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ABSTRACT

Of the estimated 11.4 million Americans dually enrolled in Medicare and Medicaid
programs, these “dual eligible” beneficiaries are among the sickest and most
vulnerable patients in the United States. Because of the complexity these high-risk
individuals, their needs are typically overlooked by standard health systems due to
a lack of service coordination across Medicare and Medicaid providers. To address
the lack of coordination among other concerns, the Centers for Medicare and
Medicaid Services introduced the Financial Alignment Initiative in 2011, a
nationwide demonstration that seeks to improve access to quality care and
coordination of services for dual eligibles. This thesis provides an integrative study
and discussion on the Financial Alignment Initiative and its California and Illinois
demonstrations. Through literature review and data collection by means of
interviews with federal, state, and third-party officials, we argue that by
emphasizing further collaboration between federal decision-makers and health
plans, focusing on administrative improvements across demonstrations, and
refining meaningful data collection and evaluation, results would lead to better care
coordination, enrollment, and cost savings as a whole.
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Chapter 1
Introduction
The Financial Alignment Initiative is a nationwide demonstration that seeks to improve
access to quality care and coordination of benefits and services for the Medicare-Medicaid
enrollee population. The Medicare-Medicaid enrollee population consists of individuals who are
dually eligible for both Medicare and Medicaid, and are more commonly referred to as dual
eligible beneficiaries, or “dual eligibles” for short. Furthermore, launched by the Centers for
Medicare and Medicaid Services (CMS) in conjunction with the Affordable Care Act (ACA), the
Financial Alignment Initiative originally proposed two models for state participation: a Capitated
Model or Managed Fee-For-Service (MFFS) Model. This initiative was made possible through
the collaboration of CMS’s Innovation Center and Medicare-Medicaid Coordination Office.1
While 26 states originally submitted proposals to CMS for participation in the initiative,
as of February 2017, thirteen states have finalized memorandum of understanding (MOUs) with
CMS.2 Each state has its own individualized demonstration(s), yet all states require mandatory
health assessments as well as the assignment of individualized care plans for enrollees.3
Individualized care plans vary based on the state’s target demographic, but all focus on the
ability to positively impact quality of care and reduce costs for these high-risk individuals.
Looking forward, this thesis starts by providing an overview of various populations
across the country, including Medicare, Medicaid, and dual eligibles, to better understand how
each demographic plays a role in the Financial Alignment Initiative. We then outline the history
and progress of the Financial Alignment Initiative, which seeks to improve quality care and
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provide financial alignment through three-way contracts with CMS, state departments, and
managed care plans. In addition to outlining the progress and impact of the Financial Alignment
Initiative, our focus then shifts to two individual states for further overview – California and
Illinois. As of June 2016, California and Illinois’ combined coverage includes 171,373 of the
estimated 415,411 enrollees in the United States (more than 41%), making these states and their
demonstrations important players in the Financial Alignment Initiative.4 By outlining the
California and Illinois demonstrations, we are able to determine current-state operations of each
state and identify key areas of focus for our research methodology.
In this study, our objective is to understand the perspectives of individuals with broad
experience in the coordination of Financial Alignment Initiative Demonstrations and further
identify areas of need at the federal and state levels. Three focus groups were identified, and
individuals within each group were selected for interviews. The three focus groups included
federal, state, and third-party officials. Interviewees across the three groups included senior
officials and professionals with a wide range of experience across the Initiative.
Interviews were conducted over the phone and were based on the following research
questions: (1) What are the key drivers of success for the Financial Alignment Initiative? (2)
What challenges have been experienced thus far? (3) What changes are being made to improve
upon current initiatives? (4) What investments are being made to enhance relationships between
each group? (5) What lessons have been learned that will help other state demonstrations and
policymakers for the future? Interview findings are outlined, synthesized, and discussed in
Chapter 5, and conclusions are formed to provide insight for future research, strategy, and
policymaking at the federal and state levels.
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Chapter 2
Population Overview

2a. Medicare Population
The elder population is typically much more at-risk to develop chronic diseases or
medical issues than that of a younger population. Because of this, it was much harder to obtain
health insurance throughout much of the 50’s and 60’s in the United States, especially so for
those 65 years and older. This challenge was addressed by President Johnson in 1965, ultimately
leading to the passing of a bill that created the Medicare program.
At that time, Medicare was a federal health insurance program established exclusively for
those 65 and older to help provide coverage to this at-risk population. In 1972, Medicare
expanded to include individuals with permanent disabilities and end-stage renal disease,
regardless of age. Today, Medicare is under the Centers for Medicare and Medicaid Services
(CMS) and covers roughly 55 million individuals in the United States.5 In terms of spending, the
Medicare program accounts for roughly 15% of total annual federal spending in the United
States at more than $645 billion each year.6
Medicare is broken into various parts based on coverage, benefits, premiums, and other
criteria. The primary parts of Medicare include: Part A, Part B, Part C (or ‘Medicare Advantage
Plans’), and Part D (for prescription drug coverage). Originally, Medicare was comprised of two
parts: Part A and Part B. Today, Parts A and B are more commonly referred to as “Traditional
Medicare,” while Part C is in lieu of these traditional parts. Other Medicare plans are also
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available, such as Medicare Supplemental Insurance (more commonly referred to as ‘Medigap’).
Medigap works to cover any gaps in coverage that traditional Medicare does not. Lastly, Part D
covers beneficiaries’ prescription drug plans and helps cover out-of-pocket costs for covered
drugs.7,8 Figure 1 provides a continued outline of Medicare and each Parts’ coverage, benefits,
and services provided.
Figure 1. Medicare Coverage, Benefits, and Premiums Broken into Five Parts

Note: Adapted from the Government Programs Training, 2016, PwC: PricewaterhouseCoopers, LLP.
Copyright 2016 by PwC, LLP9

Traditionally, Medicare services that are also covered by Medicaid are typically paid first
by Medicare. For dual eligibles as a whole, Medicare covers payments for traditional Medicare
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and Part D; while payments on premiums, cost sharing, and additional benefits not covered by
Medicare are supplemented through state Medicaid payments.10 Examples of such benefits
include behavioral health services and long-term services and supports (LTSS) - both of which
are important needs for dual eligibles.
Historically, Medicare and Medicaid have been independent of one another, with very
little coordination between the two. However, as it relates to dual eligibles, it is easy to see how
financial alignment issues could arise, especially with the various State-specific options for
receiving Medicare and Medicaid services across the country.

