PAGE  
1

Connecticut Medicaid
Medical Assistance Program Oversight Council

Aged, Blind & Disabled Subcommittee
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(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
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Next meeting: Oct. 21, 2011 9:30 -11:30 LOB RM 2B
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DSS/Consultant Presentation (Click icon below for presentation)
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Discussion highlights:
· Meryl Price (DSS consultant) said the Integrated Care Organization (ICO) was modified based on the last meeting feedback.

· Primary goals: improve individual and population health through preventive care and care management that is expected to lower the cost curve for the dual eligible population. Caution was raised regarding cost savings related to unnecessary/duplicate services: need to identify what is ‘medically necessary’ in this process.  

· System redesign to create a single point of accountability that cuts across the range of continuum of care services that must include transitional care management. 

· The federal Accountable Care Organization (ACO) model rules are not finalized but the draft rules seem relevant to the CT proposed ICO system of care

· Sheila Amdur asked Meryl & Kate McEvoy to summarize the proposed ACO rules (consumer friendly format) for a future meeting.

· Based on previous discussions and the diverse stakeholder input into the CMS ICO planning grant , DSS is committed to a transparent process on how to best achieve goals, cost savings and use of those savings in this model.
· Consumer focus groups whose input will be critical to the model design and grant application.  
· Sheila Amdur asked for 4-5 Core Subcommittee participants to work with the Consultant in organizing the groups, applying ‘lesson learned’ from the PCMH focus groups.

· While the ICO model begins with dual eligibles over age 65, planning should consider those under 65 that will be involved in the future Sheila Amdur suggested including 2 focus groups for the latter subpopulation. DSS stated the Model ICO targets the over 65 clients in phase one, then focus on under 65 in phase 2. While the Subcommittee can reconsider this age range in the planning of the ICO grant DSS was concerned that the under age 65 clients needs will take careful planning that may not be able to be done for the 4/12 grant application. Further discussion of the focus groups composition at a future meeting.
· DSS reviewed the two advisory groups being developed (business and provider); the DSS Commissioner will be making appointments to these work groups convened by DSS.

· Advocacy view: be aware of not equating chronic disease with disability and judgment call on the quality of life/treatment. Often individuals with a disability are viewed by other as ‘non-productive’ which is generally not the case.
· The federal government will reimburse states at 90% federal match for two years for Medicaid health home: all Medicaid clients that meet the federal criteria for health home participation not just the dual eligible or disabled.

· Need positive measures to assess the model impact on the health care of the individual and the population.  Language is important in a person centered program: care = ‘do to me’ vs. support =the person is leading the process of their care.
· Sheila Amdur said Pam Melisso (Medicare Advocacy) will take the lead on a performance measures work group. 
Person Centered Care (Click icon below to view these critical presentations that shape the heart of the ICO model)
· Molly Cole, Executive Director, CT Council on Developmental Disabilities
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Molly Cole’s presentation clearly addresses the myths and difference in system-based programs versus individual client choice. Far too often public program emphasize programs and processes that may not relate to uniqueness of the individual and their health needs. 
· Mary Ann Langton, Disability Policy Specialist, CT Council on Developmental Disabilities
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Mary Ann Langton shared her experience as a patient that re-emphasized the potential for depersonalization of individual with disabilities in the health care system.
· Susan Zimmerman, Family Advocate
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Susan Zimmerman provided a view of the health care system from a parent/family perspective of ensuring her adult daughter received appropriate, safe and unique care during a hospital procedure.  This demonstrated a positive experience when the family and ‘patient’ are listened to and respected by the medical system that collaboratively supported the individual and family member through a medical procedure. 
_1378730234.ppt


MOLLY COLE, DIRECTOR

CONNECTICUT COUNCIL ON DEVELOPMENTAL DISABILITIES

SEPTEMBER 23, 2011

Person Centered Health Care







What is Person Centered Planning?

		An ongoing problem-solving process used to help people with disabilities plan for their future. In person centered planning, groups of people focus on an individual and that person's vision of what they would like to do in the future. 

		Usually done by a team, including the person with a disability and other key people that they identify.  

		This "person-centered" team meets to identify opportunities for the focus person to develop personal relationships, participate in their community, increase control over their own lives, and develop the skills and abilities needed to achieve these goals. 









