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Connecticut

Medicaid Care Management Oversight Council

Aged, Blind & Disabled Subcommittee
Legislative Office Building Room 3000, Hartford CT 06106

(860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306
www.cga.ct.gov/ph/medicaid

Co-Chairs:  Rep. Peter Villano   Sheila Amdur

Meeting Summary: Feb. 4, 2011
Next meeting Feb. 25, 2011 @ 9:30 AM at LOB Room TBA
Subcommittee meeting schedule:  the Subcommittee regular meeting day is changed to the 4th Friday of the month  - next meeting date is 2-25-11

Overview of Federal Initiatives:  Ellen Andrews (click 1) icon below and 2) CHCS link for overview of medical homes, health homes and community health teams)
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http://www.chcs.org/publications3960/publications_show.htm?doc_id=1261225
· Health Homes for clients with chronic conditions: state funding for this is secure for two years even if the federal Affordable Care Act (ACA) is repealed. The federal 90% match is applied for services related to care coordination (i.e. care management, case management, HIT services and referral/follow up) not to direct medical services. 
· State Planning grant for Health Homes of $500,000 states helps state development of health homes.  While the planning grant is not required prior to a state establishing health homes, it can assist states in the development cost phase. 
· DSS said CT would have to spend half the cost for planning this model within the 50% FMAP and noted the State can develop the model without the added expenditure. 
· DSS said the State needs the two models’ (PC medical homes & health homes) features to be distinguished in order to receive the 90% FMAP for care coordination services to clients with chronic co-morbidities in health homes versus medical home functions 50% FMAP. 
· Community Health Teams (no federal funding appropriated) includes a ‘spectrum of community providers organized to provide specific services to patients with chronic conditions and their primary care teams” (see details in the chcs  link below)
SustiNet health care system (proposed HB 6305 – joint Committee public hearing 2-14-11) encourages the implementation of Medical Homes. Sustinet Board wants to get other major payers to treat payment for medical homes as Sustinet will.  State employee plans pay for medical homes. PCCM potentially as a model could be a medical home or health home, but not under current capitation which is supposed to cover all patients in the practice, regardless of condition.  Comptroller’s office and DSS applied to CMS for a pilot, not funded, for state employee plan—migrating to medical home payment for ProHealth, and trying to get other practices to do the same.  CT applied for CMS grant to get Medicare to join this group of payers.  CMS did not think we were ready yet, but Comptroller’s office might proceed with the plan; will Medicare join in with other commercial payers?
· If current Integrated Care initiative supported, then would allow Medicare to participate in payment and also broaden provider network—IPA of specialists
· CT joined Milbank effort on patient education—Comptroller’s office involved in this.

· Ellen Andrews said Primary care practices want to care for those with chronic conditions and that States are currently working on learning collaborative and staff to be funded by private foundations. SustiNet is concerned about primary care capacities in the state. The primary care facilities cannot add more patients when they are not ready. Need an outside entity to coordinate this. There is a public education campaign (not gate keeping but assistance) on patient education, patient centered and self management and wellness health care.

· Sheila Amdur noted that the menu of potential management approaches for chronic illnesses in private, Medicare and Medicaid can be very confusing.  The Subcommittee needs to look at the various initiatives in the ACA, define the initiative parameters and expectations and identify what CT is doing as well as other states. 
DSS proposal on Integrated Care Organization (ICO) for Dual Eligibles: update

Dr. Schaefer said the application sent to CMS on 2-1-11 incorporated recommendations from the committee and Medicaid Council legislators regarding enrollment process and financials that will be determined in the planning phase.   DSS expects CMS grant decision will be forthcoming in ~ 6 weeks.  DSS noted the concerns of several stakeholders that included:

1. Seems the developmental conditions, physical handicaps planning process overtaken by Medicaid medical approach.

2. Sounds like integrated care organizations would take over responsibility supplanting some existing waiver entities.

Mark noted his response to these concerns that an ICO recognizes individual success and depends on multiple entities. Multiple entities cannot focus on total whole organization of client care. The ICO reflects pulling together multiple entities to coordinate one care plan, which no existing provider or entity can do now.  The health system needs to be accountable, have agreements between or among organizations, which allow the measurement of the cost effectiveness and level of participant care. Administrators of existing waivers will continue to do what they are doing re oversight, quality of care, as well as LMHAs in terms of their coordination of care.  DSS discussed the Primary care Medical Center Hub: participants could still go to primary care provider and still get care in their home; collocation of multiple services can reduce travel for the client; however transportation services would be provided as needed.