2b. Medicaid Population
Along with the establishment of the Medicare program in 1965 came Medicaid, an
entitlement program that initially provided insurance to people receiving cash assistance at the
time. Today, Medicaid has expanded to provide health care to eligible individuals in each state,
including low-income adults, children, elderly, disabled persons, pregnant women, and those
needing long-term care. Eligibility criteria is set by each state; however, there are mandatory
eligibility groups in which states are required to cover. Additionally, since the expansion of the
ACA, states were given the option to expand coverage to individuals at or below 133% of the
Federal Poverty Line (FPL). As of December 2016, Medicaid covers 69 million individuals in
the United States.11
Because Medicare services also covered by Medicaid are typically paid for by Medicare,
Medicaid is considered the secondary payer in most situations. Secondary payments include
services such as personal care, home-based care, and nursing home care. Individual benefits and
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coverage vary by state, but are traditionally provided through managed care plans and fee-forservice (FFS) plans. Exceptions to this coverage include specialty plans that offer both Medicare
and Medicaid benefits. An example of such is the Dual Eligible Special Needs Plan (D-SNP).12
Under the ACA, states have shifted away from FFS and moved towards a managed care
approach towards managing costs and quality. The managed care approach delivers benefits
through contractual arrangement between state Medicaid agencies and managed care
organizations (MCOs). As states continue to look at ways to improve care coordination and
administrative alignment for Medicaid beneficiaries beyond managed care, many have begun
implementing a range of initiatives that focus on: populations with complex conditions,
alignment for provider payments, and incentives based on performance.13 As such, the Financial
Alignment Initiative seeks to address and improve all of these areas, and has had a major role in
the expansion of Medicaid and dual eligible care across a number of states.
Overall, the relationships between state Medicaid agencies and MCOs, as well as the
relationships between the federal government and MCOs, are important components of the
Financial Alignment Initiative. As such, it is important to note that the relationship between
States and MCOs has been previously established, while the relationship between the federal
government and MCOs is currently in the developmental stage.

2c. Dual Eligible Population
By definition, individuals dually eligible for Medicare and Medicaid are classified as part
of the Medicare-Medicaid population, more commonly referred to as ‘dual eligibles.’ Of the
estimated 11.4 million dual eligibles in the United States, more than two-thirds receive benefits
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from both programs.14 These beneficiaries account for much more spending than the average
Medicare or Medicaid beneficiary, and present a multitude of challenges for care providers and
insurers.
To fully understand the challenges that come with dual eligibles, one must understand the
variety of individuals that are part of the population. For example, dual eligibles are most
commonly low-income seniors and younger persons with severe disabilities. Roughly 60% of
individuals have annual incomes below $10,000, and more than 33% are younger individuals
with disabilities.15 Additionally, not only are the majority of individuals older in age, but twothirds of all dual eligibles have multiple chronic conditions, including: dementia, cognitive and
mental health impairments, substance abuse, and more. Some individuals are homeless, while
others reside in institutions. Others live alone and received limited or fragmented care.16
Because of the unique circumstances of these individuals, dual eligibles have greater
health needs and higher utilization rates than that of the average Medicare or Medicaid
beneficiary; making them of great interest to Medicare and Medicaid policymakers, as well as
the governments funding the respective programs.
For an additional perspective, more than 50% of dual eligibles are considered to have
‘fair or poor health,’ which is twice-that of Medicare beneficiaries with fair or poor health.17
Roughly 60% have three or more chronic conditions, requiring a greater amount of resources
related to hospitalization, emergency room visits, and long-term care as a whole.14 And dual
eligibles account for more than 30% of all health care costs associated with Medicare and
Medicaid per year. Clearly, large amounts of money and resources are expended annually, and
recent data suggests that annual expenditures for dual eligibles are approximately $300 billion or
more per year.18
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Furthermore, because of the complexity of their health needs, dual eligibles are typically
overlooked by standard health systems. This omission stems from a number of issues, but
primarily comes from a lack of service coordination across Medicare and Medicaid providers.
With the difficulty in aligning programs and providers across Medicare and Medicaid,
dual eligibles often receive very fragmented care from their providers. In turn, this fragmented
care negatively impacts their access to areas such as behavioral health, home care management,
and LTSS benefits. In the most recent report from CMS, 14% of all Medicaid beneficiaries were
found to be dually eligible, yet those same individuals accounted for more than 32% of all
Medicaid spending - an 18% difference. As it relates to Medicare, the numbers are not much
better, standing at 20% and 35% respectively, resulting in a 15% surplus in spending. 17
Figure 2. Dual Eligible Enrollment vs. Spending for Medicare and Medicaid, National

Note: Retrieved from Medicare-Medicaid Enrollee Information National, 2011, CMS. 17

For another perspective, figures at the state level can be worse than the national average in
some cases. California’s percentage of total Medicaid enrollees and Medicaid spending for dual
eligibles is reported at 11% and 33% respectively - a 21% surplus in spending.19
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Figure 3. Dual Eligible Enrollment vs. Spending for Medicare and Medicaid, California

Note: Retrieved from Medicare-Medicaid Enrollee Information California, 2011, CMS. 19

In Illinois, the numbers are also of concern. With a 19% surplus in Medicaid spending
and 16% surplus in Medicare spending, both metrics are above that of the national average.20

Figure 4. Dual Eligible Enrollment vs. Spending for Medicare and Medicaid, Illinois

Note: Retrieved from Medicare-Medicaid Enrollee Information Illinois, 2011, CMS 20
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It is clear that spending and cost savings for these individuals has been, and will continue
to be, an area of concern for programs as they continue to develop over time; however, it is
through the improvement of coordination, integration, and collaboration of services across
parties that these issues can be addressed.
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Chapter 3
The Financial Alignment Initiative

3a. Overview
Signed into law in 2010, the ACA created two important entities and one important
authority which now oversee the largest dual eligible program in the United States: The Financial
Alignment Initiative.
Made possible through the collaboration of the CMS Innovation Center and the CMS
Medicare-Medicaid Coordination Office, the Financial Alignment Initiative is designed to
provide dual eligible beneficiaries with a better overall care experience through the integration of
care and alignment of financial incentives across the Medicare and Medicaid programs.1 With
more than 11.4 million current Americans enrolled in both Medicare and Medicaid, cost stability
and care improvement for dual eligibles is of major concern of the federal government;
especially with the growing elderly population in the United States.

