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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: May 20, 2011
Next meeting Tentative date: June 24, 9:30 AM  for 
Work Group meeting only: Person Centered Program Design
Attendees:
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Department of Developmental Services (DDS) (click icon below to view presentation)
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Doreen McGrath and Deborah Duval discussed the various DDS Waivers and a Regional Pilot Program that is based on a central Health Care Coordinator Role.  Highlights of DDS & Subcommittee discussion included the following:
· (Slide 1 -2) review what the waivers do and revenue generation of 50% of the cost of the services that is put in the General Fund.  (Slide 2)  DDS awards funding to an individual before offering an opportunity to apply for one of the waivers.  This funding is from:

· Resources allocated by the General Assembly for programs such as children in Voluntary services, High School Grads or Age outs. 

· Reused money originally provided to an individual who no longer needs it (I.e. moved out of state, client changes service decision or death.   

· DDS was asked about the numbers of clients/DDS programs under discussion.  DDS has ~ 15,000 individual enrollees plus 4-5000 children in Birth -3 program (these children are not DDS clients). There are about 600 clients in ICFMR facilities.
· Waiver enrollees:

· (Slide 5) New Employment & Day Supports Waiver; 1st year 200 individuals enrolled, DDS expect by 5th year 600 individuals enrolled.
· (Slide 6) Individual/Family Support Waiver: ~3950 
· (Slide 7) Comprehensive waiver that includes group home support has ~ 4600 enrollees.

· Combined training/group home has 3270 enrollees
· (slide 9)-Regional pilot program for those living in their own homes has been implemented in the northwest, central CT area.  There are 35 clients enrolled with a breakdown of individual conditions: 20 clients have medical/Mental Health (MH) conditions, 10 have medical conditions, 3 MH conditions, 2 clients have needs other than medical/MH. 
· The pilot goal is to evaluate medical oversight needs of these 35 individuals, implement a Nursing Health Care Coordinator program ((slide 10) and evaluate the impact of a nurse coordinator as healthcare manger.  The level of need tool (Slide 13) created the criteria for care coordination To date, DDS determined (Slide 11:

· Of the 14/35 clients that initially were doing their own med management, the coordinator found only 5 were successfully & safely doing this.

· Client use of DME equipment demonstrated needed repeat interventions for appropriate safe use.

· Clients have had 53% reduction in missed medical/MH appointments
· 68% reduction in ED visits

· 35% reduction in hospitalization.

· 12/35 clients had VNA/Home care referrals. 
· (Slide 12) DDS concluded that based on the results of the pilot individuals with complex, co-morbidities and needed additional supports due to aging benefited from Agency Nurse health care coordination that achieved cost savings; therefore DDS  recommended Health care coordination be included as a waiver service, which was approved by CMS. 
· The SC asked about waiver wait lists. DDS said the Family Waiver priority one (require services within one year) wait list for residential resources has 540 individuals.  There is a larger number on the priority 2-3 wait list (families indicate they need services after this year). Since the 2009 legal settlement, DDS allocated residential resources to >1200 individuals.  DDS stated a wait list developed due to the lack of available funding after the settlement funding ended. 
Family Perspective: Susan Zimmerman 
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Susan Zimmerman provided insight into the family experience with the DDS waiver and the health care system that served her adult daughter with complex health conditions and offered recommendations to reduce system gaps and barriers to coordinated, accessible health care. 

Medical Care Challenges for transitioning young adults include the following issues experienced by this family that represent overall system gaps:  
· (Slide 5) Absence of adult health care providers training for working with young adults with disabilities.  Some pediatric specialists who are aware of this gap will continue to see their pediatric patient even though the patient ‘ages out’ to adulthood.
· Specialists tend to treat disability rather than the person.
· Many adult health care providers are unfamiliar with medical home model and/or have limited practice resources to develop this care coordination model.  Adults with complex, multiple health problems would benefit most from a medial home model that includes practice level care coordination. 
· (slide 9) Emergency Department (ED) staff is less familiar with autism spectrum disorders compared to the evaluation and treatment of other acute health problems.
Waiver Participation: Some Challenges for the enrollee &  parent/guardian; Enrollees in DDS Waivers receive services funded thru DDS and may receive medical services through Medicaid and/or private insurance. 
· Access to specialists is less limited in private payer system than in the Medicaid health program.  
· Under Medicaid & private insurance Ms. Zimmerman experiences illustrated authorization approvals for certain services (Slide 10) were made for ‘rehabilitative” (improvement) services rather than habilitative (maintenance of gains).   Mr. Toubman commented that the CT Medicaid “medical necessity” definition includes maintenance services as deemed medical necessary under the Medicaid State Plan Amendment. 
· (Slides 7-9)Medical appointment and decision making process create challenges related to: 
· family agreement(parent/guardian and waiver client) on medical decision vs. waiver team reviews and decisions, 
· Medical practices’ comfort in welcoming parent/guardian to the medical appointment.
· (Slides 11-14) outlines arduous IP processes that that many families are not prepared to participate in nor are clear about their role in the process for their adult family member. 
· Annual Medicaid redetermination process puts administrative burden on the ‘house manager’ of a group home and /or the family/guardian.  
Recommendations from a Family Perspective (Slide 15) address the need for:

