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Committee Work Groups: Sheila Amdur outlined the three Committee work groups:
· Performance/Outcomes: Chair Deb Polun. 

· Focus Group: Chair Marilyn Denny: will work with Consultant on identifying sites, engagement of dual eligibles.

· Consumer Rights Group: Chair Pam Meliso: will review dual members’ Opt in –Opt out and other issues related to Integrated Care Organization. 

The work groups will bring recommendations back to the Subcommittee for discussion and Subcommittee recommendations to DSS. 
Dual Eligible Focus Group Plan (Slides 4-8) 
Meryl Price, DSS consultant reviewed the plan for the consumer focus group process, the outcome of which will inform the development of the person-centered system of integrated care.  The expectation is to recruit a diverse sample of >65 year dual member participants that includes level of need for services within the community and facilities.  Participation incentives will be provided. UCONN Center on aging will staff this endeavor with Meryl Price/Health Policy Matters. The goal is to have the focus groups meet by Dec. 2011. 
ICO Performance Measures (Slide 10): in collaboration with the Committee work group, the consultant will include national experts, UCONN Center on Aging, UMASS Center for Health Law & Economics and JEN Associates (DSS dual data vendor) as part of the team to identify quality performance measures for the integrated care system. 

The consultant’s goal is to have all information gathered to enable the Agencies and stakeholders to develop the plan for an integrated system of care by March 30, 2012 with submission to CMS April 2012.

Committee Discussion points were related to targeted population/age that has been an ongoing discussion point in committee meetings. Committee has expressed the view that planning a program for >65 age dual members needs to be able to be adapted to those under (<) age 65.  DSS has noted that those under age 65 years (1/3 of the dual eligibles) may have different needs with a preponderance of mental health issues (Slides 17-19).  In addition the > 65 dual eligibles have a greater %  in institutions (nursing homes) whereas those with disabilities national rates of institutionalization range from 9-42% and are more likely overall to use home & community based care.  Dr. Schaefer said the planning grant to CMS is for a 3 year demonstration project with the initial population > 65 years enrolled in an integrated care system. This allows for an initial analysis of population demographics and service use for those > 65 years followed by an analysis of the dual eligibles < 65 years within the planning grant; the < 65 would not be part of the initial demonstration project.  Kate McEvoy noted this is the underlying tension of an approach that differentiates populations while services such as H&C based services are more applicable to a ‘life-span’ model. 
Finances (Slides 23-24 & 25-26) discussion points included: 
· Sheila Amdur noted that federal programs cover different aspects of an individual’s care (i.e. Medicare covers acute care & hospital care whereas Medicaid covers home based services and outpatient services and long term care). This leads to cost shifting costs of care to State Medicaid programs and barriers to integrating care which can lead to decreased quality of care and higher cost of care.
· Deb Polun observed that the ‘dual’ system creates disincentives for Medicaid to reduce reliance on non-acute institutional care (i.e. nursing home care). 
· Meg Morelli: nursing homes are not reimbursed, nor have regulations that allow for preventive care. 

· Karyl Lee Hall: CT de-institutionalization of clients with mental illness has led to placement of individuals in nursing facilities.  The Money Follows the Person program goal is to move individuals from facilities to the community.  

· DMHAS has data on individuals with disabilities that involve mental illness and will be further defining this subpopulation. 
· Sen. Prague noted other states have used PACE program (i.e. Mass.); can this be looked at as a delivery model?  

· Meryl Price said the team will look at other state programs and committee members are encouraged to identify programs for the consultant. 

· DSS has talked with other state’s PACE providers.  This is a different financial model than the CT ICO model, but can look at the value added to including PACE program once the broader dual population model is designed. 

