optional services they now offer. While we
icaid will oversee Project Administration, whichunderstand the severe budget challenges states are fac-
includes 15 new staff positions, with a salary amay, it is clear taking away essential long-term services
fringe cost of roughly $1.28 million. This includesnd supports from vulnerable older adults and persons
the statewidehousing coordinator at $70,000, andith disabilities who depend on these services to stay
$675,000, and 5 new Regional Housing Coordinatanstheir own homes and communities is not the answer.
at $60,000 each. The grant will also hire 5 Regional We stand by this important provision and en-
Transition Coordinators, at $120,000 per contracburage states to work within the !exibility built into
The projectalsoincludes $250,000 a year for otite provision and the guidance from the Administra-
reach activities and materials. The University of Masd@n as they address their Medicaid budgets. And, we
chusetts Medical School will be paid $1 million for therge policymakers to oppose any steps that would
erst year’s implementation administrative support, anchdercut efforts in recent years to make Medicaid
$300,000 annually for ongoing operations for sve yeatsome and community-based services more available.”
For programs that are operating the state’s

existing waivers, they will be paid from $812 to State Submits Plan For
$1,776 per year for administrative costs. In the

two new waivers administered by MRC, care madJnder 65 “Duals” Managed Care
agement will be reimbursed at $2,106 per year.

MOE: Protecting Medicaid
from Governors

On March 1, 2011, the head of the Natiol_2
al Association of Area Agencies on Aging (n4A
testieed before Congress against any effort to :
low states to cut back their Medicaid progra
which they pledged to maintain as part of their i
volvement in the federal Affordable Care Act. He
are the remarks of nd4a CEGandy Markwood:

“Today, as the House Energy and Comme
Committee examines the impact of health care
form on state Medicaid programs, the need for great-

er !exibility to respond to state budget problems will . The Executive Ofece of Health & Human Ser-

no doubt be a topic for debate. Governors are cyftes Is seekinga$1 million planning grant from the fed-
ing for the repeal of the maintenance-of-effort pr ral government to implement a new managed care paln
vision under ACA which requires states to mai or “dual eligibles,” those on Medicare and Medicaid.

tain their current Medicaid eligibility standards fo ursuant to new authority available through the Patient

adults and children until 2014 and 2019, respective otectionand A:fforda_lblg Care Act (AF:A)’ Ma_ss_HeaIt_h
assachusetts’ Medicaid program) is submitting this