System Centered/Person Centered*

SYSTEM-CENTERED

		Plan a lifetime of programs

		Offer a limited number of usually segregated program options

		Base options on stereotypes about persons with disabilities

		Focus on filling slots, beds, placements, closures

		Overemphasize technologies and clinical strategies

		Organize to please funders, regulators, policies, and rules



PERSON-CENTERED 

		Craft a desirable lifestyle

		Design an unlimited number of desirable experiences





		Find new possibilities for each person





		Focus on quality of life





		Emphasize dreams, desires, and meaningful experience

		Organize to respond to people





*  John O’Brien: Person Centered Planning. 







Purpose of Person Centered Health Planning

		To look at an individual in a different way.

		To assist the focus person in gaining control over their own health care.

		To increase opportunities for active participation in the accessing health care.

		To recognize individual concerns and choices.

		Through team effort, develop a plan of care. 









Who is involved in 

Person Centered Health Care?

		The person at the focus of planning, and those who love the person, are the primary authorities on the person’s life direction and health care choices.

		The focus person, the primary health care provider,  and who ever else the focus person would like to be involved. 

		It is best when there is a facilitator and a person to record what is being shared and decided. 

		The facilitator should be a person that is neutral and unbiased, leads the group through the process, handles conflict and assures equal opportunity for all to participate. 









Person Centered Planning in the Context of Health Care

		Should maintain the focus of the individual in decision making

		Includes both medical and non medical services

		May include a team or at least several support individuals selected by the person with a disability  to assist that person in making choices.









Skill sets needed for person centered planning

		Honest Person-Centered Planning can only come from respect for the dignity and completeness of the focus person.

		Ability to respect the choices of the individual

		Ability to be non-judgmental

		Patience in communication

		Believe in  dignity of risk

		Ability to work with a team in making decisions













		Assisting people to define and pursue a desirable health care choice can test one’s clarity, commitment, and courage. 

		Person-Centered Planning engages powerful emotional and ethical issues

		This may require  sustained search for effective ways to deal with difficult barriers and conflicting demands.









As health care plans are developed…

		Remember that regardless of age or disability, each person is unique and has a family, friends, interests, hopes, dreams, and goals.

		The challenge is to find a meaningful and appropriate way to engage each person

		This may involve working with both the person and those who care about the person

		Finally, the road to  health and wellness requires that we have a vision for each person’s wellness. 
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Family Involvement

Successful Person Centered Medical Experience







What was needed

		24-year-old daughter with severe autism needed MRI

		Experienced extreme anxiety with x-ray and ultrasound exams

		Therefore assumed that she could not tolerate procedure without sedation

		Anxiety also limited ability to tolerate unfamiliar surroundings

		Unable to process complex instructions









Doctor’s process

		Doctor ordered MRI with sedation

		Doctor’s office called insurance company to get approval

		Doctor’s office scheduled procedure  with MRI and same day surgery

		Normal adult procedure was planned-patient sedated in SDS, transported to MRI and returned to SDS for recovery









Development of Health Care  Protocol

		Guardian concerned that both sedation and recovery would need modifications to be successful

		At guardian’s suggestion, Patient Advocate contacted Child Life Specialist for assistance

		Child Life Specialist interviewed guardian to determine what modifications were needed

		Patient Advocate relayed information to doctor’s office and Child Life Specialist met with SDS









Modifications

		Separate room in SDS prior to procedure to reduce visual and auditory sensory overload 

		Two group home staff and guardian accompanied patient at all times prior to test.  Guardian filled out  paperwork while group home staff and child life specialist modeled steps of procedure

		Group home staff could read aloud prepared book of pictures about the procedure and patient could listen to music on iPod









Modifications-con’t

		Pediatric nurse experienced with autism spectrum included on team

		Guardian gowned and allowed to accompany awake patient during transport to MRI unit

		Patient sedated in MRI

		Child Life Specialist intervened to allow one person to accompany patient from MRI  to adult recovery unit









Factors contributing to success

		Expertise on autism existed elsewhere in the hospital-Interview was based on autism checklist developed for the lifespan autism treatment center

		Child Life Specialist could work with adult patient

		Doctor’s office was connected with information about patient’s disability

		Child Life Specialist and Patient Advocate had standing to request necessary modifications









Pitfalls to consider

		Health care protocol takes considerable amount of time and personnel

		Doctor offices trained to get insurance reimbursement, not to know steps of procedure being ordered

		Multiple departments often involved and each must approve any modifications to standard procedure

		Adult providers differ from pediatric but the needs of the patient may fit pediatric approaches more closely









Recommendations

		Access to technical assistance for adult medical providers to better treat patients with developmental disabilities

