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Co-Chairs: Rep. Toni Walker & Rep. Michelle Cook
Meeting Summary March 2011
Next meeting:  Friday April 29th 10 AM in LOB Room 3800

Mercer Evaluation of PCCM - HUSKY PC 

Jennie McNichols described the overall evaluation plan that includes 2 components:

· Stakeholder feedback (i.e. PCCM providers, consumer groups, others interested in HUSKY PC.

· Construct a consumer survey for:

· Those enrolled in HUSKY PC, their experience

· Those in the HUSKY PC regions that did NOT choose this program, reasons why.

Over the next 3-4 weeks, Mercer will identify “stakeholders’ for the evaluation.  At this time Mercer entertained comments/suggestions from the PCCM Subcommittee that included:

· Rep. Walker noted the evaluation process was down- sized related to small HUSKY PC enrollment and evaluation cost. 
· Survey return: Mercer expects about 20% response; have concern about accurate member contact information for the survey.  Mercer hopes mailing addresses are more accurate than phone numbers and will consider other ways to distribute survey, recognizing that a small respondent number can skew responses.
· Survey may be looking at ~ 100 families as one analysis showed 140 individuals account for ~ 32 households.

· What type of questions about the program will be answered by the survey?  Mercer will better define this after talking to stakeholders but would expect to include member perception of what they needed and what they received for coordination of care, provider support, preventive care, overall health needs met to maintain health, support of practice office staff and reasons why HUSKY PC eligible consumers didn’t enroll as well as PCP providers that didn’t participate.
· Practitioner (Dr. Carbonari): we treat all our patients the same way as those enrolled in HUSKY PC Medical Home; don’t differentiate patient participation in a health plan or HUSKY PC. 
·  Mercer evaluation would include looking at the practices enrolled in PCCM and determine if they are delivering services consistent with the model.  Mercer would appreciate SC feedback on the survey content, methodology. DSS proposed selection of non-HUSKY PC participants from same geographic area, ensure these members are not in the same practice as a HUSKY PC & MCO member.
· Rep. Walker:  not sure if HUSKY PC enrollees understand the “model” and there are issues of ‘health literacy’ (how they use the health system) – within the survey process need to understand client profile, how best communicate with them, phrase the questions.  Mercer is considering using basic questions in national satisfaction survey. 

· Comparative analysis with Managed Care cannot be done due to small numbers in HUSKY PC; the process would be more of a qualitative evaluation rather than quantitative. 

· In order to identify differences in member experience within/outside the model – DSS emphasized a methodology that doesn’t select clients in geographic area from one practice as practitioners apply the basic model to all patients, not specific HUSKY PC enrollees.  May consider 2 populations: in HUSKY PC for 1 month and disenrolled (plan changer) vs. in HUSKY PC for longer time and disenrolled – why.  
· There were significant limitations of DSS staff support (1.3 FTE) to providers/HUSKY PC members during the development and implementation of HUSKY PC that needs to be reconciled in the coming health delivery model change. 
Further questions about the evaluation should be submitted to Dr. Schaefer.

Medical Home Design: DSS
Background from Feb. MCMOC DSS presentation. 
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DSS encourages those working in similar model changes for other populations participate in this SC.  
· Foremost task: Definition of Medical Home, currently what standards are in place & met
· Identify Payment mechanism: administration capitation $ PMPM, fee increments for those that meet standards, risk adjusted payments (though that could lead to adverse selection), tiered payment by accreditation level, determine mechanics of how payments are made thru DSS.
· Define Medical Home performance measures that would differ from national HEDIS measures: 

· Care planning process, 

· Cultural/disability sensitivity,

· Chronic illness management that can lead to lower ED use, office sick visits,  hospitalizations, readmissions.

· Some MH programs  link incentive payments to performance

	


· DSS plans to discuss federal authority for MH. 

· Use auto-enrollment with opt out? 