· Mercer’s and JEN baseline data analysis of state Medicaid data matched with federal Medicare data set that will identify cluster populations (i.e. those with serious mental health issues).  This data will look at subpopulation interactions and trends, identify areas of cost shifting and outliers that will identify opportunities for care integration that will have the most impact.   
Health Delivery Models (summary Slide 41)

· Accountable Care Organization (ACO) final federal rule is pending: some issues of note: federally Qualified Health Centers are allowed to be an ACO and there are narrow performance measures in the rule.  Shared savings applies to Medicare only distributed to the provider consortia (ACO entity).
· Integrated Care Organization (ICO), analogous to ACO model, the contracting entity is a provider consortia, no identified enrollment minimum, is PMPM prospective provider payment and there is shared savings for Medicaid and Medicare to the state and provider consortia.
· Comprehensive Primary Care Initiative (CPCI) assumes multi-payer involvement of PC practices, average $20 PMPM payment, shared savings for individual practices for dual Medicare/Medicaid populations.  Requires the state to have 75 practices that have established Medical Homes/Health Homes (Slide 42). DMHAS is taking the lead on developing mental health ‘health homes’. Immediate barriers for CT to develop this model are the current limitation of commercial carriers financially supporting PCMH/health homes, lack of convenor process to bring multi-payers together to maintain compliance with anti-trust laws and no current health homes developed. 
Next Steps outlined by DSS include:
· Mercer will work with team to develop an analytic strategy for >65 and may include <65 duals by the end of Nov. 2011.

· DSS will convene their business work group with a focus on internal legal teams views on who can be part of an ACO if they choose to pursue this model.
· The Committee focus groups and performance measure work groups will be working with DSS and consultant. 
· When data and information from the work groups is available, DSS may release an RFI to gauge interest in ICO/ACO. 
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Focus Group Plan

To gather information to develop a person-centered system of integrated care that enhances quality, cost effectiveness and patient experience

Obtain direct consumer experience as a key input for program development

Obtain actionable information that builds on past consumer experience and helps identify elements for a better system

Recruit a diverse sample of participants

By geography

By ethnicity and culture 

By location (e.g. nursing home, community-based)

By level of need (community-well, nursing home certifiable)
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Focus Group Plan (cont)

Staffing

Health Policy Matters

Meryl Price

University of Connecticut Center on Aging

Julie Robison

Noreen Shugrue

Timing

Ready to recruit community-based organizations

Initiate recruitment of participants asap

Plans to hold focus groups in-between Thanksgiving and X-Mas
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Focus Group Plan (cont)

Focus Group Sample

65+

8-10 participants/session 

8 sessions total

Mostly consumers but also families of consumers

Recruited in collaboration with:

Complex Care Committee and Community-based Organizations

Money Follows the Person Steering Committee

Defined community-based organizations that know the population well

Participation Incentives

$25 gift certificate

Food 

Transportation
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Focus Group Plan (cont)

Conducted at readily accessible locations

Communal housing or meal sites

Nursing facilities

Other accessible community-based locations as identified

Key topics include with scripted questions and probes:

Perceptions of health care experience

Utilization of services (e.g. ED use)

Coordination of care

Patient-centeredness

Communication with providers of care

Health care needs and experiences, including behavioral health

Consumer protections
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Focus Group Plan (cont)

Analysis

Transcripts of all sessions with audiotapes

Systematic verifiable analysis

Standardized coding based on a list from the literature

Clustering of information on various themes

Interpretive discussions, consensus building and refinement of codes to analyze the information

Results compiled with attention to program design for dually eligible individuals over age 65

8

























8



Agenda

Introductions and Meeting Purpose

Focus Group Plan

Performance Measurement Work Group

Dual Eligibles Overview and Background

Elders and Individuals with Disabilities

Key Analysis Questions for Review

Review of Model Characteristics

ACO

CPCI

ICO

 Next Steps in Model Design 



9

























9



Performance Measurement Workgroup

Convene a Performance Measurement Workgroup that consists of:

A team of individuals recruited from the Complex Care Workgroup (CCW) PLUS…

Experts in performance measurement for dually eligible individuals

UCONN Center on Aging

UMASS Center for Health Law and Economics

JEN Associates (DSS’s Dually Eligible Data Vendor)

DSS’s ICO Vendor

Working sessions of the Performance Measurement Workgroup

Small group meetings

Ongoing review of the CCW
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Dual Eligible Subgroups
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All Medicare Beneficiaries





Beneficiaries Also Eligible for Medicaid





Beneficiaries Eligible for Medicare Benefits Only 





Elderly  Individuals

(Over 65)





