COMPLEX CARE COMMITTEE MODEL DESIGN WORK GROUP—FEBRUARY 23, 2012
Attendance: Shelia Amdur Co-chair, Ellen Andrews, Kathy Bruni, Molly Gavin, Jennifer Hutchinson, Mathew Katz, Kate McEvoy, P. Meliso, Mag Morelli, Sheldon Touban, Tracy Wodatch, William Fiochetta, Thomas Agresta

ASO/HEALTH NEIGHBORHOOD CONTRACTUAL RELATIONSHIPS:


Presentations of some proposed or possible models  
1. Two Medicaid ASOs: Value Options for Behavioral Health, CHN for all medical Medicaid services.  Will have data integration from these sources and the Health Neighborhoods through a Data Integration Vendor.  Currently both ASOs have an integrated model directed to people with complex health needs.
2.  Health Neighborhoods with one administrative lead.  Administrative lead is responsible for assuring that all essential services take place.  Lead has contracts with all necessary providers and must also be Medicaid provider.  Standards for lead have to be defined: infrastructure to manage data, contracts, fiscally sound , etc.  (? Are these “contracts” between lead and other providers or are they memoranda of agreement?) 
· Ellen raised question re who has access to “data feeds”. Meryl indicated these are not medical records, but claims, aggregate data, identification by ASO of high need clients to Lead, etc.  When ASO identifies “predictive modeling” on specific patients with greatest risk, issue of disclosing information about patient to providers who are not their providers.  However, only information will be sent when patient is part of this health neighborhood.  Sheila suggested that a small work group work on issues of attribution, Opt-in, Opt-out.  ASO will ask people to affirmatively indicate if they will allow data sharing.  If they say no, then are automatically not in health neighborhood.
· ASO would work with client not in health neighborhood to coordinate care with all their providers, including waiver providers.  This is NOT a health care team which will be the case under Health Neighborhood.  Some shared services between ASO and Health Neighborhoods.  Tertiary providers are part of the team.
· How does person choose?  Will they know there are additional services in HN?  Will be enrollment process.
· Question re MMEs who are being seen by providers of Health Neighborhood, some of whom will be enrolled in HN and others will be under ASO.  Ellen indicated also it is critical to assure there are not “incentives” to move client away from model of care to another.
· ASO has responsibility to move ICM to practice level; ASO is not a provider, but responsible for assuring coordinated care for people with complex health care needs.  So the HN model is another transition to managing at the community level, the same as Person Centered Medical Homes taking on this responsibility.
· Matt Katz asked must provider be part of the broader enrollment Medicaid process and enroll with ASO? 90% of MDs are Medicare providers, but far fewer are Medicaid providers.
· If ICM is provided by HN, they can eliminate inefficiencies in care system. Person in HN can choose different people to be their care manager.  Enrollee has choice, but does not have choice under ASO.  
· Lead agency will be fiduciary with cooperative contractual relationships with broad set of providers, but does not have to be a new corporate model. 
· [bookmark: _GoBack]Kate indicated that DSS will provide “history” on how the model of care for people dually eligible has changed over time related to other CMS initiatives that have influenced decisions and design.
· Flow chart re enrollment through ASO—see slide 5.
· Data management in terms of knowing when and where person is getting treatment in “real time” relates to Health Information Exchanges.
· MMEs assessed and people will need different interventions—stratification of high, moderate, and low risk. Longitudinal care management over a broad range of needs, with special attention to reducing risk factors or preventing risk issues from developing. “No wrong door” approach in order to care management when needed. Kathy Bruni indicated broader range of H&CBS providers need to be included.
· Data available on population by March 15; Cluster analysis of providers April 12 (based on 3 years of data).  Procurement for Health neighborhoods end of May so that they can be up and running before the end of year, with presumption that CMS will approve application. Providers will have 10 weeks to respond with three to five HNs.
· Shared Savings: Advance Payment Method to providers prospectively for costs. Could do risk adjusted payment.  State getting $.50 on every dollar in savings on Medicare and Medicaid.  PCMH gets one form of Advance Payment and Quality Incentives.  Under Health Neighborhood, might get same as PCMH.  In addition, a successful HN provider would have to meet performance outcomes before getting any savings.  Must achieve quality objectives first.  Performance and quality objectives are not separate. Matt Katz asked if quality objectives achieved but cost savings not, would incentive payments still be made?  Mark indicated must be savings for any payments to be made.
· Sheldon asked if it was still the case if CMS will not approve any application without shared savings.  If state gets savings, then should there be only payments to providers if quality targets met.