· Need to have number of enrollees & definition of MH required standards before determining payment mechanism.  
· Resources available for MH standards include: PCCM - HUSKY PC, NCQA standards, Joint Commission is developing standards, North Carolina has well defined enhanced PC MH, New England states participating in multi-payer MH collaboratives. 
· Mr. Toubman believes the previous group that designed the HUSKY PC model addressed most of the model questions as well as marketing, outreach, etc. that was not supported by the DSS Commissioner.  The HUSKY PC is in 4 parts of the state and  working well  according to Mr. Toubman.  Governor’s redesign plan for  all Medicaid health services is an ASO model with the practice level model that includes PCCM Medical Home in place  Jan. 1, 2012.  (Addendum: See verbatim OPM comments submitted by Mr. Toubman)
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 Mr. Toubman stated that PC practices need to be prepared to participate in the PCMH model by Jan. 1, 2012.  Expansion of HUSKY PC in 2011 can achieve the above, although this may require CMS waiver approval.  Mr. Toubman believes CMS has in the past been accommodating to the state in transition periods and would do so for the 2012 transition.  Of note, DSS continues to default HUSKY members into MCOs that seem counter to OPM direction. 
· Dr. Schaefer commented that DSS staffing remains limited and the top priority is to address the January delivery system change but does agree there should be planful development, reassessing PCCM, what needs to be tweaked to meet overall Medicaid population needs.  Rep. Cook: asked if the  Governor/OPM’s plan to have PCCM expanded is still a DSS commitment.  Dr. Schaefer believes the goal is to implement Primary Care Medical Home by Jan. 2012.  Participating HUSKY PC providers are welcome to participate in PC MH.  Dr. Schaefer stated he has personal concerns about the existing PCCM program; are we meeting care coordination goals, performance incentives aren’t in place, difficult to collect data to demonstrate program performance. 
· Rep. Tercyak expressed concern that DSS continues to manually default non-plan choosers into MCOs and not HUSKY PC. Governor & legislators do want to move toward the  PCCM/MH model. DSS stated they believe they are following Governor/OPM’s direction.  

· Dr. Zavoski commented: hope can reinvigorate PC MH collaboration, recognizing that 4 years ago CT wasn’t prepared to create PC MH,. Practices did not have EMR but now many practices are better prepared to fully implement PC MH in the Affordable Care Act. 

· One resource for PC MH is the DPH MH initiative for children special needs – can see of the 5 which models are working.  Pediatric MH is different from adult MH that includes chronic illness and AAP has defined pediatric MH standards.  
· S. Amdur: while there are generic standards may need multiple approaches for sub populations and provider types (i.e. hospital clinic, FQHC, independent provider).  The ABD SC will look at existing standards for special needs populations in existing MH. 

· Other states have begun MH and then work on improving it.  Ellen Andrews said not starting it as of Jan. 1 2011 can lose MH Federal match.  Dr. Schaefer said the enhanced federal match starts only when the state is prepared to role out MH - don’t want to squander the enhanced dollars by starting the MH ‘clock’ early.  Ellen Andrews agree the state needs to  make good use of 90% match for MH.  
Office of Comptroller: Thomas Woodruff
Described SE & retiree health plan project. RFP was released for ASO plans engaged in PC MHs: respondents were in the process of negotiating with providers for MH in 70 offices around the state. The project elected an “opt-out” approach, standard is PCMH level 2 (cover all 10 standards).  The payment approach was enhancement risk adjustment rather than PMPM capitation model. All commercial carrier respondents were involved in this effort. The Comptroller’s Office worked with DSS on a CMS demonstration grant that was eventually awarded to states with a track effort in this model referred to as Advanced PC practice.  Since  Anthem had well developed provider P4P program, this was broadened to go beyond process measures to outcomes, cost reduction.  Three ASOs agreed to ‘bonus payments’ for 1 year. Practices that meet benchmarks for population are eligible for bonus dollars for the next period.  Expect this methodology to evolve over time with additional measures.  There are 11,000 Medicaid clients and 4000 dual eligible that use Pro Health practices involve it in the SE/retiree project– providing an opportunity for a collaborative effort with DSS and SE/retiree program with this model.

Comments:

· Regarding medical management payment: learn from pharmacy that ‘one-size’ doesn’t fit all.  PMPM rather than risk adjustment may be appropriate for some provider types – for example high Medicaid volume FFS non-FQHC practices that do not have the existing infrastructure including EMR, after-hours access to meet Level 2 standards initially; these practices aren’t part of this discussion.  Independent pediatric practices could eventually meet level 2 with a PMPM payment approach ( CT State Medical Society provides practice infrastructure support while this is not available to pediatric practices).

· Dr. Zavoski commented that the Comptrollers program is multi-payer that allows the practice to apply standards to all patients, not just a subgroup.  Mr. Woodruff said Pro-Health has pediatric practices and will have standards pertinent to that population. 

· CHDI worked with Pro Health on measures such as developmental screens that are also included in PCCM: should be considered in PC MH. 
· Mr. Toubman said  80% of practices in state have 4 or fewer providers; this needs to be taken that into consideration in developing a model. 


DSS: Readiness Assessment for PC MH
 While DSS works on model standards appropriate for populations, want to do a practice readiness assessment across different practice types for PC MH accreditation.  Assessment would look at:
· What are MH standards in place
· Who currently is ready to participate in the PC MH model
· What do practices need as resources/infrastructure building to be prepared to move toward achieving MH standards. 