Subcommittee comments included:

· Ellen Andrews; ACOs are provider driven to reorganize the way they provide care, not insurance driven. (CMS encourages “coordination with existing state programs,” e.g., medical home initiatives across a variety of payers).

· Sheldon: Currently when person has difficulty getting access, M.D. assists but when they are at financial risk, provider may restrict care that should not be restricted.  Dr Zavotski: Incentives now to provide more care than necessary.  Sheldon—also population has difficulty in getting access.  So we have to understand this.  Ken Ferrucci: So state doesn’t pay “crossover” costs with Medicare anymore, so this has to be addressed. (Need attention to access issues as well as to over utilization issues.  Understand these and then determine how we reorganize.)

· Should know from CMS about grant in next 6 weeks.  How we go forward is determined by the direction Governor wants to take.  LIA and ABD initiatives outside this grant are on hold until Governor provides direction. Consensus there has to be attention on incentives for economy that support results--better care outcomes and challenge is how we measure “better outcomes” in a particular catchment area.  Feds don’t have distinct answer about what works best in measurement for health homes—HEDIS doesn’t quite work, but HIT will help.

· Quality outcomes, measuring results, measuring value would be good working group for subcommittee.

· Re health homes, do we pursue that separately

· HIT incentive program for Medicare and Medicaid. Hospitals qualify for “meaningful use” under Medicare/Medicaid and must do this—must be able communicate with other hospitals—this will help support better outcomes.

· For M.D’s, nurses, they must decide if they partner with Medicare OR Medicaid for incentive payments not both.  DSS must establish they have set up qualified EHR and pay out Medicaid incentive payments.  Medical home certification also requires this.  

· Currently, now fragmented across providers.  A quasi-public CT agency is addressing this--$9 million grant from ONC/HHS.
· Ken Ferrucci: After 4 years of up to $44,000 total, incentive becomes a stick if you don’t meet medical homes requirements. 

· DSS hiring staff to build this system, getting 90% reimbursement from CMS will be able to give incentive grants by this summer.

· Behavioral health organizations are excluded from HIT $.  Given the number of professionals in mental health centers, will be difficult to use this. DMHAS is working with a group called Gardner to see how state operated systems, and then how to incorporate PNPs into developing EHR. “Vista” system is one.  

· Even weaker in HIT is in services provided in waiver programs so how do you create communication in the ICO to coordinate care.

· Sheldon Toubman:  move forward with state plan amendment for health home—all care coordination for 1/3 of ABD non dually eligible—must have 2 chronic conditions or SPMI or one chronic condition and at risk of another.  Mark: can’t exclude duals.  For future elaboration.

5.  Future agenda items –What is Governor proposing?  Menu of what is going on in the state –difficult to do. How do we move forward if we don’t get grant.

7.  Next meeting date –Regular meeting date changed to 9:30 a.m., last Friday of the month.
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Patient-centered medical homes in the Patient Protection and.

Affordable Care Act
Updated 5/16/2010

Sec. 3502 — Establishing Community Health Teams to Support the Patient-Centered Medical
Home

Summary: Creates a program to establish and fund the development of community health
teams to support the development of medical homes by increasing access to
comprehensive, community based, coordinated care.

e Grants or contracts with HHS to interdisciplinary, interprofessional teams to support
primary care practices — regardiess of payer source (VT model)

e Provide capitated payments to PCPs

e Defined by hospital service areas

e Grants can go to states or state-designated entity

e Must have a 3 year sustainability plan

e Must include prevention, patient education, care management into delivery of care,
integrated with community-based prevention and‘treatment

e interdisciplinary team member requirements set by HHS, may include

o Specialists

Nurses

Pharmacists

Nutritionists

Dieticiéns

Social workers

Behavioral and mental health providers

Chiropractors

CAM practitioners

O 0O 0O 0O 0O 0 0O O

o Pas
e Toinclude Medicaid patients from Sec. 2703 (see below) (not necessarily exclusively)
e Establish contracts with PCPs to provide support services
e PCMH defined to include

o Personal physician or other primary care providersi

o Whole person orientation '