HEALTH INFORMATION EXCHANGE:  Dr. Thomas Agresta 

Transfer of data, communication between providers crucial for coordination of care.  Already are regional HIEs in the state.  Will allow real time exchange of information.  Exchange of information now limited between different provider systems.
· Secure messaging similar to secure e-mails.
· Longitudinal data can be saved across multiple providers providing history and profile of care over time.
· Sharing care plans, but each provider has a different plan. 
· Allowed under HIPAA to communicate to another provider about direct patient care.
· Can also participate through a Web Portal if provider doesn’t have EMR.
· Could prevent repeat, unnecessary Labs/Radiology—about 1% savings.  Also prevent unneeded ER visits—Milwaukee model.
· Ready to go into Pilot phase in April, 2012—20 organizations have agreed to participate.
· Sheila raised the issue that there is no common “care coordination” electronic tool so that information is really inter-operable.  Dr. Agresta said that different stages of “meaningful use” in electronic health records are bringing about some common definitions across domains. No one really working, however, on common standards.  Mark asked does secure messaging allow communication in HN for designated provider team?  Can do this within HIE.  Person-centered universal plan is not yet available—what is the overarching “dashboard” document?  CHN and Value have ICM document which is potential collaboration tool, but HIE provides real time information.  Can this collaboration tool be part of HIE and make their care management team part of HIE?

Sheila appointed Sheldon Toubman, Pam Meliso (as lead), and Matt Katz for a small enrollment definition work group.

Submitted by,

Sheila Amdur
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Today’s Agenda

		ASO/Health Neighborhood Contractual Relationships 

		Overall Model Design

		Enrollment

		Health Neighborhood Features

		Care Coordination/ICM Service Delivery Within the Health Neighborhood

		Formation of Health Neighborhoods

		Shared Savings Overview
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ASO/Health Neighborhood Contracting Structure
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ASO/Health Neighborhood Model Design
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ASO/Health Neighborhood Enrollment

*

		Each MME receives counseling about the option to participate in the ASO.  If a Health Neighborhood (HN) is available in the geographic area in which an MME lives, he or she receives counseling about the option to participate in a HN

		 Each MME is informed that he or she has the right to opt out of data sharing and/or Care Coordination/ICM services

		MMEs who opt out of either data sharing or Care Coordination/ICM continue participation in the ASO
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Health Neighborhood Features

		Health Neighborhoods (HNs) will embody a person-centered approach:

		the HN will represent a partnership among practitioners, the MME, and his or her family and/or informal caregivers;

		the HN will educate the MME, and (when it is consistent with the MME’s preferences and to the extent identified by the MME), his or her family and/or other representative(s) regarding his or her options for services and supports, and preserve the MME’s right, in partnership with his or her providers and consistent with his or her needs and preferences, to make meaningful and informed choices among health care and other service options

		the HN will employ an interdisciplinary team approach, with the MME at its center point, to develop and implement individualized care plans for MMEs
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Health Neighborhood Features

		HNs will be contractually required to meet standards: 

		The Department will procure HNs and will enter into standards-based contracts with HN “Lead Agencies”

		HNs must include a full set of required participating providers (see Slide 3) and may also include additional types of providers

		HN contracts will memorialize requirements related to  person-centeredness, coordination of services and supports, referrals, data sharing, consumer rights, use of evidence-based protocols, utilization of non-neighborhood providers, quality standards, reporting, and (if applicable) shared savings
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Health Neighborhood Features

		HNs will have the benefit of consistent tracking and information sharing among HN providers regarding service delivery for all MMEs who consent to participate in data sharing:

		Care plans (initially and as updated and revised over time)