DSS partnered with Comptroller Office in Medicare multi-payer grant and plans to move forward with this partnership for Medicaid PC MH but may create different financial incentives applicable to the population/providers and place the State in the position to participate in future Affordable Care Act initiatives.  Dr. Schaefer asked the SC if  makes sense over the next few months to discuss PC MH with provider groups, look at other models (i.e. Vermont model, HUSKY PC) to develop the Medicaid PC MH model, price the model and identify standards.  Rep. Cook can discuss this with Medicaid Council and follow up with DSS.  S. Amdur stressed it is important to meet with practitioners but that advocacy groups need to be part of this discussion as well, taking into consideration what is currently being done in CT for specialty populations (i.e. DPH, DSS).  Dr. Carbonari agrees providers need to be part of the model development but look at overall care coordination model rather than special needs. Also need to define “providers” – high level Medicaid volume (what is that – 30 or 50% Medicaid).
Rep. Cook thanked participants, and encouraged participants to share comments/questions with Dr. Schaefer before the next meeting. 
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A New Strategy for Health Care Purchasing 
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Announcement by the Malloy/Wyman Administration, February 8, 2011

Streamlining administration of health care services for nearly 600,000 residents

Moving to administrative services organization (ASO) structure

Goals of reduced overhead costs, improved service delivery, readiness for national health care reform











*





	

“This will bring together the best parts of two parallel systems whose current structure makes it difficult to run an economical program that also delivers quality services.”

--Lt. Gov. Nancy Wyman



	“With this change, Connecticut will be able to bring vital assistance and coordination to the care of senior citizens and adults…”

				    --OPM Secretary Ben Barnes
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System Change Overview

 Implementation date:  January 1, 2012

Elimination of capitated managed care 

New medical Administrative Services Organization structure to manage benefits for all medical assistance populations (HUSKY A/B, Medicaid for Aged/Blind Disabled, Medicaid for Low-Income Adults, Charter Oak Health Plan)

Single ASO for all Non-Emergency Medical Transportation
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Statutory Authority 

	Public Act 10-179, Section 20 (budget legislation) included permissive authority, stating that the Department of Social Services:





	“may contract with one or more administrative services organizations to provide care coordination, utilization management, disease management, customer service and review of grievances for recipients of assistance under Medicaid, HUSKY Plan, Parts A and B, and the Charter Oak Health Plan. Such organization may also provide network management, credentialing of providers, monitoring of copayments and premiums and other services as required by the commissioner. Subject to approval by applicable federal authority, the Department of Social Services shall utilize the contracted organization's provider network and billing systems in the administration of the program.”
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Health Purchasing Model

CT Medical Assistance Program (CMAP) Provider Network

BHP ASO

Pharmacy

PCP  -   Medical Home -  Health Home  -  Integrated Care Organization

NEMT ASO

Medical ASO

DMHAS

DCF

Actuarial/

Consultation

MMIS

Contracting

Credentialing

Claims Processing

Dental ASO

Eligibility

Enrollment

PCP/MH Assignment

DSS





















Current Challenges
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Current Challenges

Fee for Service 



Services are fragmented, duplicative or unnecessary, and often delivered in inappropriate settings

Coordination of medical care, behavioral health care, long-term care and social supports is critical and lacking

Providers do not have complete information on an individual, leading to service gaps and duplication in treatments 
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Current Challenges 

Fee for Service

Difficulty accessing physician specialists

Financial and performance incentives are not aligned among providers and with the best interests of the beneficiary in mind

Results in unnecessary and avoidable…

emergency department visits

hospital admissions

diagnostic and treatment services

nursing home placements

Results in poor quality of life
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Current Connecticut Initiatives 

State unit on aging initiatives for chronic care

Eric Coleman model of transitional coordination

Stamford Chronic Disease Self-Management Program 

Behavioral Health Partnership (CT BHP) expansion to include all medical assistance recipients 

UCONN medication management and dementia care initiatives

Centers of care focused on geriatrics 
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Current Connecticut Initiatives 

BH/primary care integration with several Local Mental Health Authority led initiatives

Primary Care Case Management program (PCCM)

Primary Care Medical Home accreditation

Multi-payer Advanced Primary Care Demonstration (MAPCP)

Progress on medical homes in commercial sector
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No System to Measure Value 

Isolated initiatives cannot overcome the fragmentation inherent in the way that services are organized and delivered

No system of providers in any part of the state can measure the value they provide to Medicaid recipients

No system of providers can tell you whether they are providing better overall value over time
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Overarching Goal 

	Create dynamic, innovative local systems of care and support that are rewarded for providing better value over time







Care Management Delivery System
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Health Purchasing Model