Individuals with Disabilities 

(Under 65)





Individuals with Physical Disability or Chronic Medical Condition





Individuals with a Developmental Delay





Individuals with a Serious Mental Health Issue





Individuals with a Functional Impairment





Individuals with a Cognitive Impairment





Individuals with One or No Chronic Conditions







































































Overall Characteristics of Dual Eligible Individuals

The Kaiser Commission on Medicaid and the Uninsured estimates that 15% (5.5 million) of all Medicaid and 21% (3.4 million) of all Medicare beneficiaries are dual eligible

77% are “full duals,” meaning that they receive full benefits from both programs

The remainder are “partial duals”

More than half have less than a high school education

More than half report incomes below the poverty level, compared to 8% of non-dually-eligible individuals
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Characteristics of Dual Eligible Individuals

Costs for dual eligibles are disproportionate to those for non-dually eligible individuals

15% of Medicaid enrollment and 39% of Medicaid  spending

21% of Medicare enrollment and 36% of Medicare spending

70% of Medicaid spending was for long term care services; 56% was spent on nursing facilities

More likely to visit emergency department

More likely to receive home health services

Between1997 and 2006, per capita Medicare spending grew by  73%, compared to 53% for non-duals



Source:  Kaiser Commission on the Uninsured (2007) 
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Characteristics of Dual Eligible Individuals

Dual eligible individuals are more likely to have severely disabling chronic conditions and co-morbidities than non-dual eligible individuals

29% of duals have three or more ADL limitations

Greater proportion of developmental disabilities, cognitive impairments and co-morbid diabetes and depression

22% diagnosed with dementia; half has four other chronic conditions

19% have five or more chronic conditions

Six times more likely than non-duals to be living in an institution (19% vs. 3%)
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Characteristics of Dual Eligible Individuals

Dual eligibles have characteristics that are similar across the whole population BUT…

Also exhibit differences across elders and individuals with disabilities and within each sub-population

Diagnoses

Physical and cognitive conditions

Access to services
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Comparison of Frequent Chronic Conditions 

		Chronic Condition		Under 65		Over 65		Other Medicare Beneficiaries

		Alzheimer’s and related conditions		6%		26%		7%

		Chronic obstructive pulmonary disease		22%		30%		17%

		Depression		28%		21%		8%

		Diabetes		27%		38%		24%

		Heart failure		10%		28%		11%

		Rheumatoid arthritis		49%		71%		62%
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Primary Diagnoses Differ Between Subgroups
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Source: Kaiser Family Foundation, 2010
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Both Groups: High Incidence of Cognitive and Behavioral Issues
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Source: Kaiser Family Foundation, 2010
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Benefits Available to Dual Eligible Individuals 

Dually Eligible Individuals:

Rely heavily on Medicare for physician services and hospital services

Nearly one-quarter of Medicaid spending  for  duals supported Medicare premiums and cost sharing

Turn to Medicaid to meet their long‐term care needs 

Institutional service use is highest among older duals with multiple mental/cognitive conditions

70% of Medicaid spending on long-term care services

Medicaid community‐based long‐term services are now used by close to 20% of dual eligibles 
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Elderly Beneficiaries More Likely to Reside in Institutions

MEDPAC’s 2010 Report to the Congress reported that: 

Compared to dually eligible individuals under age 65, dual eligibles who are elderly have a  relatively high rate of nursing home use

Sometimes have limited ability to self-advocate or coordinate care

Among dual eligibles with disabilities:

Rates of institutionalization range from 9% -42% nationally

More likely to use home and community based care
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Dual Eligible Covered Services

		Medicare		Medicaid

		Acute care (hospital) services		Medicare cost sharing (premiums and deductibles)

		Outpatient, physician, and
other supplier services		Transportation to medical appointments

		Skilled nursing facility services		Nursing home care

		Home health care		Home health not covered by Medicare

		Dialysis		 Optional services such as dental, personal care

		Prescription drugs		A portion of prescription drugs

		Durable medical equipment		Durable medical equipment not covered by Medicare
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Cost Shifting Between the Medicare and Medicaid Programs may occur…
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		From…		To…