o Coordinated and integrated care





o Safe and high-quality care through evidence-based medicine, HIT, continuous
quality improvement
o Expanded access to care
o Payment that recognizes components of patient-centered care
o Collaboraté with local providers
Team must collaborate with PCPs and existing community resources to
o ' Coordinate disease prevention
o Chronic disease management
o Transitioning between settings, including children, with priority to people with
chronic conditions
Teams must develop care plans — interdisciplinary, interprofessional, integrate clinical
and community preventive and health promotion services
Include patients, providers, caregivers in program design and oversight
Teams support to include:
o Care coordination
o Access to preventive care and health promotion, specialty care, inpatient care
o Quality-driven, cost-effective, culturally appropriate, patient- and family-
centered care
Pharmacist medication management services
Coordination and appropriate use of CAM, to those who request it
Quality improvement coordination and to reduce duplication

0O O O O

Referrals to local care for most appropriate care setting, integrative health care .
practitioners
Evaluate patient outcomes including patient experience of care
System for early ID and referral for children at risk of developmental or .
behavioral problems
Team must provide 24-hour care management and support during transitions in care
including on-site visits, discharge plans, counseling, include medication management,
referrals for behavioral health as needed, to include transition from adolescence to
adult settings '
Team must serve as liaison to community prevention and treatment programs
Team must implement and maintain interoperable HER
PCPs must

o Provide a care plan for each patient

o Allow access to patient records

o Meet regularly with the care team
Definition of primary care — “provision of integrated, accessible health care services by
clinicians who are accountable for addressing a large majority of personal health care
needs, developing a sustained partnership with patients, and practicing in the context of
family and community”





Sec. 2703 — State Option to Provide Health Homes for Enrollees with Chronic
Conditions '

Summary: Provide States the option of enrolling Medicaid beneficiaries with chronic
conditions into a health home. Health homes would be composed of a team of health
professionals and would provide a comprehensive set of medical services, including care
coordination.

(Note that Medicaid population now includes 43,000 plus SAGA members, in 2014 will
include all childless adults to 133% FPL except undocumented immigrants, adds 150,000

people)

e 90% Medicaid match for first 8 quarters of program — gets attention — for home
" health services to eligible patients
e State Plan Amendment — essentially justa letter, not the rigorous waiver process
with cost neutrality requirements — doesn’t require Congressional appropriation
e Startslan. 1, 2011 '
e Patients choose a PCP or team as their “health home”
e HHS defines requirements for designation as health home provider
e Payments may be risk adjusted by number and/or severity of chronic conditions
e Payment not limited to pmpm, may use alternative methods
e Jan.1,2011 HHS may give states planning grants to develop SPA, state must match .
at 50% (CT), total payments to all states not to exceed $25m
¢ Hospitals must refer appropriate patients from ED
e Must coordinate with SAMSHA and address behavioral health needs
e Must track readmissions (and resulting savings)
e Must include HIT, including wireless patient technology**
e " Includes quality reporting to state '
» Eligible patients — HHS can raise this bar
o Medicaid recipient
o At least 2 chronic conditions, or
o One chronic condition and at risk of a second, or
o One serious and persistent mental health condition
e Chronic condition definition
o Mental health condition
Substance use disorder
Asthma
Diabetes
Heart disease
o Overweight (BMI over 25)
¢ Health home services

o O O O
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Comprehensive care management

Care coordination and health promotion

Transitional care, with follow up, from inpatient to out
Patient and family support

Referral to community and social services

HIT to link services

¢ Designated provider includes

o]

o O O O O

Physician

Clinical practice or group

Community health center

Community mental health center

Home health agency

Any other provider or entity designated by state and approved by HHS,
including pediatricians, OB/GYN

e Team of providers may include

e}

Physicians and others such as
= Nurse care coordinators
»  Nutritionist
= Social worker
= Behavioral health professional
®  Any other designated by state

e Health team definition refers to Sec. 3502

¢ Independent evaluation by HHS
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Reducing hospital admissions
Reducing ER visits
Reducing admissions to skilled nursing facilities

e Report to Congress on

O

o
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Hospital admission rates

Chronic disease management

Coordination of care for people with chronic disease
Quality improvement and clinical outcomes

Ellen Andrews
April 25, 2010

i Added in final Act language, this is an updated document






