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ASO/HEALTH HOME MODEL outline was presented by Meryl Price (ASO Health Home attachment).
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Model Design:

Sheila suggested adding social/environmental aspects, possibly expanding level of care assessments (including housing and transportation; potentially have housing specialists as part of team).   Also add specifically behavioral health providers to “health neighborhoods.”  Are service enhancements by provider, ASO?  Service enhancements are aimed at members.  Most of these enhancements would be provided by health neighborhood team.  Steve Frayn suggested that “language” be more affirmative re what will actually occur so it’s clear what the requirements are.  Molly Gavin suggested more detailed definition of each service enhancement, and who has responsibility for carrying it out.  

ASO services re data analytics and Medicare/Medicaid data integration: can they be done directly by providers?  Mark will share what is being developed under CPCI, which is due Jan. 17.

Mark Schaefer indicated that the application will be worked out in much more detail after the “bones” of model design completed.  Biggest challenge is that EHRs do not program for coordinating care over health neighborhood. ASO might have overall care plan—medical and non-medical, but this is just a suggestion.

Population Served:

Analyze data on under 65, but focus on over 65.  Health Homes under Medicaid cannot restrict by age.  Behavioral Health Homes for people with SPMI are being planned by DMHAS. Actuarial issues are different for under 65, and there are special needs for some of the special population groups under 65.  Massachusetts has found it complex to include under 65.  However, ACO, SNP, CPCI (Medicare models) do not discriminate based on age.  However, CT has elected a course that is very different, rather than all in.  Federal rules indicate that providers cannot participate in more than one shared savings program, nor can recipients.  Will this be a problem with actual participation in the ICO by providers?  ACO regs are more specific to ACOs only so that providers cannot participate in more than one ACO, but can participate in other shared savings.

· Matthew Katz—Where are clients located?  Will determine kinds of providers.  Meryl indicated Mercer has not completed this analysis yet.

· Original proposal was for three small duals initiative for people over 65.  Could we do two tier proposal?  First goal is to do “shared savings” demonstration with Medicare; second is who we serve—30-35,000 people not being served in any of the other initiatives.  Higher numbers make this model more stable actuarially.

· Health Home is a financing vehicle.  Medicare came out with CPCI initiative that focused on health neighborhoods, serving people regardless of whether they are part of “shared savings.”  What do we want our health neighborhoods to be, and then what do we want Health Homes to look like?  Will need different delivery models for different populations.

“Opt in, Opt out” will be discussed at next meeting—attribution and enrollment are complex depending upon model.  Shared savings will also be different.

Graphic of Medicare/Medicaid initiatives reviewed with only estimations of population groups. Potentially five programs that can be serve people who are dually eligible.  If CPCI established “neighborhoods” in urban areas, would be a relatively small initiative of 10,000 to 15,000.  If investment in ASO for Medicare/Medicaid integration and in establishing health neighborhoods, then can say to Feds, we want to increase capacity over time as Health Neighborhoods evolve with specialty services for particular populations with LMHAs/behavioral health providers as required participants in all Health neighborhoods.

· Based on initial data, elders primarily go to practices other than FQHCs.
· Health neighborhood with state ASO helping to develop the local health neighborhood.  Might do mixed model re attribution based on shared savings model.  CMS may come up with real time data base so it’s clear where person is receiving care.  If PCMHs are converted to PMPM model, must do enrollment.  However, want to have the least confusing system.

· Will providers have risk profile of consumer? Will be in “parking lot” re model we have.  

Profile of person with complex needs—health, social, environmental; is this within the purview of what we are discussing.  Doug Arnold said that this is beyond traditional medical care coordination.  Deb Polun indicated that the scope of what is being planned does encompass social and environmental issues.  Molly Gavin indicated we must address these overlapping areas if we are going to succeed with controlling health care costs.  Matthew Katz also indicated we have to understand where people are living in terms of providers available, so challenges and needs will be different.  In NE CT, there are variety of providers with home care agencies with volunteer network for transportation.  Companion and home support services available.  

· Who will do care management?  Who is responsible for plan of care?  Who is lead in each area?  Should this be in specially trained ACCESS agency providers? In LMHAs for people with SMI.  Could also reside in FQHC or doctor’s office.

· What is the depth and breadth of responsibility of care management model in health neighborhood?  What services does someone need to maintain/improve health care, including social/environmental issues?