		Medicare Acute Hospital Discharge 		Medicaid Home Care

		Medicare Rehabilitation Facility 		Medicaid Nursing Home+

		Medicaid Nursing Home		Medicare  Inpatient Hospital

		Short-term post-hospital SNF stays		Long term care and/or alternative home and community-based services (HCBS)



+ Medicare covers 100 days in a nursing facility after a 3-day acute care hospital stay
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Cost Shifting Between Medicare and Medicaid Programs

Cost shifting may result in: 

Care delivery based on financial parameters, not consumer needs

Lack of information and coordination of care across payers (e.g. primary care clinician, home care, hospital and nursing facility)

Financial incentives averting unnecessary or inappropriate care financed by the other program.  For example…

Nursing home residents could suffer from a fall, infection or other secondary impacts of institutionalization with incentives to move them to an acute care facility. Medicare does not fund nursing home care but will cover hospitalizations if an acute care need

Individuals linger in nursing homes under a post-acute Medicare financed stay when a more proactive discharge could have occurred 

State regulation of nursing homes is strong and prevents adverse events but negative incentives based on reimbursement exist
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Summary of Obstacles to Integrated Care


A lack of incentives to improve efficiency and care coordination for duals 

Focus on minimizing payments rather than investing in efforts to minimize total spending across Medicaid and Medicare or improve quality

Each program seeks to minimize its financial responsibility

Providers seek maximized payment stream

Fragmentation of services is further compounded by enrollment in different Medicaid and Medicare plans

It is difficult to mesh Medicare and Medicaid rules and procedures

Managing integrated care requires a skill set that is still in development

Freedom of choice allows beneficiaries to select providers that may not work collaboratively, including differences in information and data sharing; care coordination mechanisms; and an integrated approach to care delivery
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Benefits of Integration

Through integration, opportunities exist to: 

Better coordinate care across the continuum

Improved quality of care

Elimination of incentives that promote cost shifting

Avoid or delay institutionalization

Prevention of unnecessary hospitalizations and avoid transitions of care and unnecessary spending (e.g nursing home to acute care hospital)

Meet consumer needs and wants

Help maintain consumers in the community who wish to remain in their homes

Managed Rx drugs in LTC settings with more effective care management that leverages Rx data 

Offer a significantly enhance person-centered approach to care delivery
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Key Analysis Questions

What are the key similarities and differences between the various sub-populations within the dual eligible elder population?

For Medicaid 

For Medicare

Across the two payers

What are the cost-drivers among the elder sub-populations of dual eligibles?

By diagnosis 

1, 2 and 3 chronic conditions in combination with behavioral health diagnosis compared to “other” groups

By geography

By nursing home certifiable vs not

By location (e.g. NHC Community and NHC Institutional)
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Key Analysis Questions (cont)

How does Medicaid and Medicare spending interact for dual eligible elders?

For which services are both payers covering services?

Are there opportunities for better coordination of setting?

What are the greatest opportunities to improve care and manage costs among dual eligible elders?

What are the diagnoses or conditions where an integrated program can have the greatest impact?

Is there an explicit goal to help frail elders that wish to remain in the community do so? 

What opportunities for coordination of payment across Medicaid and Medicare exist? 
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Why Review Other Models



Key Decisions (and reasons to look at the ACO, CPCI and health home models):

To what extent should Connecticut’s approach to serving dual eligibles look like other models (e.g. ACO, CPCI) that CMS is promoting?

What elements of the ACO or CPCI models are likely to be effective for Connecticut’s dual eligible population? Which ones are not likely to be as effective?

What program design is best in terms of:

Meeting the needs of the dual eligible population

Cost-effectiveness for the State (e.g. maximize Federal Financial Participation)
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Accountable Care Organizations (ACOs) Intro

Goal: To drive meaningful change in Medicare FFS by improving quality and decreasing overall cost

ACOs knit together the: 

Shared Savings Program

Meaningful Use

Physician Group Reporting Initiative

ACOs require that providers along the continuum of care join together under a governance structure to provide and manage care and share savings that result

ACOs must have 5,000 Medicare FFS consumers 
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Accountable Care Organizations (ACOs) Intro

“ACOs can be your health care team”

They keep your health in mind

They keep you healthier longer

They provide better health and better care that is cost-effective



						Don Berwick, M.D.