		Real-time ED and inpatient hospital data

		Utilization of non-neighborhood providers

		Predictive modeling data

		Tracking of needed services with outreach

		Quality-related data

		HNs will receive care coordination payments (“AAPs”) and incentives to improve identified health outcomes
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Care Coordination/ICM Service Delivery

*





*









Formation of Health Neighborhoods

*

- Data on naturally occurring    

 clusters of providers will be provided  (April 2012)

		 Providers in the market need to come together to form Health Neighborhoods

		 The Department will procure Health Neighborhoods in May 2012 with requirements that the Neighborhood will need to abide by under any contract with the Department
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Health Information Technology Exchange of CT - HITE-CT

		Established as quasi-public agency Jan 2011

		CEO David Gilbertson hired 2011 – additional staffing now

		MOA with Dept of Public Health for HIE services

		DPH received $7.29 million ONC grant as State HIE

		Responsible for HIE for state of CT

		Board of Directors – 20 members 

		Executive Committee 

		Legal and Policy Subcommittee

		Technical Infrastructure Subcommittee

		Finance Subcommittee

		Business and Technical Operations Subcommittee

		Special Populations Subcommittee









HITE-CT Goals & ACO Needs Align

Provide safer, more timely, efficient, effective, equitable, patient-centered care.

		Connectivity

		Enable sharing of clinical data between providers of all sizes to enable continuity of care for patients

		Repository

		Create a longitudinal digital patient record which will enable faster decision making for more positive outcomes

		Access

		Allow for secure, permission based access to and retrieval of patient data 











Who derives Value from a state level HIE in CT?

		Patients and Families

		Clinicians (physicians, dentists, nurses)

		Hospitals & other healthcare organizations

		Public Health Departments

		Payers (Public and Private insurers)

		Business community

		Researchers



Estimates > $80 Billion in savings nationally from HIT / HIE

Rand Study 2005, CITL study 2005

Nearly $60 Million annually in CT (conservative) – Gartner 2010
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Health Systems Infrastructure - Vision
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HIE Services That Support ACO

		Secure Messaging between providers

		Clinicians and Organizations

		Web-based access to a Clinical Data Repository 

		Longitudinal Record

		Direct to EHR delivery of 

		Lab Results, Image Results, Transition of Care documents

		Connection to Public Health Programs

		Immunization Registries, Disease Surveillance

		Data Transformation Services

		Transform data to enable communication between different EHR systems





Privacy and Security Features and Processes for all elememts







HIE for Care Coordination

		Direct Messaging for exchanging and IHE for Posting / Retrieving clinical data

		E-Referrals / consults (PCP - specialist)

		Meds, problem lists and allergies

		Care Plans (Care coordinator/ VNA to PCMH, PCP)

		Hospital D/C and ER summaries

		Pt preferences for advanced directives





Requirements of a PCMH and an ACO







.  

Can be embedded within an EHR
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User Portals (Web EMR, Clinical Viewers)

		Clinician access to patient records, assists those without access to EMR

		Enables patient, document query, retrieval (view DICOM images and more)

		View history of encounters, medication, diagnoses, etc.
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How can this Improve Care?

		Automated receipt & filing of hospital D/C summaries, ER visits, image reports from hospital into your EHR.



		Use secure messaging for referring to a specialist, receiving data from them or coordinating care



		ER / other providers can access Medications, Allergies, Problem Lists and recent treatments



		Reduction in unneeded labs and procedures



		Automated results delivery to public health









How Can This Reduce Costs

		Up to 10 -30% Labs and Radiology not needed

		Even if HIE could reduce this by 1% - significant

		No repeat CT Scan when pt presents to another hospital with severe headaches





		Reduction in ER Utilization and Costs

		Milwaukie HIE – reduced ER visit cost $29 on avg as well as realized a 10% reduction of time spent in ER

		Vanderbilt reduced ER costs of $1.2 million 









Initial Value Proposition HITE-CT

A portion could be realized in an ACO







Questions and Discussion ?

David Gilbtertson CEO HITE-CT

dgilbertson@hite-ct.org

Thomas Agresta MD,MBI

agresta@uchc.edu

http://hitect.org

Link to Health Information Technology
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