n4abelieves repealing the maintenance-of-eff Ui 0 a federal solicitag D
provision would not only jeopardize the goal of covepfopoOsalinresponse fo a tederal solicitasbaie Lem-
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onstrations to Integrate Care for Dual Eligible Individeligible adults ages 21-64 will reach $3.85 billion in
uals to test and evaluate a model of care delivery #011; $1.27 billion in Medicare expenditures and $2.58
dual eligible adults ages 21-64 that fully integrates thilion in MassHealth expenditures. For dual eligible
delivery and enancing of all Medicare and Medicaiddults ages 21-64 in FFS, few of these expenditures are
services for this population. Under the proposed modeded for care management. As this group uses a wide
MassHealth will assume complete operational resporsiay of services, the lack of care management may in-
bility for the care of this population—comparable to itsease the incidence of duplicative services, contrain-
responsibility for its MassHealth-only membership-dicated therapies and drugs, and inefeciencies in care.”
including the administration, managementand oversight  EOHHS says that most MassHealth dual eligible
of all Medicare-funded and Medicaid-funded servicexdults ages 21-64 have complex care needs (approxi-
MassHealth believes this unprecedented lewately 76% have a chronic medical condition in addi-
el of integration is necessary to achieve better heaitim to a disability), but most lack access to integrated
outcomes for this population and to provide higheare systems that approach care delivery from a holis-
quality, more cost effective, person-centered catie, person-centered perspective and promote care man-
; il agement and care coordination. “Dual eligible adults
ages 21-64 do not receive managed care under current
MassHealth program rules, and are limited to receiving
their services in the uncoordinated FFS environment,”
the grant says. “Dual eligible adults tend to use a variety
of acute and primary care services, behavioral health ser-
vices, and long term services and supports (LTSS), but
these areas of a person’s care often are disconnected in
the current delivery system. Individuals may experience
limited pockets of case management for certain sets of
services (e.g., case management for Home and Commu-
nity Based Waiver (HCBW) services or Medicare Ad-
vantage plan management of acute Medicare services).
According to EOHHS, the problem in MasHowever, case management focused on only one area
sachusetts is that “care for dual eligible adults ag#sa person’s care is less effective than comprehensive
21-64 is fragmented, unmanaged and uncoordinatee management that addresses all aspects of care.”
at the program level, and based on an inefecient fee- In fact, on average, 60% of MassHealth spend-
for-service (FFS) provider payment system. Difag on duals of all ages is for long term care sup-
ferent eligibility and coverage rules in MassHealforts---which is a collection of non-medical, func-
and Medicare contribute to these problems. The cignal supports that do not require the intervention
rent system lacks sufecient care coordination for the¢ doctors or medical personnel. Mass Home Care
comprehensive services this population needs, whis{pressed its concern that LTSS spending not be lost
inhibits access to critical services, particularly corm a larger envelope of medical/health care reform.
munity-based behavioral health services, and encadr- other excerpts from the plan:
ages cost-shifting between providers and payers. All “Ineffective payment incentives, absence of
of these factors adversely impact this populatiomemprehensive care coordination, insufscient care
quality of care and health outcomes and contributgsiions, conlicting rules and practices in parallel
to MassHealth and Medicare spending problemsilo systems, and lack of full accountability for a per-
The planning proposal says that state and fedn’s care and quality of life are all noteworthy rea-
eral spending is inefscient and unsustainable: “Masens why both Medicare and MassHealth spend sig-
sachusetts projects that combined spending on its diisantly more on their dual eligible populations than
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on their non-dual eligible populations, and why thesenerging entities to provide Integrated care. These
benesciaries experience less than optimal outcomaglude, but are not limited to: managed care entities
MassHealth proposes removing these barriers, §MLCOs, SCOs, and other Special Needs Plans), direct
adopting the following principles for the care it prozare provider networks, community health centers,
vides for dual eligible adults in the target populatiopatient-centered medical homes, acute hospital net-
1) Replace enancial incentives for discrete service®rks, and accountable care organizations. The enti-
with incentives for holistic, person-centered carges must demonstrate experience and a broad range
2) Incent and allow eexibility for the individual andof competencies to deliver care to disabled persons,
care providers to develop and engage in care togetpersons with chronic behavioral health diagnoses and
3)Createasingleclearpathofaccountabilitpi@acomes, those with chronic medical problems. The baseline re-
individuals’ satisfaction, and optimal use of resourcegjirement is that integrated care entities must admin-
4) Protect individuals’ rights consistent withster Medicare and MassHealth benests jointly so that
both Medicare and Medicaid principles; angharticipants will experience their coverage as a single,
5) Create opportunities for shared risk and mechanigmtegrated care program. The entities will be built on
to share savings with the integrated care entities, andoundation of primary care practices that possess
invest in additional supports and services that will ithe core competencies for patient-centered medical
prove the benesciaries’ outcomes and experiencesdmes, meet certain health information technology re-
Massachusetts will target for enrollment in thguirements and have highly developed acute, primary
new integrated care model the 115,000 MassHeattlre, behavioral health, and LTSS provider networks.
benesciaries ages 21-64 who receive full MassHealth
benests and who are also eligible for Medicare. Mas-
sachusetts’ integrated care model for dual eligible
adults ages 21-64 will be implemented statewide.
Through a bidding process, MassHealth will use
combined Medicare and Medicaid funding to con-
tract with entities to integrate comprehensive care at
the person level, and provide both MassHealth and
Medicare services. These integrated care entities will
deliver care with a person-centered approach that en-
sures that all of the health needs of individuals in the
target population are met and coordinated across the
health care and long term support delivery system.
These entities will be evaluated based on a
comprehensive set of quality metrics that will be de-
veloped to assess their performance. While this model As for covered services, MassHealth would

builds off of MassHealth's experience with the Senl8E)ntract with the integrated care entities to deliver all

