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A. Executive Summary

Connecticut intends to implement the Demonstration to Integrate Care for Medicare-Medicare
Enrollees for MMEs age 18-64, and age 65 and older. The Demonstration will integrate Medicare and
Medicaid long-term care, medical and behavioral services and supports, promote practice
transformation, and create pathways for information sharing through key strategies including:

¢ data integration and state of the art information technology and analytics;

s Intensive Care Management (ICM} and care coordination in support of effective management of
co-morbid chronic disease;

¢ expanding access for MMEs to Person Centered Medical Home (PCMH) primary care;

e Electronic care plans and integration with Connecticut’s Health Information Exchange to
facilitate person-centered team based care, and S

e apayment structure that will align financial incentives {advance payments related to costs of
care coordination and supplemental services"" 'lffbrmance payments} to promote value.

Connecticut MMEs face significant health status ¢ nges related to chronic disease, incidence of
Serious Mental lliness {SMI}, cognitive impairment at o-morbidity.of conditions. In addition, spending
for Connecticut’s 64,000 MMEs is 155% of the national average (553"500 per MME as compared with
$34,500), for a total cost of more than $3.4 billion. The htgh incidence of MME’s co-occurring medical

and behavioral health conditions, and associated costs, present:u nique challenges, and also

opportunities for improvement,

Under the Demonstration,
Administrative Service Ory
{(Model 2). Model 1 will fe
neighborhood of clinicians and provi
based interdisciplinary care color'q_i;njatiOn. Both
already achieved, or are in proces'é:'o i “qual gation as Person-Centered Medical Homes
(PCMH). MMEs will be allgned with the ASO model |fthey are not enrolled in a Medicare Advantage
(MA) Plan, or allgned with the Comprehe sw anary Care Mitiative (CPC!) or an Accountable Care
Organization (ACO) as of December 1, 2012. MMEs will alsa be attributed to PCMH practices quarterly,
based on claims history. A subset of the MMEs that participate in the Demonstration will be passively
enrolled in HNs based on receiving primary care from a participating HN provider. These MMEs will be
notified that they have been ass_i’ghed to an HN and will have the option to decline to participate.

,MEs_gﬁill either: 1) remain attributed to Connecticut's existing

' 0) (Model 1) or 2) be enrolled in a “health neighborhood” (HN}
ed care coordination. By contrast, Model 2 will require a
to.work together to provide localized, person-centered, team-
)dels will include primary care practices that have

The Demonstration will focus upon opportunities to optimize use of and buitd upon existing services and
supports for both MMEs and providers. The Department will continue to support primary care practices
that wish to pursue NCQA Level 2 or 3 recognition and qualification under Medicaid as a PCMH, while
extending this program to MMEs who are participating in the Demonstration. Further, Medicaid waiver
long-term care services and supports (LTSS} will for the first time be purposefully connected to the
medical and behavioral health care received by MMEs. Additionally, the Demonstration will engage
stakeholders in the Connecticut Health Information Exchange (HIE} to map opportunities for information
exchange. Finally, the Department will promote dialogue and collaboration among partners across the
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spectrum of services. This will feature new partnerships among state agencies (Departments of Social
Services, Developmental Services and Mental Health and Addiction Services), medical, behavioral health,
long-term care services and supports, and adjunct social services (e.g. housing assistance) providers.

The Demonstration will be a key etement of a laboratory environment in Connecticut in which the
success of various, co-occurring value-based and/or integrated care initiatives {ACO and CPC!) will be
modeled and tested for capacity to achieve the desired results of improved care for participants,
enhanced consumer satisfaction and controls on the rate of growth (and where possible, reduction) of
costs of care. Principles of person-centeredness will inform every stage of implementation of the
Demonstration, and the Department will use diverse means (stakeholder comment, participant focus
groups, performance measures, cost and analysis of integrated Medicare and Medicaid data) to evaluate
its success. The Department affirms that Connecticut will comply with CMS’ Standards and Conditions

for the Demonstration.

Table A-1 Features of the Demonstration Proposa

Target Population

Full MMEs, age 18 -

64 and age 65 and older

Total Number of Full Benefit Medicare- 63,630
Medicaid Enrollees Statewide
57,568

Total Number of Beneficiaries Eligible for
Demonstration SRR

Geographic Service Area

Administrative Services Organization {ASO)

model will operate statewide

= Health Neighborhood (HN) model will be
‘introduced in 3-5 geographic areas

Medicaid State Plan (including 1915(i))
Medicaid waiver services

Medicare Parts A, Band D

Adjunct services and supports (e.g. Intensive
Care Management, nutrition counseling,
medication therapy management)

Financing Model

* Is this proposal using a-financiai
alignment model from the July 8 SMD?
¢ Payment mechanism

Yes. Additionally, Connecticut proposes to
make performance payments to HNs that
achieve benchmarks on identified performance
measures.