· Tracy Wodatch also highlighted that many people are not connected or are poorly connected to services, so outreach very important.  Focus groups now on-going—some people know whom to ask when they are in assisted living or nursing homes or already have a care manager.

· Need smaller group to work out model.  Molly, Tracy, Sheila, Bob (DKH), Kate McEvoy.   Kate McEvoy raised concern about being too prescriptive about dictating types of providers, rather than starting with client’s needs and what they see as necessary.  ASO can triage re need for care management.  Meryl will draft requirements for smaller group to assess.  Also think about how this changes for nursing homes.

SHARED SAVINGS OPTIONS:
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Can share 50/50 of Medicare savings and state’s net Medicaid expenditures without further approval.  Anything else requires additional approval.  If Medicaid expenditures go up, reduces Medicare savings. Size of pool for providers relates to what state gets back from feds.  Could limit savings to Hospital and ED, could come up with broader list, but would have to see if feds support this.   Sheldon raised that this is a population with access, language, transportation, mental illness and/or confusion, causing concern about undertreatment.  There is agreement about reducing ED and inpatient, then necessarily limiting other services.  Global savings projects a pot of savings from all treatment areas.  Steve Frayn indicates that states with higher readmission rates also have lower mortality rates; don’t know if it’s an automatic “good.”  Should we also be thinking of measuring reduction of skilled nursing placements?

· ACO rule requires achievement of better health outcomes, threshold performance that must be achieved to secure any shared savings.  Must select a set of health outcomes that is applicable to this population.  Does this help “regulate” provider behavior?

· Sheila indicated that we don’t want to encourage “perverse incentives” but how do we promote reduction of unnecessary, duplicative treatments?  Kathy Bruni noted that in their review at DSS of dual treatment, there is a large overuse of ERs.

Steve Frayn suggested we need “macro” data, if we don’t have the CT data set, re informing the service package.  On Jan. 24, must focus on health neighborhoods and shared savings.  Attribution and enrollment will be done in February.

Model design Work Group: Tuesday, Jan. 24 at 1 p.m.;  last meeting will be held in February 7, 9:30 to noon.

Submitted by, 

Sheila B. Amdur
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Introduction


The purpose of this document is to describe a potential model program for serving individuals who are Medicare and Medicaid Eligible (MME) under the Department of Social Services’ (the “Department”) for continued discussion by stakeholders.  This document is intended to support discussion among stakeholders in the ASO/Health Home model.

As discussed but the Complex Care Committee (CCC) on December 22, 2011, under this new initiative, an Administrative Services Organization (ASO) and teams of providers would be required to demonstrate a higher standard of person-centered care to MMEs. Care would cross the continuum of primary, specialty, and hospital care; long-term supports and services (LTSS) and nursing facility care.  Some additional model elements are introduced in this document for discussion and consideration by stakeholders.  

This document includes the following information:

1. Overall Model Design and Service Enhancements

2. Population Served


3. Health Neighborhoods


4. ASO Responsibilities

Questions regarding the model, not yet fully discussed, appear below regarding the composition of, and roles within, the continuum.  Questions that appear below with an * will be discussed at the Model Design Workgroup on Monday January 9.  Other questions (also included) require additional research to support the discussion and will be discussed at subsequent meetings.   This is not an exhaustive set of questions regarding the model and the Department understands that questions and issues will continue to emerge during the development process.

1. Overall Model Design and Service Enhancements

The ASO/Health Home model would establish a single, statewide ASO infrastructure to provide Medicare/Medicaid data integration and data analytics, supporting teams of providers that cross the care continuum to form clusters or “health neighborhoods.”  The health neighborhoods may include, but not be limited to, primary care practitioners, specialty physicians, independent therapists, hospitals, home health agencies, LTSS and nursing facilities.    

Service enhancements might include:

· Integrated care planning and delivery care across medical, behavioral and LTSS systems; 

· Comprehensive initial and annual assessments (including in-home and dementia assessments);

· Level of care assessments in a primary care setting;

· Intensive Care Management (ICM) services with person-centered care plans; 


· Coordination of care transitions;

· Medication therapy management; 


· Electronic health records; and

· Access to an MME ombudsman.


*Question: Are there additional important enhancements, given the needs of the population?  Are there enhancements stakeholders do not wish to include listed above?