3b. Background
Through the Financial Alignment Initiative, CMS contracts with states and health plans
across the country to test two models for effectiveness in achieving the goals of increased access
to high quality, seamless systems of care and improved coordination of benefits and services for
dual eligibles across each program. Most commonly referred to as ‘demonstrations,’ states opting
to participate in the Financial Alignment Initiative have the option to choose between two
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approaches: a Capitated model, or managed Fee-For-Service (FFS) model. Today, twelve states
currently participate in either a capitated or FFS model, while one state has been allowed to
participate in an Administrative model which excludes the financial-portion of the initiative and
strictly focuses on the administrative alignment portion of the initiative.21
While choosing between two models seems simple, the development of a state
demonstration under the Financial Alignment Initiative can be very complex, and involves
various contractual agreements, negotiations, and applications between involved parties.3 As
such, 26 states initially applied to participate in the Financial Alignment Initiative but only
thirteen signed official memorandum of understanding (MOUs) with CMS to solidify their
demonstrations.21
Figure 5. State Demonstrations in the United States

Note: Retrieved from KFF Figure 1: State Demonstration Proposals to Align Financing and/or
Administration for Dual Eligible Beneficiares, 2015, KFF: Kaiser Family Foundation.
Copyright 2016 by KFF21
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As part of the capitated approach, states agree to a three-way contract with CMS and
exclusive health plans to coordinate the delivery of service to enrollees. In an effort to improve
and expand upon the efforts of managed care on the Medicaid-side, these exclusive contracted
health plans tend to be comprised of Managed Care Organizations (MCOs) within the state.
These MCOs are, in turn, responsible for providing coverage pertaining primarily to Medicare
Parts A, B, and D; Medicaid; as well as the alignment of administrative responsibilities across
programs. In turn, CMS and the states are responsible for jointly monitoring performance and
payments for these plans.22 To spur the improvement of care coordination for dual eligibles,
MCOs are given prospective blended payments for providing comprehensive, coordinated care to
beneficiaries. As of June 2016, ten states have implemented capitated demonstrations, enrolling
370,371 individuals across the country.4
Under the FFS model, states contract with provider networks to deliver integrated
primary and acute care, behavioral health benefits, and long-term services and supports (LTSS).
When quality benchmarks are achieved by these providers, both the state and CMS provide
health plans a retrospective performance payment based on predisposed amounts that are jointly
set by CMS and the states.23 As of 2016, two states have adopted the FFS model, enrolling
45,039 individuals in those demonstrations.4 For the purpose of this study, we will be focusing
on the capitated model demonstrations and expanding upon two target state demonstrations.
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Table 1. Financial Alignment Initiative Demonstrations by Model
States

Illinois

Cal MediConnect
Medicare-Medicaid
Alignment Initiative
(MMAI)

Massachusetts

One Care

Michigan

MI Health Link

FFS

Capitated Model

California

Other

Demonstration

State Department
California Department
of Health Care Services
(DHCS)
Illinois Department of
Healthcare and Family
Services (HFS)
Commonwealth of
Massachusetts
Michigan Department of
Community Health

New York

Apr. 1, 2014

Age 21 or older

Mar. 1, 2014

Age 21-64

Oct. 1, 2013

Age 21 or older

Mar. 1, 2015

Age 21 or older;
LTSS requirements

Jan. 1, 2015

Age 21 or older
with IDD

Apr. 1, 2016

Age 18 or older

May 1, 2014

Rhode Island Executive
Office of Health and
Human Services

Age 21 or older

June 1, 2016

South Carolina
Department of Health
and Human Services

Age 65 or older in
enrollment
community

Feb. 1, 2015

Texas Health and
Human Services
Commission
Virginia Department of
Medical Assistance
Services

Age 21 or older;
qualify for
Medicaid HCBS

Mar. 1, 2015

Age 21 or older

Apr 1, 2014

Age 21 or older

Sept. 1, 2014

All ages

July 1, 2013

Ages 18 to 64 with
disabilities

Sept. 13, 2013

New York State
Department of Health
(NYSDOH)
Ohio Department of
Health

Rhode Island

MyCare Ohio
Medicare-Medicaid
Alignment Integrated
Care Initiative
Demonstration

South Carolina

Healthy Connections
Prime

Texas

Dual Eligible
Integrated Care
Demonstration Project

Virginia*

Commonwealth
Coordinated Care

Colorado

Financial Alignment
Demonstration

Washington

Health Homes MFFS

Colorado Department of
Health Care Policy and
Financing
Washington State Health
Care Authority

Minnesota

Dual Demo
(Administrative
Alignment only)

Minnesota Department
of Human Services
(DHS)

Ohio

Implementation
Date

Age 21 or older

Fully Integrated Duals
Advantage (FIDA)
FIDA: Intellectual
and Development
Disabilities (IDD)

Eligibility

*In December 2017, the Virginia capitated financial alignment contract will be terminated 4
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Furthermore, it is important to remember that Medicare and Medicaid have traditionally
operated with very different providers before the installment of the Financial Alignment
Initiative. Both programs also tended to vary in levels of administrative development and in the
range of benefits they serve to beneficiaries.
While Medicare’s national requirements serve as the base-line for each state’s
demonstration requirements, Medicaid’s requirements vary from state to state. This variation
causes additional disruption related to patient enrollment among other things. Furthermore, as it
relates to enrollment, states have never traditionally been able to auto-enroll beneficiaries into
their Medicare programs. This has not been the case for Medicaid beneficiaries. State Medicaid
agencies have had the ability to auto-enroll Medicaid beneficiaries into their integrated care
plans if they do not opt-in voluntarily.24 As part of the Financial Alignment Initiative, CMS has
given states operating under the capitated model the ability to auto-enroll beneficiaries into their
exclusive contracted health plans, more commonly referred to as ‘passive enrollment.’ This
passive enrollment of dual eligibles was a new and much debated approach as it relates to
Medicare beneficiaries and providers across the country; however, CMS has argued that passive
enrollment measures were a necessary component to the initiative that would ultimately aid and
facilitate the creation of infrastructure and savings across demonstrations.25
In regards to the three-way contracts between CMS, states, and participating health plans,
it is also important to note the history, experience, and working relationships between each party.
Naturally, CMS and states have had experience working together on activities related to
Medicare and Medicaid directly; the same goes for state agencies working with their own state
health plans and providers. This past experience is an invaluable synergy, especially as it relates
to the navigation of communication, establishment of new and continued working relationships,
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and implementation of changes to program policies. In regards to the relationship between CMS
and health plans, however, these parties have not had much experience working together directly.
While updates to federal policy and programs ultimately end up affecting health plans directly
and indirectly, the lack of experience and collaboration between CMS and health plans is an
important factor for the Financial Alignment Initiative. Because there were, and still are,
unknown intricacies and barriers between these groups - particularly related to collaboration and
joint decision making - these parties have struggled in the early years of the Financial Alignment
Initiative. Especially in areas such as enrollment and data collection.4
With that being said, investments made towards fostering and improving these delicate
relationships is an important consideration for all parties moving forward. Moreover, this is
especially important for CMS and federal stakeholders responsible for major decision-making
related to policy and program updates.