Care OptiongSCO) program, Massachusetts ProPOFfadicare covered services, MassHealth Medicaid state

es administering this program at the state level. M $n services, an expanded continuum of community-

sachusetts will signi-cantly improve the alignme ased diversionary behavioral health services, and key

of enancial incentives and provider accountabilitx mmunity support services that promote health and

by ”?ak.‘”g one global payment fOT all Medicare an dependence. EOHHS notes that “Access to this ex-
Medicaid services, a broader continuum of behavigla e set of community-based services and supports
al health services, and community support servic

intended to facilitate stability in the community and

Mas_sHeaIths effc_)rts .WOUId be geared “’.W?‘rd 15 prevent or reduce frequent hospitalizations, emer-
tracting as potential bidders a variety of existing and
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gency room use, and long-term care facility stay#hiis integration of care for the dually eligible:
MassHealth plans to provide a global pay- The SCO law that was written to create an integrat-
ment thatreeects the full set of covered services, &l capitation plan for the dually eligible elderly was
well as administrative and care management cogt®dicated on the model being voluntary. EOHHS says
MassHealth proposes using risk adjustment to ensatre¢his point the project for the younger duals is not
the overall payment is sufecient given the risks amdnsidered mandatory—but ofecials admitted that a
health needs of the population, and that appropriee enroliment will be critical to the plan’s success.
risk and shared savings arrangements are establisBedihis plan will end fee for service access for people
on Medicare, and needs a federal waiver to accomplish.
Advocates for the elderly have wanted consumers to re-
tain their right to leave a managed care organization and
have traditional Medicare as a fallback. Under this plan,
members mightnotbe able to getbackinto Medicare FFS.
3. The entities who will manage this plan will by
deenition be large health care aggregates that have
a doctor and hospital network of providers. LTSS
would become a bit player in this larger system.
4. Unlike the SCO plan, where LTSS care manag-
ers are built into the law as partners to the SCOs,
but not owned by them, the EOHHS plan for du-
als has no such role for community groups, fur-
ther marginalizing the role of LTSS care managers.
5. When the dollars for health and LTSS are comin-
gled, there needs to be a way to monitor how much is

The state has submitted a request for $1 mAging spent for each, to ensure that cost shifting does
lion in federal funding, of which $690,000 would bBOt compromise the level of services in either sector.
for staff and consultants, and only $29,000 for devl- There are no quality metrics currently in place
oping new quality measures for the health and LT$®, measure the performance of LTSS provid-
Planning funds would be used to <nalize the servigES: and the development of such measures clearly
package, develop risk adjustment methods, create§s 10 proceed before any services are delivered.
propriate rating categories for the subgroups of dual ~ Mass Home Care and other groups will have a
eligible adults ages 21-64, and model shared saviRance to add their comments to the duals plan if it gets
arrangements and quality metrics that appropriately ft1ding by the feds. EOHHS expects to learn in April if
ward the integrated care entities for high-quality pdfis grant will be funded. EOHHS will issue a Request
formance and health outcomes---yet to be determiney Information soon to begin to solicit the comments

EOHHS says the integration of Medicare arftPm advocates and providers regarding the specisc de-
Medicaid funding at the state level is the key innovati8ign of this major managed care project that will impact
of this demonstration model. In one of the most tellifgcouple hundred thousand residents if it is implement-
sentences in the proposal, EOHHS says: “Massacht-with younger disabled invididuals, ar_ld the elderly.
setts will also use experience it gains with this new in- ~ “We have a number of key policy issues to
tegrated care model to inform potential improvemen@ise,” explained Mass Home Care Presideint-

for service delivery to dual eligibles who are elderlyd@ George “We were not shown the proposal be-
Mass Home Care met with EOHHS offore it was submitted, so issue number one is en-

ecials and raised a number of concerns wifitring that our agencies get a place at the table.”
According to the EOHHS timetable,that state had