2. Population Served


The demonstration could potentially serve any MMEs who are not otherwise enrolled in a Medicare Advantage Special Needs Plan (D-SNP) or assigned to an Accountable Care Organization (ACO) or a primary care practice that participates in the Comprehensive Primary Care Initiative (CPCI).   Based on the Accountable Care Act and rules associated with such models, MMEs can only participate in one shared savings initiative and may not join multiple efforts.

One population stratification that is useful to consider those who will be served under the demonstration includes: 

· Community dwelling elders over age 65;

· Community dwelling elders over age 65, who are Nursing Home Certifiable (NHC) that reside in the community. This may include individuals who are hospitalized but still consider a community dwelling their residence of record; and,

· Individuals who are NHC and reside in an institutional setting.

Many MMEs (in any one of the above categories) have chronic conditions (e.g. asthma, diabetes, COPD, CHF, Serious and Persistent Mental Illness (SPMI)).  A significant number of MMEs have multi-morbid conditions.  These individuals may be among any of the above broader categories in the community or, in a nursing facility.  Regardless, the model will include a special focus for improved care for individuals with chronic illness.  


Health Homes, a financing vehicle that supports 90% Federal Financial Participation (FFP) for eight quarters following the initiation of a Health Home initiative, may be a component of the overall effort for MMEs.  Among other populations that can be served under the Health Home financing mechanism, the Department and stakeholders are considering whether to also include individuals under 65 with SPMI in the MME demonstration.  

The population of individuals who will be enrolled or assigned to the ASO/Health Home initiative might be a subset of the populations described above.  This will be addressed in discussions on attribution/enrollment at an upcoming meeting of the Model Design Workgroup. 

*Question: Which special populations should be served under the demonstration at the outset?  Which should not?  Could different sub-populations be phased-in programmatically (but not within the demonstration itself) over time? NOTE: Populations (e.g., over 65) must be included in the demonstration at the outset and new populations cannot be phased-in to the demonstration itself; however, stakeholders may elect to phase-in sub-populations for various programmatic initiatives over time.  It is not clear whether individuals who turn 65 and become eligible for Medicare and Medicaid can participate in the demonstration.

Question: Could the demonstration include all MMEs for whom the ASO could play a significant role in coordinating or managing their care?


3. The Health Neighborhood

Key aspects of the health neighborhood are as follows:


The health neighborhood will include Medicare and Medicaid providers who collectively can deliver a full continuum of services to MMEs in an integrated manner.  All health neighborhoods would share a foundation of primary care providers, physician specialists, hospital(s), behavioral health, and LTSS.  Stakeholders must determine whether formal agreements would be necessary to bind health neighborhoods together or – whether such neighborhoods would come together informally with ASO support.  


Health neighborhoods will be form based on naturally occurring relationships among providers who serve a common set of members in a given geographic area.  The ASO could utilize historic claims data to identify providers who have a substantial number of members in common.  The ASO could reach out to these providers to promote coordination and collaboration in care delivery, with the ultimate goal of facilitating the formation of a health neighborhood.

Just as the needs of MMEs differ widely, not all health neighborhoods would be identical; neighborhoods could vary based on the availability of providers, relationships between them in a given geographic area and, based on the needs of MMEs.  A hypothetical set of geographically-based health neighborhoods can be depicted as follows:
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The health neighborhood would have the ability to provide team-based, integrated care.  Each participating MME would have a designated primary care provider; however, as stated above, different MMEs may require different teams of individuals to serve them based on their needs.  The composition of each health neighborhood could depend on the needs of the individual served.  Each team would be led or facilitated by a dedicated intensive care manager.  Intensive care managers could be based among any of the provider participants in the health neighborhood.  

The manner in which health neighborhoods are organized and work together is an important element of this demonstration.  CCC participants agree that acute care, behavioral health and LTSS providers are not accustomed to working together, nor have they been expected to offer integrated care in the past.  Contractual or other information arrangements, in combination with an ASO infrastructure, could offer the “glue” needed to help create functional health neighborhoods as a new element of the system to deliver the full continuum of providers and to support person-centered, data-driven, evidence-based service delivery.


*Question: Which providers would participate in the health neighborhood?  Which providers would be part of the “core” health neighborhood? Which providers would be part of an expanded team?  Core could mean provides who are required to participate in every team, or who are required to be among the partners in every neighborhood, or who are eligible to share in savings? Non-core providers could be those who don’t have formal agreements, don’t participate in all teams, etc. 