		Incentives to encourage providers to match test procedure to patient needs

		Training in Health Care Protocol for guardians
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Integrated Care Organizations 

ABD/Duals Committee Stakeholder Meeting

9-23-11



*











Meeting Agenda

		Overview of the ICO Initiative

		ABD/Duals Committee Participants

		Provider Advisory Group

		Person-centered Definition

		Focus Group Strategy

		Performance Measurement Strategy Update 

		Next Steps/Meeting dates
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ICO Goal

		To create a person-centered system of care that enhances quality, cost-effectiveness and experience of care for dually eligible individuals in Connecticut 

		by creating a single point of accountability for the delivery of medical and non-medical support services across the continuum of care
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ICO Objectives

		Promote practical strategies for person-centered care

		Facilitate collaboration across the care continuum

		Assist providers in partnering to share resources to enhance the delivery of primary care

		Offer access to a seamless continuum of services

		Leverage health information technology/electronic data

		Focus both on medical service outcomes, and effectiveness of home- and community-based services (HCBS) 

		Align financial incentives to promote value --  which consists of  both  quality and cost-effectiveness 

		Establish a financial model that reward performance and incentivizes enhanced quality of care
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ICO Key Components: DSS Structure and System Evolution 

ABD/Duals Committee Stakeholder Meeting 9-23-11



ABD/Duals Committee Stakeholder Meeting 9-23-11



*









ICO Overview (cont)

		Especially well-suited to individuals with multiple chronic or disabling conditions

		Re-design of the current Medicare and Medicaid system to include a single point of accountability for quality and cost-effectiveness for delivering person-centered care

		Integrated Care Organization (ICO) consortia with Primary care person-centered “hubs” including the individual (and family) PLUS:

		PCP

		RN or APRN

		Care coordinator

		Home and community-based services case manager

		Pharmacist  

		Behavioral health practitioner



ABD/Duals Committee Stakeholder Meeting 9-23-11



ABD/Duals Committee Stakeholder Meeting 9-23-11



*









ICO Overview (cont)

		Relevance of Accountable Care Organizations (ACOs)

		Draft rule published in Spring 2011

		Awaiting final rule now – scheduled to “go live” on 1/1/2012

		The ACO rule is relevant to the ICO design

		Work with the draft rule now

		Awaiting the final ACO rule to fully review applicability
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ICO Overview (cont)

		ACOs knit together three CMS programs:

		Shared Savings Program

		Meaningful Use

		Physician Group Reporting Initiative

		ACO goal is to drive meaningful change in the Medicare FFS environment to improve quality while decreasing overall cost

		CMS anticipates between 75 to 100 ACOs covering between 1 to 4 million beneficiaries

		Shared savings is a key feature
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ICO Key Components

Service Enhancements:

Initial and annual assessments and care plans that feature consumer and family input

Home visits

Preferred specialty care networks

Assistance with linking to services 

Coordination of transitions

Enhanced communication (e.g. EMR) 

Non visit-based provider support

Access to an Ombudsman provided by the State

ABD/Duals Committee Stakeholder Meeting 9-23-11
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ICO Key Components

		ICO Qualifications:

		ACO Qualifications (TBD)

		Comprehensive array of ICO partners across the continuum

		Primary care PCMH centers (Tier 1) 

		Ability to share information technology

		Advisory board with patient, family, caregiver and advocate representation

		Mechanisms to promote person-centered competence among ICO entities, staff and others
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ICO Key Components
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ICO Key Components

		ICO Financing

		Shared savings model between CMS and the State based on benchmark calculation

		Measured against a budgeted targeted (similar to the CMS Medicare Advantage program for dual eligibles in SNPs)

		Risk-adjusted

		Savings projected through reduced hospitalization, institutionalization, ED visits and unnecessary or duplicative services
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ABD/Duals Committee Role and Our Work Going Forward

  

ABD/Duals Committee Stakeholder Meeting 9-23-11

		Task		Timeline

		Overall work plan development and project management		Ongoing

		Coordination with other state agencies 		Ongoing

		Review of background research		September-October

		Focus group development and implementation 		October-December

		Performance measurement 		October - December

		Quality and data monitoring strategy 		November - January

		Consumer protections and marketing 		November - December

		Data analysis plan and review of data 		October - January

		Provide input on financing/reimbursement model		November - February

		CMS Proposal input and editing (ongoing w/ two full drafts)		January – March
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ABD/Duals Committee Core Group 
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Participation Requirements and Expectations