						CMS Call 10/20/11
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Assignment of Beneficiaries to ACOs and Shared Savings

Medicare FFS beneficiaries are assigned to an ACO on the basis of retrospective plurality of services with a PCP 

Medicare assigns beneficiaries to an ACO at the beginning of a payment period

Medicare further adds beneficiaries as they become eligible for Medicare or begin using ACO services

Medicare shares savings with the ACO once a minimum savings rate (MSR) is reached based on:

A benchmark that CMS calculates at the beginning of the contract period

The number of assigned beneficiaries among other factors 
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ACO Final Rule Comparison to the Original Rule

ACOs are part of a larger menu of options for MDs, hospitals and others to partner with CMS

Significantly more flexible governance structure allowed than originally planned

FQHCs and Rural Health Clinics can participate

Quality measures were scaled back from 65 to 33 

Key principals of the Final Rule

Stronger business care for providers to participate

True to the principal of different “tracks” with one-sided and two-sided and Pioneer Track and multiple opportunities to participate

Ability to take greater risk and obtain greater sharing in savings

CMS believes that better quality will result in greater shared savings
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ACOs Intro (cont)

More flexible processes to determine which beneficiaries will be assigned

Better ability to let providers know who their beneficiary population is up front

Preliminary prospective assignment to give practices information but still protect beneficiaries

Strong commitment to help organizations with data (Parts A, B and D) with more up-to-date information

Strong partnership with anti-trust organizations that allow the formation of new organizations with protection against anti-trust issues
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Comprehensive Primary Care Initiative (CPCI)

Seeks to strengthen free-standing primary care capacity by testing a model of comprehensive, accountable primary care supported by multiple payers

CMS is seeking to promote models with broad payment and practice reform in primary care for individuals with chronic illness with: 

Comprehensive assessment, a regular process for monitoring and updating patient care plans 

Person and family centered approach

In-person contact with consumers by providers

Technology to coordinate care w/ real-time sharing of info

Close team relationships
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Comprehensive Primary Care Initiative

Extends upon the PCMH for a more chronically-ill population to incorporate payment reform and practice transformation that requires:

At least 75 providers who are ready to meet Health Home standards within a geographic region

Enhanced accountable payment

Continuous data driven improvement

Optimal use of health IT

Comprehensive primary care functions:

Risk-stratified care management

Access and continuity

Planned care for chronic conditions and preventive care

Patient and caregiver engagement

Coordination of care across the medical neighborhood
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Comprehensive Primary Care Initiative

Financial incentives

$20 average pmpm payment (adjusted to reflect geography and risk) based on prospective alignment (list of patients))

Recognizes on-site care managers but not telephonic contact or third-party vendors

Shared savings

Calculated at the market level (not the practice level) based on Medicare Part A and B expenditures

Allocated based on performance to quality measures which are likely to be a subset of those included in the final rule for the Medicare Shared Savings Program (not Medicaid)

Beneficiaries can only be aligned with one shared savings initiative
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Comprehensive Primary Care Initiative vs ACOs

CPCI

Contract with payers who have 75 practices who qualify to participate in a geographic region

$20 pmpm payment

Shared savings based on performance

Multi-payer coordination focus

40

ACO

Contract with a newly formed  cross-continuum provider organization 

Minimum of 5,000 individuals enrolled

No up-front PMPM payment; Reimbursement through shared savings

Coordination across provider consortia
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ACO, CPCI, ICO Comparison

41

				ACO		ICO		CPCI

		Contracting Entity		Provider consortia		Provider consortia		Primary care practices (with assumed multi-payer involvement)

		Minimum for enrollment		5,000		?		None

		Up-front PMPM 		None		Yes, for some or all participants		$8-$40 ($20 pmpm average)

		Savings shared with?		Provider consortia (not the State)		State and provider consortia		Individual practices 

		Savings shared for what?		Medicare only		Medicare and Medicaid		Medicare only

		Geographic catchment area		Based on consortia service area		?		Local practices within health care market area
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Dual Eligible Populations, Incentives and Health Home Overlay
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