· Family/guardian training in the IP Process
· Familiarizing adult medical providers to the health issues associated with adult developmental disabilities through facility ‘grand rounds’

· Create incentives to encourage providers to accept Medicaid patients with complex chronic health care needs, in particular those transitioning to an adult system through technical support and reimbursement for practice-based Patient Centered Medical Homes. 

· Use of a shorter form for Medicaid renewal.
Other Subcommittee Participant Comments: 
· Sheila Amdur, Chair thanked DDS and Ms. Zimmerman for these presentations, noting both are informative to the Subcommittee.  Family perspective and recommendations are important as part of program design going forward.  The DDS health care coordination pilot speaks to broader issues in the health care delivery system changes, in particular to the provider level medical home model.  The pilot illustrates that a ‘one-size-fits all” approach for medical or health homes where care coordination is imbedded in the primary care practice level misses opportunities for person-centered coordination.  There is range of skills required for effective care coordination and cost effective quality care that may not be met within one health care site. 

· Sue Turi suggested the Subcommittee consider “newer” language when talking about the population (i.e. ‘client’) and services such as care coordination vs. case management. DSS commented that there is an Agency job classification of “ case manager”
Planning Process for ICO Dual Eligible Proposal
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Over the summer there will be parallel planning process form person centered Medical Home (PCMH) and Health Homes that address that portion of the Medicaid population that has one or more chronic illnesses and or chronic serious mental health problems.  While the ICO model will initially address health care needs for dual eligible population over 65 years, Sheila Amdur said  it is important to create a comprehensive plan for all populations.  DSS plans to engage a consultant to work with the Subcommittee in the planning process.  DSS representative was asked to provide the SC with the consultant contract provisions regarding what DSS is asking of the consultant. Participants on the Work Groups will have to commit to working with the process from the beginning to the completion of the design.
Planned to have 2 Subcommittee work groups that begin meeting in June (see outline of each work group in above document).  It was noted that both process and outcome should be measured, as well as sustainability and cost.
· Person –Centered Program design work group will include literature review and focus groups of people being served.  Several resources that are addressing some of these issues:
Resources

· www.uconn-aging.uchc.edu
· Ct Community Care,INC & Qualidigm  joint grant application reduce hospital readmission rates for Medicare recipients (Care Transition Project from CMS Innovations Center) (Click icon below to view description) (Note that there will be another application submitted for this same initiative from one of the Area Agencies on Aging in the state.)
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A tentative plan is to have this Work group in place of the regularly scheduled Subcommittee on June 24th.  This meeting date will be confirmed. 
· ICO model work group will identify federal regulations, reimbursement processes.  Provider level involvement will be recruited above and beyond those participating already.  Sheila Amdur commented that there is provider skepticism related to financial feasibility 
of proposed federal guidelines on Accountable Care Organizations (ACOs).  DSS stated they are meeting every 2 weeks with CMS to plan an implementation strategy and monthly for technical support: this is an opportunity to determine how to pay for care coordination for this population.  Mr. Toubman noted PCCM is a Medicaid rule option.  Marilyn Denny, Legal Aid, will provide the Chair with a synopsis on the ‘where and how” of informing consumers about this system mode. 
_1367399667.ppt


ABD COMMITTEE

FAMILY EXPERIENCE WITH DDS WAIVER AND HEALTH CARE SYSTEM







WHO

		Daughter currently 24 years old

		Parents are plenary guardians

		Funded through DDS Comprehensive Waiver to live in CRS (continuous residential supports) home

		Primary insurance through parents (until age 26)