3c. State and Health Plan Requirements
As part of the initial agreement for the Financial Alignment Initiative, CMS outlined that
“all state programs would be evaluated [by CMS] on their ability to improve quality and reduce
costs.” To accomplish the goal of effectively evaluating demonstrations, CMS implemented data
collection requirements for participating states. These requirements involved collecting and
providing cost, quality, enrollment, and utilization data within each state and their respective
demonstrations.26 This data has been collected consistently by CMS across demonstrations, and
used to compare findings across groups and individuals. However, there have been many issues
related to the collection of this data, causing gaps in findings that will be discussed later.
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Furthermore, states participating in the capitated model have also been required to
provide encounter data for program beneficiaries and report on additional quality indicators set
fourth by CMS. While these added requirements were set fourth initially at the state-level, much
of the implications have ended up affecting health plans, requiring providers to adapt to adjust
their data collection systems to keep up with the added pressure set fourth by CMS.
Continuing upon the notion of data collection, CMS, states, and health plans have
introduced the establishment of health risk assessments (HRA) across all capitated model
demonstrations. These HRAs were required by all participating health plans in capitated
demonstrations, and were seen as and important first-step of development towards a
comprehensive, person-centered care experience in the Financial Alignment Initiative. Moreover,
CMS collects “HRA completion” data, and continually requests updated data from health plans
to closely monitor individual progress related to care coordination and enrollment.27 The HRA
completion rate was one of the many core measurements used to provide quality benchmarks
across the Financial Alignment Initiative as a whole.
Table 2. CMS Core Measurements
Core Measures
1. Health Risk Assessments
2. Care Coordination
3. Enrollee Protections
4. Organizational Structure and Staffing
5. Performance and Quality Improvement
6. Provider Network
7. Systems
8. Utilization
Note: Adapted from Updates from the Medicare-Medicaid Financial Alignment Initiative, 2015,
CMS Division of Medicare Health Plans Operations. Copyright 2015 by CMS 26
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To provide further insight into the background of HRA data, there were two additional
requirements set fourth in each party’s three-way contract. The first was HRA completion related
to enrollment. The second was related to a continuity-of-care period, which gave patients the
ability to access their old services and providers from before the implementation of their
demonstration. The HRA completion period required within 90 days of patient enrollment, and
the continuity-of-care period was set from 90-180 days after enrollment, or in some cases, until
after the HRA was completed. While the broad requirement from CMS for HRA completion was
set at 90 days of enrollment, timing for this varied across states and demonstrations. 27
Table 3. Capitated Enrollment, Age, and Preliminary 90-day HRA Completion
Participating
Health Plans
(June 2016)

Total
Enrollees
(June 2016)

Enrollees
Age 65+
(%)

Preliminary Enrollees
with Completed HRAs
within 90 Days** (%)

California

10

122,905

71%

84%

Illinois

7

48,468

56%

71%

Massachusetts

2

13,106

2%

65%

Michigan

7

40,884

43%

58%

New York

17

5,516

91%

95%

Ohio

5

62,981

51%

73%

n/a*

n/a

n/a

n/a

South Carolina

4

5,614

100%

83%

Texas

5

42,914

68%

85%

Virginia

3

27,768

49%

88%

Capitated Model

States

Rhode Island

*Data currently unavailable as of June 2016
**Data collected as of March 2016
Note: Adapted from Updates from the Medicare-Medicaid Financial Alignment Initiative, 2015, CMS
Division of Medicare Health Plans Operations. Copyright 2015 by CMS 27
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3d. Uncertainties Across Parties
In an effort to expand upon some of the aforementioned uncertainties related to the
Financial Alignment Initiative, it is important to understand the reservations each party had at the
forefront of the program. In regards to state and health plan reservations, concerns were
primarily associated with administrative functions and communication with beneficiaries; in
regards to CMS, concerns stemmed from provider buy-in and the complexities of gathering dual
eligible information.
Providers worried that their current enrollment processes for beneficiaries were not
sufficiently equipped to handle the large volume of enrollees that CMS expected of them.
Furthermore, direct and effective messaging between health plans and their respective
beneficiaries, as well as having the ability to address the vast, complex needs of their populations
were among other concerns.25 Dual eligibles already receive very fragmented care as is. Adding
in the fact that many of these individuals come from uneducated backgrounds can make for very
ineffective communication across parties. This is especially the case when providers need to
communicate negative changes to their beneficiaries’ current health care.
As for CMS, reservations relate primarily to the health care providers acting in a manner
of avoidance, as opposed to ‘opening their doors’ to the complex, high-risk population that is the
Medicare-Medicaid population. Furthermore, complexities related to the dual eligible population
as a whole include the diverse needs that various beneficiaries have and how gaps in accurate
contact and medical information negatively impact the ability to address those needs.26
In regards to patient information, there are instances where basic data is readily available
for providers, such as age, income, and current medical disabilities; however, when measuring
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this data across large populations the ability to manage this data accurately while continuing
other functions as a whole can be very challenging. Not to mention, there is also a large amount
of data that is not readily available.
As we continue our study, understanding how many of these perspectives have shifted is
important in understanding the overall progress of the Financial Alignment Initiative to date.

3e. Recent Progress
In terms of progress made by the Financial Alignment Initiative, we seek to understand
how CMS has handled the evaluation of demonstrations across the country. Since the installment
of the Financial Alignment Initiative, CMS has contracted with third parties to assist in the
evaluation of data. The primary third party evaluator, RTI International, is a non-profit institute
that provides research and technological services to the clients it serves, and is monitoring and
evaluating four key areas of the Financial Alignment Initiative: demonstration implementation;
impact on patient experiences; overall populations; and sub-populations related to medical
conditions.
RTI’s evaluations and reports have been limited to date, with only a handful of issue
briefs made available by CMS. Publicly available issue briefs identify early findings on care
coordination, insights into special population enrollees, and early findings on beneficiary
experience.28 Additionally, RTI has released a report on the Massachusetts state demonstration,
One Care, but as it relates to this study, we will focus on RTI’s issue brief related to early
findings on care coordination across capitated models.
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According to RTI International’s issue brief titled, “Early Findings on Care Coordination
in Capitated Medicare-Medicaid Plans under the Financial Alignment Initiative29:
A major accomplishment of the [Financial Alignment Initiative] is that large numbers of
new care coordinators have been hired and trained, and the new system has been
implemented. The care coordinators are providing a new service that Medicare-Medicaid
enrollees generally feel is beneficial. Once enrollees become familiar with their assigned
care coordinators and forge personal relationships with them, they appreciate the
support and learn to ask for assistance with various challenges, including access to
needed providers and durable medical equipment. States and MMPs are heavily invested
in the new system and are working hard to make it succeed.