April, 2011

planned to release the RFI in February 2011, drafswpport and resources needed to age with dignity. She
Request for Responses (RFR) in the fall of 20Jdlso worked for many years in thedd of adult day ser-
release the RFR in January 2012 and award cwuites, operating adult day health and dementia day care
tracts to integrated care entities by fall of 201frograms and working statewide on policy and legisla-
tive issues. Sheareceived her Master’s in Public Health
Menino Names New and Master’s in Social Work from Boston University.
o . “I am honored to join Mayor Menino’s team as
Commissioner of Elderly Affairs  commissioner of Elderly Affairs,” said Shea. *I am
truly excited to begin working to advance the City’s
outstanding elderly programs and services and to make
Boston the most accessible and elder-friendly city
for our residents.” Shea begins her job on April 6th.

End of Life Care Report Released

Nearly 1,000 people in Massachu-
setts die each week in a health system that
too often fails them and their families.

Although it bears a date of October, 2010,
a report was released in March of 2011 by the Mas-
sachusetts Expert Panel on End of Life Care. The
report is titled: The Urgency of Health System Re-

In early March, Boston MayoThomas M. forms to Ensure Respect for Patients’ Wishes and Ac-
Menino announced thaEmily Shea will join his countability for Excellence In CareOne of Mass
administration as Commissioner of Elderly Affaird]ome Care’s memberdiarilyn Travinski , Execu-

In this role, Shea will oversee the City's Commidive Director of Tri-Valley, sat on the expert panel.
sion on Elderly Affairs and advance the Commis- 'Inpreparing this report,” the 43 member panel
sion’s work of planning, coordinating and monitoirote, “we found substantial, convincing, and often
ing City services to help improve the quality of lifél€€eply disturbing evidence that today’s health care sys-
of all senior citizens living in the City of Bostont€m is poorly designed to ensure that these basic prin-

“Emily is a passionate advocate for the elderfjPles are respected. Every day in the Commonwealth,
and has a proven track record of delivering servicgiously ill patients and their families confronting
to Boston’s elderly community,” said Mayor Meninoduestions of life and death are being failed—at exactly
“We value all of our seniors living within our neighthe time when they are most vulnerable and in need of

borhoods and Emily’s experience will be a great d¥Ip. This report describes the many gaps in care we
set to Boston’s seniors and to my administratiorf!@ve identiled, and recommends both immediate and

Emily Shea most recently served as the Dirdéng-term steps that must be taken to address them. For
tor of Elder Services at Action for Boston Communityirtually every failing, proven examples of how to do
Development (ABCD), Boston’s largest anti-poverg‘etter already exist. There is no justilcation for fur-
agency. Previously, Shea was Executive Director at {A8" delays in addressing these known shortcomings.”
Boston Partnership for Older Adults (BPOA), a coali- Although  Massachusetts  has  achieve
tion of over 200 organizations and individuals workbany successes in the leld of end-of-life care,