		Medicaid secondary









Waiver Services

		Individualized Home Support 18 hours/day

		Individualized Day Support 6 hours/day

		Behavioral Consultation

		Clinical Consultation

		Sensory Therapy Consultation

		Music Therapy









Transition to Adult Health Care

		Aged out of pediatrician’s office at age 19

		Currently Health Care cost shared as remains on parent insurance

		Not on DDS waiver at time aged out

		School district funded by 24/7 education plan until age 21--some services Medicaid reimbursable









Age Out

		Adult health care providers not familiar with medical home model

		Found PCP through family and provider agency contacts

		Able to stay with some pediatric specialists  who aware that the same level of care not available in the adult system

		Adult health care providers have no training in working with young adults with disabilities 









Private Insurance

		Mom has always had to do Case Management 

		Mom left high paying job and family had no secondary insurance until daughter eligible for Medicaid

		 Access to specialists not limited as with Medicaid









Medical Appointment Process

		Appointments scheduled by house manager

		Doctors fill out extra paperwork for group home files

		Med orders must be written in specific way to meet med administration guidelines

		Nurse at group home reviews all paperwork

		Difficult to stop medication once started

		Guardians can go to appointments but it is not something that is encouraged

		Annual Medicaid Re-determination puts administrative burden on house manager









Medical Decision-Making

		We make medical decisions--involve our daughter as appropriate

		Statutes vest significant medical care oversight function in Commissioner and DDS

		Commissioner and DDS have obligation to assure prompt, sufficient, and appropriate medical care

		Team reviews all of our medical decisions to defer, limit or decline preventive or recommended health care

		DDS Minimum Preventive Care Guidelines









Emergency Room

		Often goes as a precaution after an incident

		Four visits in the last six months with no treatable findings on any visit

		State police once called ambulance when observed behavioral incident

		Emergency Room staff not familiar with autism spectrum









Medical Services

		Specialists treat disability rather than person

		Providers who take interest in particular disability then get a flood of patients with the same issues

		Speech, physical and occupational therapy services need to be on long term basis rather than rehabilitative









IP Process	

		23-page Document plus Behavior Support Plan

		Details information profile, medical contacts, provider agency contacts, resource and benefit information

		Medications

		Adaptive Devices

		Finances









Notifications and Reviews

		Annually at IP:

		Medicaid Due Process Rights

		Family/Guardian Notification of Incident Reporting Requirements

		Initial Visit:

		HIPAA Notification (at initial visit only)

		Legal Liability Notification (at initial visit or change of guardian)









IP Process

		Personal Profile

		Important to Know About You

		Accomplishments, Strengths, Things Proud of

		Relationships

		Home Life

		Work, Day, Retirement

		Leisure Interests and Community Life

		Health and Wellness

		Future Vision

		Action Plan









IP Process

		Valuable tool when time is taken

		Provider agencies historically have  controlled the process

		Guardians get no training in the process

		Role of guardians in process is unclear

		Involvement of client is responsibility of agency









Recommendations



		Training in IP Process for guardians

		Adult primary care providers trained in and reimbursed for medical home model

		Adult medical providers have access to technical assistance to better treat patients with developmental disabilities

		Ground rounds with experts on the kinds of health issues associated with developmental disabilities

		Incentives to encourage providers accepting private insurance reimbursement to accept Medicaid reimbursement

		Short form re-determination for chronic health conditions
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Case Management Institute
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Marketing Manager

For Immediate Release Tel: 860-314-2212

April 25, 2011 janew@ctcommunitycare.org

Connecticut Community Care, Inc. and Qualidigm Partner
to Seek Funding to Help CT Hospitals Reduce Readmissions
by Improving Transitions to Other Care Settings

(Bristol) — Connecticut Community Care, Inc. (CCCI), a statewide provider of community
long term care management services and Qualidigm, Connecticut's Medicare Quality
Improvement Organization and a state designated Patient Safety Organization today
announced their intention to jointly apply for funding recently made available under the
Affordable Care Act. The two organizations plan to establish a multi-disciplinary
executive advisory council which will include health care providers, provider trade
associations, hospitals, nursing homes, home care agencies, payers, state agencies,
pharmacists, patient advocates, consumers and other stakeholders involved with care
coordination.