These major accomplishments and signs of buy-in from both states and health plans have been
very promising for CMS and the Financial Alignment Initiative as a whole. Additionally, CMS
has noted that there have been “dramatic increases” in the number of dual eligibles participating
in capitated models, more than 200,000 HRAs received and counting, and added infrastructure
via the hiring of over 2,500 new care coordinators in 2014. 26
Overall, in keeping in line with the notion that the Financial Alignment Initiative was
designed to provide dual eligibles with a better care experience through the integration of care
and alignment of financial incentives across programs, the above metrics have shown that these
goals are being realized by many demonstrations across the initiative.

3f. State Identification
While there are currently thirteen states participating in the Financial Alignment
Initiative, we chose to further outline two states in particular - California and Illinois. Key
considerations used when determining our selection included: the demonstration model used; the
number dual eligibles in each state; and the population characteristics of each demonstration.
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When considering which demonstration model to sample from, the focus of this study has
been on the capitated model approach by states; thus, both states would need to be operating
under a capitated model to maintain continuity. This eliminated three of the thirteen states for our
selection.
When considering the number of dual eligible beneficiaries in the state, we assumed that
selecting a state with a larger dual eligible population as a portion of the total population lead to
larger, more intricate demonstrations that would be of importance to CMS and other stakeholders
at a national level; furthermore, we assumed this importance would subsequently provide us with
more readily available data, which would help us to form meaningful insight when discussing
our findings and suggestions for CMS and others.
When considering the population characteristics for each demonstration, we felt that
selecting states with a more diversified group of target beneficiaries would provide us with a
more robust outline of experiences and lessons learned to aid in the discussion and
recommendations for future research.
Overall, the California and Illinois demonstrations both operate under the capitated
model, and account for more than 40% of all dual eligible beneficiaries in the United States,
combined. California has the largest dual eligible population, accounting for roughly 30% of all
dual eligible beneficiaries. Illinois is third-largest, accounting for roughly 10% of all
beneficiaries in the United States.21
In terms of population characteristics, both California’s and Illinois’ programs have
eligibility requirements of being 21 years or older, while also containing a large majority of
individuals over 65 years of age. Some state demonstrations target strict populations, such as
only enrolling beneficiaries under 65 or older than 65 (Massachusetts and South Carolina,
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respectively), but California and Illinois were found to have a much more diverse mix of
individuals across their populations.4,27
Figure 6. Dual Eligible Beneficiaries by State

Note: Retrieved from KFF Figure 1: State Demonstration Proposals to Align Financing and/or
Administration for Dual Eligible Beneficiares, 2015, KFF: Kaiser Family Foundation.
Copyright 2016 by KFF21

3g. California Demonstration
The Financial Alignment Initiative currently has one demonstration for dual eligibles in
California: Cal MediConnect. Under the three-way current agreement between the Department of
Health Care Services (DHCS), CMS, and participating health plans, all Cal MediConnect
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beneficiaries are entitled to Medicare and Medicaid services from MCOs, but requires use of
specified ‘in network’ provider health plans. Eligibility for Cal MediConnect requires prior
eligibility for both traditional Medicare as well as the state Medicaid program, Medi-Cal.4 Data
from 2010 suggests that $4.8 billion was spent on dual eligibles through FFS payments, and
$632 million was spent on capitated payments in California.30 Additionally, Cal MediConnect
operates out of eight counties: Alameda, Los Angeles, Orange, Riverside, San Bernardino, San
Diego, San Mateo, and Santa Clara.
Figure 7. Three-Way Contract Structure: Cal MediConnect

In an effort to enhance health and satisfaction for California health care beneficiaries,
California Governor Edmund “Jerry” Brown began the Coordinated Care Initiative (CCI) in July
of 2012.31 The CCI worked to provide savings to providers while shifting the delivery of services
from institutional care to home and community-based care – both important facets of the Cal
MediConnect program and will be later outlined in greater detail. The financing for Cal
MediConnect is a key component of the CCI, however, as of January 2017, Jerry Brown released
his proposed 2017-2018 budget which eliminated the CCI. While funding for CCI will be
dissolve, included in the budget proposal was an extension of Cal MediConnect through the end
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of 2019, citing estimated savings of $20 million and improvements in health outcomes for dual
eligibles.32
Table 4. California DHCS Leadership33
Name

Title

DHCS Office

Jennifer Kent

Director

Office of the Director

Mari Cantwell

Chief Deputy Director

Health Care Programs

Anastasia Dodson

Associate Director of Policy

Health Care Programs

Michelle Villados

Deputy Director

Civil Rights

Jared Goldman

Deputy Director and Chief Council

Legal Services

Today, California has the largest number of dual eligible beneficiaries in the country, as
well as the largest number of homelessness persons in the country. Providing dual eligibles with
quality, coordinated care is extremely important, but because of the high number of
homelessness individuals - who tend to also have behavioral health concerns - residing in
California, Cal MediConnect has placed an added focus on helping homelessness dual eligibles
in the communities it serves.
As noted in the 2016 Annual Homelessness Assessment Report, California accounts for
44% of all homeless individuals in the US and has the highest number of total homeless
individuals at 118,142. To put this number in perspective, the two next closest states have
109,911 total homelessness persons, combined.34 Cal MediConnect has sought to provide
positive impact by providing increased access to community housing resources, improvements to
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care coordination across behavioral and physical health services. To provide these services and
more, Cal MediConnect has introduced a number of pilot demonstrations across the state.
In terms community housing resources, examples of various community-based pilot
demonstrations are outlined in Table 5.