ing to ensure that all older adults in Boston have th¢ expert panel lists 8 ways that the state’s
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health care system has failed consumekdealth Basic, Mass Health Essential, and Mass Health
* Elicit and document patients’ wishes about Limited currently do not have a hospice benel!t.\
care near the end of life:Only 17% of respon-* Monitor and ensure progress in improving end-
dents to a Massachusetts Commission on Endoblife care in the Commonwealth: In the late
Life Care /MA AARP survey have even spoken with990s, the Massachusetts Commission on End-of-
their physicians about their end-of-life preferencdsfe Care was formed to lead state improvement ef-
* Alleviate patients’ pain and suffering: forts, but it was not provided with either the resources
45% of Massachusetts nursing home resir the authority to drive system-wide change and ac-
dents surveyed say they are in persistent paountability. Today, wide variation exists across the
* Fullll patient’s preferences for dying at home: The 50 states in the provision of end-of-life care, with
percentofMassachusettsdeathsthattake plaoaathas Massachusetts lagging. In a 2008 study grading ac-
held steady between 22 and 24% for more than six yeaess to palliative care, Massachusetts received a “C.”
The new report makes 20 specilc policy rec-
ommendations:
1. The Commonwealth should launch a vigorous, high-
visibility, and ongoing public awareness campaign
about the value of advance care planning by Janu-
ary 1, 2012, in accordance with Massachusetts Acts
of 2008, Chapter 305, Section 42, with four goals:
a. Foster statewide understanding of the im-
portance of appointing health care agents
and engaging in advance care planning;
b. Mobilizeandempowerindividualsand otherstakd-
erstodemandanddriveimprovementsinend-of-life care;
C. Educate  individuals about the role
and process of Medical Orders for Life
Sustaining Treatment (MOLST); and
d. Encourage participation in national initia-
tives to promote advance care planning, such as

) National Health Care Decisions Day (NHDD).
al burden of caring for a loved one at the end . . )
. . : . . Full statewide implementation of MOLST
life, and too often receive little if any support.

* Ensure an adequately trained and supported work- Should be achieved no later than January 1, 2014.

force: Even though 100% of patients will one day dia,é T:]nz deMO;\?;IabFI)éoce% sr athde fot:(rans(,)n dsho;l\cé
health professional schools, training programs, and c&r- . y
g . - . reaterWorcesterdemonstrationareaby January 1,2011.
tifying bodies place limited emphasis on the knowled%e MOLST implementation should include support
andskillsneededtoachieve excellencein end-of-lifeca}r'e. . :

- of  a full-time project manager to oversee the state-
* Ensure that treatment decisions are made, and

: ide expansion of MOLST in accordance with the
resources allocated, based on patient- centereo‘m

NS . OLST Steering Committee recommendations,
priorities: There are no publicly accountable sys- - )
) 10 _ensure recognition and acceptance by hospitals,
tems in place to ensure that health care providers

- . i izati wide.
elicit effectively and then respect the treatment pr sing facilities and other organizations statewide

. i : L . All health care organizations (hospitals, nursing

erences of patients with serious advancing illnegs. : :

N . : . omes, home health agencies and others) involved
Provide a hospice benel!t to all patients un-

: _ : in caring for patients with serious advancing illness
der MA public plans: Patients covered under Masghould be required by January 1, 2014 to document