BHP ASO



Medical ASO



CT Medical Assistance Program (CMAP) Provider Network
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Medical ASO 

 Functions

		call center services (i.e., referral assistance, appointment scheduling, benefit information), 

		utilization management

		possible assignment to PCP or Medical Home to foster use of a usual source of care (not a gatekeeper)

		routine Care Coordination for all members

		Intensive Care Management services for members with complex needs (communicating with multiple involved providers to try to resolve problems, ensure access to necessary services, assistance with care transitions, etc.)
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Medical ASO 

 Functions

		coordination with dental, behavioral health, pharmacy, transportation, and waiver programs

		health informatics such as predictive modeling, health risk stratification, and health risk assessment to support population health management and disease management

		development and production of member handbooks

		cost and quality data aggregation to support profiling of ASO, providers and local provider entities (medical homes, health homes, integrated care organizations)

		Not responsible for provider network (contracting, credentialing or claims)
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Promoting Change in Service 

Delivery and Organization

		ASO provides uniform structure for reporting, customer service, and care management

		Changes in the delivery and organization of services at the local level are of equal or greater importance.

		New model moves beyond PCP assignment to promote the emergence of medical homes and health homes
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Patient Centered Medical Home

Definition

		An approach to providing accessible, continuous, coordinated and comprehensive primary care that facilitates partnerships between individual patients and their personal providers, and when appropriate, the patient’s family

		The provider receives supplementary payments for coordinating patient care. The provider is required by terms of the agreement to provide this coordination and is encouraged to improve practice infrastructure in order to qualify as a medical home
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Patient Centered Health Home

Definition

		As defined in the Affordable Care Act, “health home” means a designated provider (including a provider that operates in coordination with a team of health care professionals) or a health team selected by an eligible individual with chronic conditions to provide health home services.

		Health home services include (i) comprehensive care management; (ii) care coordination and health promotion; (iii) comprehensive transitional care, including appropriate follow-up, from inpatient to other settings; (iv) patient and family support (including authorized representatives); (v) referral to community and social support services, if relevant; and (vi) use of health information technology to link services. 
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Pathway to Medical & Health Homes

BHP ASO



Medical ASO



CT Medical Assistance Program (CMAP) Provider Network

Assigned PCP

Medical Home

Intensive Care 

Management

Intensive Care 

Management
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Pathway to Medical & Health Homes

BHP ASO



Medical ASO



CT Medical Assistance Program (CMAP) Provider Network

Assigned PCP

Medical Home
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Pathway to Medical & Health Homes
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Medical ASO



CT Medical Assistance Program (CMAP) Provider Network
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Service Delivery and Organization 

Summary

		ASO positioned to support clients and improve care for all individuals

		Gradual emergence of medical homes with ability to facilitate referrals, help individuals navigate the system, and coordinate care

		More advanced medical homes will be qualified to serve as health homes for individuals with chronic illnesses

		ASO resources can be reduced as providers are better able to provide services and supports

		ASO resources will likely remain for selected functions and to address gaps in the system

		ASO can continue to provide care coordination and intensive care management for individuals without a medical or health home









Measuring & Rewarding Value
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The Value Equation 

Value = quality & outcomes / cost



Quality and outcomes measurement domains will focus on perception of care and satisfaction with the care process, clinical efficiency, access to care, quality of care and outcomes of care across the continuum of health services and all enrolled individuals 
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The Value Equation 

Value = quality & outcomes / cost



Cost will include all Medicaid funded service costs associated with the care and support of enrolled individuals across the continuum of health services
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Financial Incentives Linked to Value 

ASOs, Medical Homes and Health Homes will be eligible for financial incentives based on the value that they provide

Incentives will be aligned so that ASOs and medical/health homes are working toward shared goals

Medical/health home incentives not to exceed 5% of base PMPM

Will explore similar incentives for broader provider community















Questions?













Connecticut Department
of Social Services

Making a Difference
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STATEMENT OF OPM SECRETARY BEN BARNES DURING FEBRUARY 8, 2011 PRESS CONFERENCE WITH LT. GOVERNOR NANCY WYMAN ANNOUNCING MEDICAID RESTRUCTURING WITH ASO AND PCCM





At minute 6 from CT-N video of press conference:



“[T]his will … enable us to work to incorporate some of the most promising new care delivery models that are available now.  We intend to have Primary Care Case Management medical home options as part of the plan on day one, on January 1st.  Obviously, the number of organizations and the number of providers who are able to participate through that system may not be as great as we ultimately want it to be on January 1st of 2012, but we intend to move aggressively to expand the medical home portion—you know, the services that are provided through the medical home services delivery model—once we convert to the ASO.”        