Community Focus

Table 5. Examples of Community-Based California Pilot Demonstrations4
Pilot
Program

Overview

Medi-Cal 2020
Demonstration

State-wide pilot demonstration that offers homeless dual eligible individuals
the opportunity to receive quality care through a combination of public and
private entities across the state

Project 25

San Diego-based pilot demonstration that works to improve health outcomes
for homeless dual eligibles through the procurement of housing opportunities.
On average, Project 25 has achieved over $2 million in savings per year

L.A. Care

Los Angeles-based pilot demonstration that connects homeless dual eligibles
with social services and housing. L.A. Care’s target population has
experienced success in reducing readmission rates in the region

As for behavioral and physical health services in California, it is important to note that
specialty mental health services have traditionally been managed by separate counties in
California. However, through the Financial Alignment Initiative, MCOs and mental health
programs have now been given the opportunity to receive incentive payments by achieving
quality standards for coordination of services.4 As such, behavioral health services will continue
to be financed and administered through county agencies in California, with an added emphasis
on CMS funding for these initiatives looks to be an area for growth for in the future.
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In addition to these various pilot programs, telehealth initiatives are also being explored
to seek improvements in care services and coordination of care, and many health plans view
these initiative as positive tools to expand the number of individuals assisted. Furthermore, as
noted in RTI International’s issue brief on early stage care coordination findings, California is
currently working to develop a tool to provide a more cohesive assessment of Cal MediConnect
as a whole, with hopes of a stateside implementation in the coming months. 28
Table 6. Examples of Care Coordination-based California Pilot Demonstrations4

Care Coordination Focus

Pilot
Program

Overview

Community
Care Settings

San Mateo pilot demonstration that aims to reduce fragmented, institutional
care through partnerships with state housing resources and external housing
databases. An example includes state-coordination with the Los Angeles
Homeless Services Authority

Multiple
Admitter
Project

San Diego pilot that helps forms partnerships between health plans and home
health/hospice agencies to provide care and reduce readmissions

CalOptima

Orange County pilot demonstration working to address nursing facility issues
in the area. To date, CalOptima has experienced increased awareness of
benefits through outreach to nursing facilities.

As it relates to reservations about the Cal MediConnect program, a group of stakeholders
from the state of California, led by the Los Angeles Medical Association, filed a lawsuit against
DHCS and the Cal MediConnect program in 2014. The lawsuit was filed in the state Superior
Court, noting that Cal MediConnect had “caused vast confusion among [dual eligible] patients,”
and that DHCS and state officials had superseded statutory authority through the implementation
of CCI to implement Cal MediConnect and passively enroll beneficiaries into the program.
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Citing California state requirements of health plans needing to provide a choice form ‘at or
below a sixth-grade reading level,’ as well as clear opt-out choices for beneficiaries, the plaintiff
argued that these requirements were not being met. 35 The lawsuit requested an injunction to halt
the implementation of the passive enrollment, but was denied by Superior Court on the basis that
the Los Angeles Medical Association did not prove that Cal MediConnect would harm patients. 36
Overall, although Cal MediConnect received initial pushback from providers in the early
stages of development, the ability to capitalize and improve upon care coordination and cost
savings have since shifted provider perception. As CMS and DHCS continue to update and
improve upon current progress, it is evident that increased collaboration and buy-in from health
plans and providers is a necessary component of future program success.

3h. Illinois Demonstration
The Financial Alignment Initiative currently has one demonstration for dual eligibles in
Illinois: the Medicare-Medicaid Alignment Initiative (MMAI). All MMAI beneficiaries are
entitled to Medicare and Medicaid services from MCOs, including prescription drugs. Eligibility
for MMAI in Illinois requires prior eligibility for both traditional Medicare, and Medicaid. 4
Illinois received approval from CMS to participate in the Capitated Financial Alignment
Initiative Model in February of 2013, thus creating MMAI. Upon approval from CMS, a 281page contract was created which established a partnership between CMS and Illinois’
Department of Health and Family Services (HFS). This contract outlined responsibilities for all
participating parties, financial and payment provisions, and extensive details that would allow a
third-party contractor (MCO) to participate.37
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Figure 8. Three-Way Contract Structure, MMAI

As it relates to MMAI enrollees, passive enrollment adjustments were recently made by
HFS to protect dual eligibles that choose to opt-out of their MMAI plan. These adjustments
require beneficiaries who voluntarily opt out of MMAI after May 2016, and were previously
receiving Long Term Services and Supports (LTSS), to enroll in an MLTSS program under
Medicaid. These individuals will be given the choice to choose their own MLTSS plan for a
period of time, or be auto enrolled if a choice is not made. This advancement is working to close
the gap for uninsured, high-risk individuals.38
Table 7. Key HFS Leadership39
Name

Title

Office

Felicia F. Norwood

Director

Office of the Director

Ray Marchiori

Chief of Staff

Office of the Director

Mollie Zito

Chief of General Council

General Council

Shawn McGrady

Chief of Legislative Affairs

Legislative Affairs

Teresa Hursey

Chief of Medical Programs, Acting

Medical Programs
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Chapter 4
Study Data and Methods

4a. Study Data and Methods
Qualitative data for this study came from interviews with key informants across three
focus groups: Federal, California, and Illinois officials. All individuals selected had experience
or involvement with the Financial Alignment Initiative and demonstrations.
Individuals from the federal group consisted of leaders with experience in overseeing the
Financial Alignment Initiative from a nation-wide perspective. These individuals were part of
CMS, as well as the Kaiser Family Foundation (KFF), a large, non-profit organization that
provides insight and information related to national health issues and global health policy.40

Federal

Table 8. Key Informants, Federal
Interviewee

Organization

Title

Tim Engelhardt

CMS

Director

Sara Vitolo

CMS

Deputy Director

Lindsay Barnette

CMS

Director, Duals

Melissa Seeley

CMS

Deputy Director, Duals

Marybeth Musumeci

Kaiser Family Foundation

Associate Director

The California group consists of leaders with experience in overseeing the Cal
MediConnect demonstration. These leaders come from the California Department of Health Care
Services (DHCS), Justice in Aging, and PricewaterhouseCoopers (PwC). DHCS is the California
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agency responsible for coordinating with CMS on their three-way contracts, and is also
responsible for administering various federal and state health care programs to the California
population.41 DHCS currently handles the financing or organization of health care services to
approximately one-third of California’s population. Additionally, Justice in Aging is a large,
non-profit organization that focuses on legal advocacy, covering health care programs such as
Medicare, Medicaid, Social Security, and Supplemental Security Income.42 Lastly, PwC is a
professional services firm that provides audit, tax, and consulting services to organizations in a
number of industries, including healthcare. 43

California

Table 9. Key Informants, California
Interviewee

Organization

Title

Felicia Norwood

DCHS

Director

Mari Cantwell

DCHS

Chief Deputy Director

Carol Gallegos

DCHS

Deputy Director

Jared Goldman

DCHS

Deputy Director

Amber Christ

Justice in Aging

Senior Staff Attorney

Angelina Payne

PricewaterhouseCoopers

Director

The California group consists of leaders with experience in overseeing the MMAI
demonstration. These leaders come from CMS, the Illinois Department of Healthcare and Family
Services (HFS), and PwC. HFS is the Illinois agency responsible for coordinating with CMS on
their three-way contracts, and is also responsible for providing coverage to adults and children
who quality for Medicaid and Child Support Services in the state of Illinois. HFS currently
finances or administers health care service to approximately one-fourth of Illinois’ population.44
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Illinois