* Support families as caregivers: Many fami-
lies struggle under the!nancial and person-
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to the MA Department of Public Health that they.. Future evolution of the Commonwealth’s Strategic
a. lIdentify patients with life-limiting condi- Plan for Care Transitions, already highly consistent
tions who may beneet from hospice or palwith many of the recommendations in this Report,
liative care, with mechanisms for referral to ashould include explicit steps to ensure that transferred
propriate caregivers if desired by the patiematients with identieed palliative or hospice care needs
b. Demonstrate that these proteexperience seamless, high-quality care across settings.
cols are being systematically wused; ar®lTheCommonwealthshouldactivelypromoteincreased
c. Have a systematic way of helping patients dgmlliative care training of health care professionals by:
ignate a health care agent and elicit goals of cameRequiringbyJanuaryl,2014thatallstatareced med-
ical schools, nursing schools, and social work programs
should teach basic competencies in generalist palliative
care within their undergraduate and graduate curricula.
b. Advocating with organizations representing the
non-licensed direct care workers— including per-
sonal care assistants, certised nursing assistants,
and hospice and home health aides—to include a
minimum of one to two hours of education in pal-
liative care for initial certiecation and at least one
hour of annual continuing education by 2014.
c. Advocating with the Massachusetts Ofece of
Emergency Medical Services (OEMS) to review
the role and training of EMS staff and erst respond-
ers related to end-of-life care, including MOLST.
d. Encouraging local/state chapters of orga-
4. By January 1, 2014, all health care organizatiomigations of key professional disciplines—
that care for patients with serious advancing illnesgdicine, nursing, social work, physician assistants—to:
should be required to provide access to palliative Work with their respective national organiza-
care and hospice services—in-house, by contracttions to ensure that basic palliative care compe-
by referral—that meet national standards for qualitgncies are included in curricula, training, and
5. The Commonwealth should consider regulatory ar@ftiscation requirements for graduate and under-
or legislative steps to ensure adherence to these requjraduate education, as appropriate for their «elds; and
ments, including reviewing the successful passageiiin Participate in developing and offering train-
New York State of the Palliative Care Information Acing programs in palliative care for continuing
which requires health care practitioners to provide paHucation and other professional development.
liative care information and end—of-life care options & All health care organizations caring for patients with
patients diagnosed with a terminal illness or conditioserious advancing illness should be required by January
6. Providers and health plans should develgp2014 to document that their staff have training com-
models of clinical care that integrate both pallianensurate withtheirrolesand responsibilities, including:
tive and life-prolonging or curative interventionsa. Physicians, nurses, physician assistants and other
a. Inlight of the growing evidence about the positive imelvance practice clinicians, including both general-
pacts of the integration of palliative and life prolongingt clinicians and certieed palliative care specialists;
care, the Commonwealth should work with health plaps Psychosocial professionals such as social workers,
to identify at least one health plan in Massachusetts wihaplains, and bereavementtherapists, who provide emo-
ing to conduct a demonstration program expanding elonal and spiritual support to patients and families; and
gibility and services for palliative care or hospice care. Non-licensed direct care workers, including per-
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sonal care assistants, certieed nursing assistamtsReview the Recommendations of the Expert Panel on
hospice and home health aides, and others who od-of-Life Care and determine howthese recommenda-
vide bedside care to patients in hospitals, nursitignscanbeimplementedaspartoftheirevohwiog;and
homes, assisted living residences, hospices, and hdmeSet annual goals related to implementing the
10. Hospitals, hospices, health plans and otecommendations, and other efforts to improve
er service providers should be encouraged to pemd-of-life care, and report to the Secretary of
vide in-home training and supportive services (relealth and Human Services on their progress.
spite, care coordination) to family caregivers, who

provide the majority of hands-on care and sup-

port for patients, especially for patients at home.

11. Any Commonwealth payment reform ini-

tiative should be designed to ensure that, for

all patients with serious advancing illness:

a. Discussions with their physician about their

goals and wishes for care, including at the

end of life, are included as covered services;

b. Comprehensive palliative care and hos-

pice services, delivered by an interdisciplin-

ary team, are covered in all health plans;