On April 12, the Department of Health and Human Services (HHS) announced the
“Partnership for Patients,” a new initiative that has the potential to save up to $50 billion
in Medicare and Medicaid costs over the next 10 years. HHS will invest up to $1 billion to
launch the program, and up to $500 million of those dollars will be allocated to the
“‘Community-based Care Transitions Program” (CCTP). The goal is to reduce hospital
readmissions by improving transitions of Medicare beneficiaries from hospitals to other
care settings, with a specific focus on quality of care, discharge planning, follow-up and
coordination with outpatient providers.

In a recent study of approximately 12 million Medicare beneficiaries who had been
discharged from a hospital, nearly 20% were re-hospitalized within 30 days, and 34%
were re-hospitalized within 90 days. Only about 10% of these readmissions were found
to have been planned. The cost to Medicare of unplanned re-hospitalizations was
estimated to be $17.4 billion.

“CCClI and Qualidigm together are uniquely qualified to compete for this funding based
on the application criteria,” stated Molly Rees Gavin, CCCl’s president. “As a core
partner in the North Central Aging and Disability Resource Center (NCADRC), CCCI
currently operates the only federally funded care transitions intervention program in
Connecticut.” Funded through a contract grant from the Connecticut Department of
Social Services (DSS) to the NCADRC, the care transitions program has been in
operation since July 2010 at the Hospital of Central Connecticut (New Britain General





and Bradley Memorial Hospitals) and focuses on three conditions linked with high rates
of readmissions: diabetes, pneumonia and congestive heart failure. CCCl is currently
developing similar models with two hospitals in other regions of the state.

Through one-on-one coaching and partnerships across the care continuum, the goal of
the care transitions program is to help patients manage their medications, understand
their personal health record, agree to timely follow-up with physicians, recognize “red
flags” that indicate a worsening condition and respond appropriately.

As Connecticut’s Medicare Quality Improvement Organization, Qualidigm is charged by
CMS to improve the health and health care for all Medicare beneficiaries and promote
quality of care to ensure the right care, at the right time, every time. “Qualidigm has a
long history of creating innovative and scientifically-based solutions that meet the
changing needs of patients and the health care system,” said Qualidigm CEO Marcia
Petrillo. “Our two organizations will leverage each other’s strengths, as top research and
care management entities. We believe that together we can improve this key metric —
reduction in preventable hospital readmissions,” Petrillo added.

Organizations interested in learning more about or collaborating in this initiative may
contact Sherry Ostrout at Connecticut Community Care:
Sherry.Ostrout@ctcommunitycare.org

About Connecticut Community Care, Inc.

CCCl identifies choices and provides services to help people of all ages, abilities and
incomes to live at home. The non-profit organization is an access agency to the CT
Home Care Programs (CHCPs) in 124 towns in the North Central, Northwest and
Eastern CT. It also runs a private division, Care Management Associates, which serves
others statewide who do not qualify for the CHCPs. The organization assists more than
12,000 clients and their families each year through regional offices located in
Wethersfield, Watertown and Franklin. The Corporate Office is located in Bristol.

About Qualidigm

Qualidigm works to continuously advance improvement in the quality, safety and cost-
effectiveness of health care. As a health care consulting and research firm, we apply
state-of-the-art techniques in measurement, analysis, and process improvement to
achieve the best value for each of our clients. As an unbiased resource for all health
care stakeholders, Qualidigm takes on industry challenges, working with stakeholders to
assist them in improving the quality, safety and cost-effectiveness of health care.
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SUMMARY OF DRAFT PLANNING PROCESS FOR INTEGRATED CARE ORGANIZATION DUAL ELIGIBLES PROPOSAL

ABD subcommittee of the MCMOC will be the designated group to assist in the planning of the ICO initiative.  Subcommittee will have two working groups, which will report back to the subcommittee.  The subcommittee will periodically report out to the MCMOC and provide a final recommendation:

Person Centered Program Design:


· Analyze health care needs of over 65 dual eligible population (will include literature review, focus groups with people to be served, knowledge of those working with and for this population)


· Determine health care outcomes sought


· Recommend performance measures

· Recommend service requirements for ICO


ICO Model requirements:


· Legal structure

· Staffing and care model structure

· EHR requirements

· "Gains sharing" model and payment structure

Work Group participants: Work groups will be open to ABD membership.  It will be important to "recruit" groups who should be involved, e.g., representatives from consumers, physician groups, hospitals, nursing homes, and home care .  Those who participate must commit to working with the planning process from beginning to end, given the amount of information to be analyzed and applied to the design.