Table 10. Key Informants, Illinois
Interviewee

Organization

Title

Tobey Oliver

CMS

IL State Lead

Jennifer Kent

HFS

Director

Ray Marchiori

HFS

Chief of Staff

Mollie Zito

HFS

Director, MMAI

Laura Phelan

HFS

Manager, MMAI

Katherine Kohatsu

PricewaterhouseCoopers

Principal

In our study, we identified a number of individuals across the three focus groups, and
interviewed them to gather insight into their experiences with the Financial Alignment Initiative
and/or their experience with the California or Illinois demonstrations.
Interviewees were contacted via telephone and email to conduct interviews voluntarily.
More specifically, interviews with participants sought to understand each person’s experiences
with the Financial Alignment Initiative and its demonstrations. Our research focuses on three key
questions: (1) what drives the success of the Financial Alignment Initiative?; (2) what have been
the major challenges of the initiative?; and (3) what key lessons have been learned?
Interviews were conducted by telephone or email, with all follow-up inquiries submitted
via email. Ten interviews were completed over a 4-week period ending in March 2017, and
consisted of five voluntary interview questions:
Interview Questions:
(1) What have been the key drivers of success for the Financial Alignment Initiative?
(2) What challenges and pain points have been experienced thus far?
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(3) What specific changes should be made to improve upon current initiatives?
(4) What investments are being made to enhance relationships between each group?
(5) What lessons have been learned that will help other state demonstrations and
policymakers for the future?

After conducting interviews and summarizing our findings, we will present our conclusions as
they relate to the qualitative data collected. Once those conclusions are made, we will continue
upon our study by integrating those deductions with our information related to the literature
analysis in Chapter 3 to form our discussion section below.

4c. Key Informant Interviews
Five key informants were identified for the federal group, all of which opted to
participate in voluntary interviews. Four interviews were conducted telephonically, while one
was conducted over email. Additionally, six key informants were identified for the California
group. Two of which opted to participate in interviews, two declined interviews, and two did not
respond when inquiring over the course of the study. The two California interviews were
conducted telephonically. Lastly, six key informants were identified for the Illinois group. Three
of which opted to participate in interviews, one declined, and two did not respond. The full
outline of interviewee focus groups and the interview timeline in outlined in greater detail in
Table 11.
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Table 11. Key Informant Interview Timeline
Interviewee

Federal

Tim Engelhardt

Interview
Type

Interview
Date

CMS Federal Coordinated
Health Care Office

Director

Phone

March 10, 2017

Deputy Director

Phone

March 20, 2017

CMS Models,
Demonstrations,
and Analysis Group

Director

Phone

March 30, 2017

Deputy Director

Phone

March 23, 2017

Kaiser Family Foundation

Associate Director

Email

March 20, 2017

Felicia Norwood

DCHS

Director

Email

n/a

Mari Cantwell

DCHS

Chief Deputy Director

Email

n/a

Carol Gallegos

DCHS

Deputy Director

Email

n/a

DCHS

Deputy Director

Phone

n/a

Justice in Aging

Senior Staff Attorney

Phone

March 24, 2017

PricewaterhouseCoopers

Director

Phone

March 23, 2017

CMS

IL State Lead

Phone

March 27, 2017

HFS

Director

Email

n/a

Ray Marchiori

HFS

Chief of Staff

Email

n/a

Mollie Zito

HFS

Director, MMAI

Email

n/a

Laura Phelan

HFS

Manager, MMAI

Phone

March 15, 2017

PricewaterhouseCoopers

Principal

Phone

March 10, 2017

Lindsay Barnette

Marybeth Musumeci

California

Title

Sara Vitolo

Melissa Seeley

Jared Goldman
Amber Christ
Angelina Payne
Tobey Oliver
Jennifer Kent

Illinois

Organization

Katherine Kohatsu
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Chapter 5
Study Results

5a. Limitations
Limitations of the study related to interviews include a lack of response from
interviewees in the California and Illinois groups. If we had been able to interview all of our
selected individuals, further insight could have been made related to those state demonstrations.
This limitation had minor implications to our discussion section, but did not skew our results to
the point that our conclusion would have drastically changed. Additionally, it is important to note
that some interviewees opted to not answer individual questions. Only three of the ten
interviewees chose to omit questions, resulting in 5 total omitted questions in our study.
Additionally, as we continue into the discussion in the subsequent chapter, there were
various limitations related to literature and cost-saving data for the Financial Alignment Initiative
and its individual state demonstrations. This gap in data and information made it difficult to
identify documented savings for states and health plans. While one full-evaluation report has
been released by CMS on the Massachusetts demonstration, there has been a minimal amount of
tangible data related to cost reduction or savings achieved for other demonstrations.

5b. Summary of Interview Findings
Upon conclusion of interviews, findings were outlined into five groups, by question.
Interview findings are outlined below, and conclusions were formed to summarize our findings.
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Key drivers of success
Findings related to the success of the Financial Alignment Initiative and its
demonstrations include a number of drivers and outcomes. These areas of success include:
member engagement, the offering of a single market for enrollees, improvement to utilization
and care coordination across demonstrations, and the implementation of HRAs. However, the
most common response from interviewees focused on collaboration between CMS, states, and
health plans as the key driver for success.
In California specifically, successes were related to improved collaboration and
establishment of a single market for enrollees. As it relates to Illinois, responses were centered
around collaboration and member engagement. At the federal level, interviewee responses
related to the implementation of HRAs, improved utilization, and improvements to care
coordination.
Primary challenges faced
Findings related to the challenges included poor enrollment systems, difficulty with data
collection, communication barriers, unrecognized savings, false claims from CMS, difficulty in
navigating new relationships, and sub-optimal beneficiary experiences. Overall, the most
common responses centered around challenges related to provider and beneficiary engagement
and ‘buy-in.’
With California particularly, challenges were related to administrative cost savings,
specifically with Medicaid, as well as difficulty in managing the new degree of partnership
between state agencies and CMS. Additionally, there was little to no systems testing before the
roll out of the demonstration, and passive enrollment caused a large amount of disruption for
health plans and the state. For Illinois, challenges were centered around communication, as well
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as HRA data collection and provider resistance. At the federal level, results showed a range of
challenges, including patient and provider vulnerability, enrollment issues, and data collection.
Changes and updates
Findings and areas of focus for changes being made to the programs varied greatly across
interviewees, but enrollment and provider outreach were the most common responses during
interviews. Additionally, other areas of change being made included communication and
education for beneficiaries, addressing the grievance and appeals process across states,
collaboration during contract updates, and an improvement in customer service and government
oversight.
Overall, California’s respondents placed emphasis on administrative alignment and
provider outreach, while Illinois’ were centered around enrollment. The federal findings
consisted of improvements for provider engagement, federal oversight, and improved data
collection and collaboration.
Investment in relationships
Overall, responses related to investments being made for relationships most commonly
related to investments in care coordination. Other responses related to increasing collaboration
through monthly meetings and calls, as well as establishing relationships with nursing facilities
and quasi-medical entities.
For California, the focus was with skilled nursing facilities to improve care for homeless
and low-income beneficiaries, while Illinois was related to monthly calls and meetings, as well
as involving providers in payment reconciliation decisions. The federal respondents focused
primarily on investments in relationships between the government and health plans to improve
care coordination as a whole.
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Lessons learned
The most common key lesson learned across all interviewees was establishing
relationships related to care coordination and administration at the easy stages of demonstration
development. Other lessons included planning systems testing before implementing
demonstrations, as well as focusing on provider engagement and limiting passive enrollment.
As it relates to California specifically, results focused on implementing strict systems
testing, building strong relationships with providers, focusing on administrative alignment, and
limiting passive enrollment. Illinois findings related to administrative alignment and engaging
states early on. Federal interviewees focused on building trust between groups, encouraging
provider buy-in, and focusing on areas that would provide meaningful evaluation of care
coordination early on.