		Monthly meetings with active participation

		Support in workgroups in-between full ABD/Duals Committee meetings

		Support on reviewing the full CMS application

		Significant commitment of time and attention between now and April
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ABD/Duals Committee Meeting Schedule

2011: 

		9/23

		10/21(change from regularly scheduled meeting)

		11/18 (change from regularly scheduled meeting)

		12/16 (change from regularly scheduled meeting)



 2012: 

		1/27

		2/24

		3/23

		4/27
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Defining Person-Centeredness

 	Presentation by Molly Cole, Susan Zimmerman and 

Mary Ann Langton
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Provider Advisory Group

		Core group will include:

		ABD/Duals Committee Members (3) 

		Acute Care Hospitals (2)

		Chronic Care Hospitals (1)

		Long-term, sub-acute,, rehabilitative and assisted living services

		Long-term care provider (2)

		Home and community-based services

		ACCESS Agency

		Nursing Facility

		Large group practice

		Multi-specialty group practice (4)

		FQHC

		CHC

		Pharmacy provider

		LMHA (2)

		Social worker/geriatric care manager
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Provider Advisory Group (cont)

		Associations

		Connecticut Association for Home Care and Hospice

		Community Health Center Association of Connecticut (CHCACT)

		Connecticut Hospital Association

		Connecticut State Medical Society (CSMS)

		Connecticut State Medical Society IPA

		Connecticut Pharmacy Association

		National Association of Social Workers
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Provider Advisory Group (cont)

		Meeting Schedule

		Meeting schedule TBD

		Consolidated timeframe

		Significant expectations regarding participation (similar to ABD/Duals Committee but consolidated)

		Focus of the group will be on business-related issues and development

		Issues will also be reviewed by the ABD/Duals Committee; however each committee has a primary purpose
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Focus Group Strategy

		65+ only for this planning effort

		Otherwise seeking broad diversity:

		Geographic

		Location (community, institutional)

		Nursing home eligible vs. not

		Racial, cultural and linguistic diversity (e.g. translator if appropriate for at least 1 group)

		Translator availability

		Level of health risk
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Focus Group Strategy (cont)

		Recruitment Methodology

		In collaboration with community-based organizations

		Suggested potential partners across the State?

		With careful and consistent instructions to obtain an initial list of participants from community-based organizations

		We will validate dual status and understanding of what the opportunity is telephonically

		Request confirmation of participation by community-based partners just prior to the focus group
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Focus Group Strategy (cont)

		Incentives for Participation

		Opportunity to have input on the health care system

		$25 gift card (CVS? Wal*Mart?)

		Food appropriate to time of day

		Transportation if needed
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Focus Group Strategy

		6-8 focus groups with 8-10 participants



	potentially within:

		Adult day center(s) 

		Senior center(s)

		Communal housing or meal sites

		Nursing homes (family members?)

		Other locations?
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Focus Group Strategy (cont)

		Key research topics:

		Current experience of care

		Financing of care and related issues?

		Reaction to design elements of an ICO

		Desired experience of care

		Time for open-ended input

		Use of focus group guide with a “tunnel” format

		Non-threatening initial question with subsequent drill-down to more detailed information

		Probes to elicit feedback and actionable information
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Focus Group Strategy (cont)

		Analysis:

		Single transcript per session

		Audio taping and professional transcript prep

		Standardized coding and analysis of the data

		Identification of recurrent themes through coding process

		Team input on interpretation of results

		Report
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Focus Group Strategy (cont)

		To plan and implement the focus groups:

		3-4 volunteers from the ABD/Duals Committee

		Limited phone meetings to identify community-based organizations, review the focus group guide and offer input on other issues

		Work with community-based partners and the consultants

		Six community-based organizations that represent the spectrum of participants we are seeking across the State
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Performance Measurement Strategy Update

		Suggested goals and objectives

		Purpose of measurement (e.g. who, what, where, when and how) 

		Key areas of interest to measure
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Name Organization
Rep. Peter Villano Co-Chair

Sheila Amdur Co-Chair

Quincy Abbot ARC CT

Marie L. Allen SW CT Agency on Aging

Jill Benson Community Health Resources

Sheldon Bustow Hospital for Special Care

Molly Cole CT Council on Developmental Disabilities

Marilyn Denny Greater Hartford Legal Assistance

Paul Di Leo Department of Mental Health & Addiction Services
Uma Ganesan Actna Better Health

Elizabeth Gridley “All About You Home Care Agency

Karyl Lee Hall CT Legal Right Project

Jennifer Hutchinson | Department of Mental Health & Addiction Services
Nancy Krodel AARP

Mary-Ann Langton CT Council on Developmental Disabilities

Dory McGrath Department of Developmental Services

Kate McEvoy, 1D

Assistant State Comptroller Office of the State Comptroller

Pamela A. Meliso

Center for Medicare Advocacy, Inc.