Staff for the planning process:  DSS will be hiring consultants under the planning grant to help develop performance measures, and another consultant who will work with the ABD subcommittee to plan and design the ICO model.  The subcommittee  will be responsible for meeting notices, scheduling, and other administrative tasks related to the operation of the subcommittee and its working groups.

Timetable:  DSS will provide the subcommittee with a timetable related to tasks that must be completed and when the first draft of the proposal must be produced.  This timetable will provide cross-walks with Medical Home and Health Home planning.

Challenges:  


· Integrating ICO planning with parallel planning for Medical Homes.

· Establishing performance outcomes that are accomplishable and relevant to health care needs of those served.


· Securing Medicare data expeditiously to analyze utilization patterns (will review 3 years of claims history).  CMS is proposing to streamline this process.


· Assuring that ICOs are locally focused where people get their primary care.

· Assure "coherence" with CMS Accountable Care Organization model including performance measures.
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CT DDS Home &
Community Based
Waivers

51572011

Why apply for a Waiver ?

u Allows states to offer a broad range of
community services not available under
ICFIMR

x Allows participants to self-direct

m Sets uniform quality standards

m Participants can get the same level of
service from all providers

m Puts the waiver recipient in control of
their resources and the services they
receive :

= Revenue generation—Reimburses CT for
50% of the cost of services

571972011 .2

Enroliment in the Waivers

DS awards funding to someone before offering an
opportunity to apply for one of the DDS waivers.

The funding comes from:
The resources allocated by the Legislature such
as funding for: children in the Voluntary Services
Program, High School Grads or Age Outs

Or from reuse of money originally provided to
someone else who no longer needs it

5/15/2011 . ) 3

Available Services

= Supported Employment w Assisted Living
= Adult Day Health n  Healthcare Coordination
= Non-Employment Day = Behavioral Supports
- Supports n Nutrition Services
= Individualized Day = Live In Companion
Supports = Transportation
w |ndividualized Home » Environmental
Supports‘ o Modifications
= fs‘esidgnhal Hablllt?hon, » Vehicle Modifications
including Community
Living Arrangements or = Independent Support
Community Training Broker
Homes u Personal Emergency
x Personal Support Response
» Adult Companion l Spef:ialized Medical
= Respite Equipment
w  Family Training
571972011 4

Employment and Day
Supports Waiver
n People living in their own or their family
home
= With good natural supports

m Adulis who primarily require employment
or day supports

m Children whose families are seeking a
'small amount of respite or specialized
medical equipment

= Capped at $28,000

5115/2011 5

DMR Home and Community Based Waivers

The Individual and
Family Support Waiver

designed to support individuals
who live in their own homes, in
their family homes or in
Community Training Homes (CTH)
and receive supports that
typically cost less than $58,000

51972011 [






The Comprehensive Waiver

* is used to provide services to individuals
who live in licensed Community Living

Arrangements (CLA), Community Training

Homes (CTH) or in Assisted Living
Facilities. It can also be used to provide
services to individuals who live in their
own homes or in their family homes and
who are in need of a comprehensive level
of supports, usually as a result of
significant physical, behavioral or
medical support needs.

5119/2011

Regional Pilot Program

= Evaluate medical oversight needs of 35
individuals residing in their own homes

x Evaluate impact of a nurse coordinator in
healthcare management

Findings

Increase in residential supports for med
management, meal planning and supervision,
and medical equipment monitoring

Addition of skilled nursing supports
Decrease in number of missed appointments
Decrease in ER visits/hospitalizations

Identification of additional medical and mental
health issues

DMR Home and Community Based Waivers

ALTH CARE COORDINATION

Healthcare Coordinator Role

m Complete assessment and plan of care

m Supervise medication management

m Coordinate community healthcare services

m Obtain appropriate clinical evaluations

m Participate in hospital and SNF discharge
meetings -

m Post discharge foliow up

m Client education, support, training

w Staff education, support, training

Conclusions/Recommendations

m Individuals with enhanced medical/mental
health issues benefited from oversight of
Nurse Coordinator

m Aging individuals require additional
supports and nursing oversight

m Cost savings were achieved

m Healthcare Coordination should be included
as a waiver service i






Criteria for Healthcare Coordination

‘LON Score Authorized hrs.or
— heaithimedical score 4 or higher Service per year
-~ score of B or higher for combination of.

healthimedical and sither the behayior (home) or.

psychiatric thome) domains, whichever is higher.

Seereof4- 5
Scoreof 7-9
Scorz of 18- 34

DMR Home and Community Based Waivers
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