5s. Conclusions
Overall, it is evident that care coordination plays a large factor in the successes,
challenges, and lessons learned across interviewees. Establishing relationships between all
parties have been a key driver of success, but also a big challenge, especially related to
providers. While changes and investment in relationships continue to address these challenges, it
is evident that focusing on care coordination and administration should be the focus moving
forward; and as for lessons that can be taken away from our study, the establishment of
relationships related to care coordination and administration should be of the upmost importance
as states develop programs within the Financial Alignment Initiative.
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Chapter 6
Discussion and Conclusion

6a. Discussion
Through a combination of literature review and interviews with stakeholders across state
and federal focus groups, we argue that by increasing emphasis on the improvement of
relationships between federal decision-makers and health plans, administrative functions across
demonstrations, and meaningful data collection and evaluation, results would lead to better
results for all parties involved.
To improve upon current progress made at all levels of the Financial Alignment
Initiative, both state and federal stakeholders should continue to invest in collaborative
relationships with health plans to provide additional opportunities for providers to participate in
major decision-making; especially since said decision-making ultimately ends up impacting the
providers and beneficiaries directly. This increased collaboration would not only help to improve
upon major challenges, such as poor provider engagement and buy-in, but would improve
enrollment across demonstrations as a whole. Less turmoil and resistance at the health plan level
would result in positive encouragement from providers and less dis-enrollments across
demonstrations. In turn, increases in enrollment would subsequently lead to a larger number of
dual eligibles receiving quality, coordinated care, especially in well developed demonstrations.
Without collaboration with health plans, issues will continue to arise as providers and
beneficiaries consistently resist change to their compensation and care management. Again, one
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of the major issues we found throughout our study was that, although states and CMS have been
receptive to the large changes being made to the coordination of care, such changes have been
met with major reservations from the providers and beneficiaries actually receiving, arguably,
the most important benefit of the program: improved care coordination. If CMS and state
agencies are better able to communicate and engage providers in their decision making,
especially in a way that is conductive to positive provider buy-in, more beneficiaries would
receive the care they truly need; in turn, while states and CMS subsequently achieve their goals
of cost savings and alignment across programs.
In terms of improvements related to administrative functions, we argue that the emphasis
should be placed on updates to enrollment processes and communication of benefits across
demonstrations. As we found in our study, there have been a number of issues related to
enrollment across demonstrations. Particularly as it relates to the systems in which states choose
to enroll beneficiaries, and passive enrollment as a whole. Because there are a number of
demonstrations that opted to utilize the ability to passively enroll individuals, disruption ensued
across providers and beneficiaries as a whole. As prescription drugs and care providers changed
without clear notice from the state and federal levels, beneficiaries were reluctant to such change,
which resulted in dis-enrollment in many cases. Based on our study, we found this issue to stem
from a lack of clear communication of benefits to providers and beneficiaries, which caused
further separation across parties. By improving the means of communication of said benefits, and
educating the members in which these benefits are directly impacting, CMS and states will be
able to re-gain the trust of health plans across demonstrations. In conjunction with the idea of
improving relationships, the improvement of said administrative functions would serve to
improve enrollment and care coordination as a whole.
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Lastly, a large focus should also be placed on meaningful data collection and evaluation
across all parties, specifically related to CMS and state agencies. Overall, because there has been
a discrepancy between CMS and state-specific enrollment systems, this separation has led to a
lack of coordination and data-sharing across demonstrations. When considering the core
measurements initially set fourth by CMS, the lack of system coordination has ultimately led to a
number of problems while collecting and evaluating up-to-date data – specifically with
enrollment, HRAs, and utilization. If systems that are responsible for data collection and
collaboration across parties are not properly aligned, measurements can become inaccurate. This
inaccuracy ultimately affects the ability to meaningfully evaluate progress being made; and
furthermore, this inaccuracy negatively affects the ability to pinpoint areas of growth and
development across demonstrations. While CMS continues to operate under their older systems,
and states look to continue adapting their systems and data collection to fit individual needs,
progress will remain stagnant if collaboration does not ensue. By improving these systems and
providing meaningful data collection and evaluation, all parties serve to benefit from the
improvements.
Overall, while the Financial Alignment Initiative offers opportunities to improve
coordination, costs, and quality across demonstrations, it is important to remember that
vulnerability of patients also increases as well. By improving relationships between federal
decision-makers and health plans, emphasizing administrative alignment across demonstrations,
and refining approaches to data collection and evaluation, all parties within the Financial
Alignment Initiative demonstrations serve to benefit.
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6a. Conclusion
In summary, our study provides insight into the Financial Alignment Initiative and its
capitated model demonstrations by means of outlining the populations being served, progress
across demonstrations, and research across contemporary literature and interviews conducted
with federal, state, and third-party officials. By outlining and discussing our findings, we hope
that this study provides valuable insight for future planning, development, and policy making
related to the Financial Alignment Initiative in the United States.
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Appendix A
Interview Guide

THESIS INTERVIEW GUIDE
Interviewer: Jonathon George
Interviewee: [Insert Name]
Date: [Insert Date]

Pre-Interview Questions:
Name:
Department:
Position:
Experience:
Interview Questions:
(1) What have been the key drivers of success for the Financial Alignment Initiative?
Notes:

(2) What challenges and pain points have been experienced thus far?
Notes:

(3) What specific changes have been made to improve upon said challenges?
Notes:

(4) What investments are being made to enhance working relationships between groups?
Notes:

(5) What lessons have been learned?
Notes:
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