c. No patient is forced to decline life-prolong-

ing measures in order to receive palliative

care services that enhance quality of life; and

d. Payment for medical services requires adequate

documentation that they are based on the well-in-

formed wishes of patients (or appropriate surr@5. The Governor and the Legislature, in consulta-
gates), including understanding of life-prolongion with the Secretary of Health and Human Ser-
ing and palliative care or hospice alternativegices, should ensure that a responsible entity has
12. Under state law (Mandated Hospice Benetie resources and authority to promote implementa-
1994), health plans in Massachusetts are requitieth of these Recommendations. This body should:
to provide a hospice benest. Three MassHealth Include representatives of the four domains ad-
plans (MassHealth Basic, MassHealth Limitedressed in the Panel's report: informed and em-
and MassHealth Essential) currently do not, apdwered patients and families; an effective health
should be changed to include hospice coveragare system; a competent and compassionate work-
13. The Executive Ofsce of Elder Affairs, the Deparforce; and enancial systems that support care.
ment of Public Health, the Department of Mental Health, Oversee the Commonwealth’s public aware-
the Department of Developmental Services, the Masagss campaign surrounding end-of-life care in
chusetts Rehabilitation Commission, the Departmentzefcordance with Chapter 305, Acts of 2008.
Children and Families, and other appropriate state agen- Support implementation of the Massachu-
cies should explore ways to increase support for fagetts MOLST Program, Chapter 305, Acts of
ily members choosing to care for loved ones at hor2e08, with full statewide imple-
14. The Executive Ofece of Health and Human Servicgaentation by January 1, 2014.
the Health Care Quality and Cost Council, the Executie Develop and implement additional strategies that im-
Ofece of Elder Affairs, and the Department of Publiprove end-of-life care in the Commonwealth, including:
Health, and their internal bodies whose work relatesito Ensuring that the needs of special popula-
the care of patients with serious advancing iliness shouidhs, such as people with disabilities or mental ill-
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ness, children, frail elders, racial and ethnic nsions with Massachusetts Health Quality Partner-
nority groups, and veterans, are being met; asitip on measures to assess the palliative care pro-
2. Reviewing the size and distribution of thgrams, training, and penetration in these settings.
hospice organizations in the state and makd. Annual Report

ing any necessary recommendations to meet theEffective July 1, 2011 and annually thereafter,
needs of all the residents of the Commonweattie HCQCC directly or through the designated re-
e. Report at least annually on progressponsible body, will publish on its website an an-
16. The entity should organize an annual end-ofdal progress report on palliative and end-of- life
life summit to share best practices, discuss pramre in the Commonwealth to include, at a minimum:
ress, and apply lessons learned from other states.

17. Hospitals

a. Effective July 1, 2011, utilizing the American Hospital

Association (AHA) Annual Survey, the Massachusetts

Health Care Quality and Cost Council (HCQCC) will

publish annually, onits website, the existence of afeliated

hospice and palliative care programs (in house, by con-

tractorreferral) forallhospitals by name in Massachusetts

b. By January 1, 2011, the HCQCC or other desig-

nated responsible body will begin discussions with

the Massachusetts Hospital Association on ways to

collect and publicly report the presence of palliative

care training programs. The goal will be for public

reporting to commence by hospitals by July 1, 2011.

18. Nursing Homes and Home  Care

a. The HCQCC will publish annually, on its web-

site, the percent of patients with an advance dirdcPresence of a palliative care program (in-house or
tive for all nursing homes by name in Massachusefty. contract or referral) by hospital, nursing home,
b. By January 1, 2011, the Executive Ofece of Eld&ome care agency or progress in meeting that goal;
Affairs will begin discussions with the Massachusett8. Percent of patients dying in hospice, median and
Home Care Association, Massachusetts Senior Care®¢rage length of stay, and geographic variations;
sociation, and the Massachusetts Aging Services As3o- Location  of death by  community;
ciation (MassAging) on ways to collect and publicly ré Resource use in the last six months of life by hospital;
port the presence of palliative care programs (in houseProgress in the statewide implementation of MOLST;
by contract or referral) for all home care and nursifig ~ Patients  in  extended  care  facili-
home organizations by name in Massachusetts. The diesl with advance directives; and
will be for public reporting to commence by July 1,2011.7. Development of a measure on the degree
c. By January 1, 2011, the HCQCC or other designated which the patient's wishes were honored.
responsible body will begin discussions with the Makffective immediately, the HCQCC Expert Panel on
sachusetts Home Care and Extended Care assdegiformance Measurement should consider approach-
tions on ways to collect and publicly report the pregs to measure the degree to which a patient’'s wishes
ence of palliative care training programs. The goal willere honored at the end of life, drawing on the ex-
be for public reporting to commence by July 1, 201perience of the MOLST project, the prior research
19. Ambulatory Care Organizationdy Better Ending Partnership, and others. No later
a. By January 1, 2011, the HCQCC directly or througian July 1, 2011, the HCQCC or designated respon-
the designated responsible body, will begin discwble body will report on a recommended measure.