*Question: How should participating medical and non-medical providers work together? Will additional information technology be needed to enable them to coordinate care across services and levels of care? 

*Question: To what extent should the Department and stakeholders determine how ICM services and team-based care should be provided?  What are the key purchasing standards that should be established by stakeholders?  What aspects of care delivery are left to the market to decide?

*How many health neighborhoods should there be?  Is an appropriate number three to five?  Should additional neighborhoods be allowed or enabled to emerge over time?


Question: How should these health neighborhoods organize?  Should their relationships be formalized in contracts, letters of agreement, or memoranda of agreement? What types of provides would be included in a provider agreement?  Should they pertain to referrals, coordination, sharing of savings?  Discussion is pending additional information going on anti-trust and other issues going forward.


Question: Should providers be exclusive to a neighborhood (PCPs? Specialists? Others?) or should some or all providers be permitted to participate in more than one? 

Question: What are the roles that different providers play and how can medical and non-medical providers best work together?


Question: Should social service or state agencies be among the formal collaborators?  E.g., Aging and Disability Resource Centers?  DMHAS state operated LMHAs?  Housing agencies?  

Question: Can there be more than one health neighborhood in a geographic area?

Questions regarding sharing of savings will be articulated and addressed going forward.

4. The ASO

The ASO could be required to provide services specifically tailored to meet the needs of MMEs.  For example, specialized data and analytic support that features the ability to analyze blended Medicare and Medicaid data would be required. Also, the ASO could be required to provide ICM services for elders and individuals with disabilities who are not enrolled/attributed/assigned to a health neighborhood, given that health neighborhoods will emerge gradually over time.  


The ASO could provide the following services, tailored to meet the needs of MMEs: 


· Data integration – Integration of Medicare (A/B/D) and Medicaid paid claims data on an ongoing basis to support health neighborhood directed intensive care management and performance measurement. 


· Health data analytics – Using Medicare and Medicaid integrated data, the ASO could perform health risk stratification and predictive modeling to enable health neighborhoods to identify high need/high complexity individuals or gaps in care to better target their intensive care management resources. 


· Rapid dissemination of real-time health use information - Distribution of real-time data on emergency department and hospital admissions and re-admissions, prescription drug use or disruptions in use, nursing home admissions, and other critical care events.  This information would also support the targeting of intensive care management services to the high need/high complexity individuals.

· Collaboration tools – The ASO could provide access to software or other systems to support team based care across the health neighborhood.  Such tools might support the development of person centered care plans that focus on the range of health care and social support and services necessary to support health and recovery. 


· Quality management – Maintaining a leadership and management structure that supports quality across all clinical and non-clinical aspects of service delivery. Continuous conduct of performance measurement and reporting focused on individual health neighborhoods and provider participants.  Such performance data would support the efforts of health neighborhoods to continuously improve care experience, population health and cost.


· Assignment/Enrollment – Assignment or enrollment of MMEs with health neighborhoods


· Advanced payments – the Department or the ASO could administer monthly PMPM payments to support intensive care management and other health neighborhood responsibilities.


· Performance measurement to support shared savings distribution – The distribution of shared savings would depend on the performance of the health neighborhood.  Accordingly, the ASO could be responsible for using Medicare/Medicaid integrated data and other data (e.g., consumer care experience surveys) to calculate health neighborhood performance on the full range of performance measures (care experience, quality, outcomes, etc.)


· Other member/clinical services may be provided to all participants or only those participants in an areas without a health neighborhood: 

· Member services (e.g., benefit information, referral assistance, transportation assistance, patient navigation)

· Intensive Care Management

· Utilization Management (e.g., authorization for customized equipment, surgery, etc.)


· Other administrative services:


· Provider relations and network development

· Processes to promote evidence-based medicine and patient engagement

· Telehealth, remote patient monitoring, and other enabling technologies.

Provider responsibilities may vary depending on the MME’s residential (community or institutional) and NHC/non-NHC status.   

Question: Are these services appropriate for the ASO to provide?  Are there services that should not appear in this list?  Are there services missing from this list? 


Question: What requirements that are specific to MMEs should be set forth to guide ASO participation and service delivery?


Question: How could the ASO be compensated for their performance supporting Health Neighborhoods? 


---------------------------------------------------------------------------------

Overall Question: Given that Health Home is a financing vehicle to serve individuals with chronic conditions, is “ASO/Health Home” a name that appropriately describes this initiative?
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