Meg Morelli The Connecticut Association of Not-for-profit Providers for Aging
Kim Nystrom New England Home Care

Debra Polun Commission on Aging

Gary A. Rhule Actna Better Health,

Hillary Teed Connecticut Community Providers Association (CCPA)

Sheldon Toubman New Haven Legal Aid

Suzane Turi MHRCT

Deborah K. Watson | Bridgeport Hospital Foundation

‘Alicia Woodsby National Alliance on Mental Illness, CT (NAMI-CT)

Susan Zimmerman

Advocate








_1378730203.ppt




PERSON- CENTERED APPROACH WITH RESPECT, SENSITIVITY AND DIGNITY





By  Mary-Ann Langton

Disability Policy Specialist

CT Council on Developmental Disabilities











 



 MYTHS VS REALITIES 

The medical professionals have been taught that people are ‘sick’ because of their disabilities

BUT IN REALITY

We ALL have aliments that may require medical interventions.  People are like anyone else regardless of their disabilities.







MYTHS vs. REALITIES

		People only live with their families, institutions or in skilled nursing facilities



		People are ‘homebound’



		People may live independently, with their personal assistants, with friends or create an  another arrangements

		People have meaningful and productive lives









LEARNING TO BE MY OWN ADVOCATE	

		My mom and I work well together.  At my request, she will accompany me to my medical appointments.  She  let’s me talk but repeat’s what I say so others can understand.

		One day, my allergist  said I SHOULD see DOCTORS ON MY OWN.

		THIS WAS THE BEGINNING……. 









A  SHOCKING VISIT

		Visited a Council Member, Jeff,  in the hospital who cannot communicate but only with his eyes and by using a computer

		Nurses and doctors talked about removing his feeding tube because they made the decision that Jeff was not a productive citizen due to the severity of his disability 

		His ‘Circle of Support’ gathered around him

		Nurses were amazed that he had friends and that they were visiting him









A POSITIVE OUTLOOK

		Friends showed the nurses that he had many abilities

		Nurses had the opportunity to get to ‘know’ him when his computer was brought to the hospital

		PEOPLE WITH DISABILITIES ARE VERY VULUNERABLE AND AT GREAT IN MEDICAL SETTINGS









MY NIGHT FROM HELL IN THE HOSPITAL

		Developed a cyst on my leg because of my wheelchair seat  and was admitted to the hospital

		Family was always with me and my sister stayed all night

		I was the ‘patient’ but no one asked ME the questions.  Therefore, the staff made me feel that my thoughts and concerns did not count 









A POSITIVE EXPERIENCE

		Had stomach problems so was sent to the Emergency Room.  The staff ASKED ME THE QUESTIONS and treated me like a PERSON

		Admitted me to the hospital.  Diagnosed with anemia and a stomach issue

		My family stayed with me all the time. Friends visited.

		A hospital personal attendant made special arrangements to get a large call button. With this call button, I was more independent.

		My doctor TALKED DIRECTLY TO ME.











		Dr. discussed the procedure WITH ME and had ME sign for a procedure.  This was different because..

		Many professionals have my Mom or my personal assistants sign for me.

		Established good rapport with my nurses and personal attendants.  Made them realize that I am a productive working woman.

		My sister saw horror on my face after she went to get her CUP OF COFFEE because the nurses…  freaked out when she left.









PRESUMPTIONS…..

		The CNA came in the middle of night and saw a male on the cot in my room

		The CNA, who was great to me, began guessing as to who the male body was

		She thought my husband – WRONG

		Then my father – WRONG	

		Why can’t a brother help his sister?

		Bob and I are still laughing about his unidentified identity.  









DISCHARGE PLANNING

		The social worker presumed that I live in a nursing home and not independently with supports

		 I showed her pictures that my neighbor’s kids made me.

		She learned that I had a network family and friends who would support me









CONCLUSION	

   There will be many variations  on how people with disabilities may direct medical interventions with their healthcare professionals, family, friends and other important people in  their lives.

   Some people with disabilities may need assistance from their family and friends while others can advocate for themselves

   









BUT ALL 

PEOPLE WITH DISABILITIES 

SHOULD BE VALUED