Managed FFS Model

Summary of Stakeholder Engagement/ input

3 meetings of Medical Assistance Program
Oversight Council (MAPOC) {membership
includes legislators, state agencies,
stakeholders)




- sessions

12 meetings of MAPOC Complex Care
Committee (CCC)(key means of gaining input
from legislators, advocates, providers and
consumers on overall model)

multiple meetings of work groups affiliated
with CCC: Model Design, Performance
Evaluation, Enrollment (please see Section D 1.
and Appendix D for more detail)

consumer input through 1) 8 focus groups {71
participants}.with individuals age 65+; and 2) 5
focus groups (45 participants) with individuals
wuth d!s'abl‘lltles who are under the age of 65

_ ormal comment period for CCC
(Aprit 5, 2012 = April 15, 2012)

thirty-day formal comment period (April 17,
2012 — May 16, 2012).
ongoing provider and member education

Proposed Implementation Date

December 1, 2012

B. Background

t.  Overall vision and barriers to addres

Connecticut’s overall vision for the Demonstratioﬁ'is o'create and enable value-based systems through
which MMEs will receive integrated, holistic, person- -centered services and supports that address the

entirety of their.ne eds tmplementatton of this Demon'st atlon will result in:

* the 57,568 Connecticut:-MMEs represent less than one-tenth {10%} of Medicaid beneficiaries in
Connecticut yet they account for thirty-eight percent (38%) of all Medicaid expenditures

¢ per capita Connecticut Medicaid spending for the 32,583 MMEs age 65 and over and the 24,9856
MMEs with disabilities under age 65 is fifty-five percent {55%) higher than the national average

¢+  MMEs have complex, co-occurring health conditions:




o roughly 88% of individuais age 65 and older has at least one chronic disease, and 42%
having three or more chronic diseases, accounting for 55% of total expenditures

o 58% of younger individuals with disabilities has at least one chronic disease, accounting
for 63% of the total expenditures

o 38% has a serious mental illness {SM)

¢ comparatively high spending alone on MMEs has not resulted in better health outcomes, better
access or improved care experience:

o illustratively, in SFY"10 almost 29% of MMEs were re-hospitalized within 30 days
following a discharge, and almost 10% were re-hospitalized within 7 days following a

discharge

p'gn—i"elated focus groups 'th_at they have trouble
l.accept Medicare and Medicaid, and often do not
ch to theirneeds

o MMEs have reported in Demonst:
finding doctors and specialists that
feel that the doctor takes a holistic appr

Connecticut MMEs face significant barriers related to the current financing and delivery system.

Broadly, these include:

* Constraints of the current Fee-for-Service (FFS) delivery system: The current FFS delivery

system perpétuates a.focus on providing reimbursable services rather than providing value.

Medicare én_d Medicaid funded services: Lack of integration
efeats opportunities to link services and supports:

* Lack of integr tlon betw
between these two progi

o as MMEs transition from care setting to care setting (home to hospital, hospital to
nursing facility, nursing facility to home};
c  among providers of medical, behavioral, long-term services and supports, and
- community-based social services {e.g. housing);
o lack of Medicare data prevents use of such data to support care coordination and
performance measurement. ‘

* Lack of provider connections across the care continuum: Providers have historically neither
had the opportunity nor the means (e.g. care coordination agreements, real-time utilization
data, electronic communication tools) to coordinate across disciplines. Further, providers
have not typically worked in multi-disciplinary teams. Coordination and communication is
essential to achieve the best possible health outcomes.

* Situational, provider-driven care planning: Providers are typically oriented to addressing
specific issues and concerns on an episodic basis, and have limited experience with care




coordination that spans the range of presenting needs. Further, providers have had little
experience with the applied practice of person-centeredness (e.g. primacy of the
patient/consumer in decision-making, need for individually-tailored communication
strategies). This limits opportunities to include MMEs in care planning and to honor their
values and preferences.

e Access barriers: Diverse access barriers inhibit MMES’ ability to get the services and
supports that they need. These include, but are not limited to:

o barriers related to ethnicity, disability, language of origin other than English, culture,
values concerning health care that depart from the “norm”

ies and SPM! Who  participated in focus groups
in support of the Demonstration rted that providers. treat people differently on
the basis of these disabilities Ind:wdua!s with intellectual drsabrht:es reported that
some providers accommodate thetr___r_}e_eds and:others do not.

individual must have been hospitalized for at least three consecutive days and be
admitted to the SNF for the condition for which he or she was hospitalized. This in
ome cases rep sents a perverse incentive to hospitalize an individual who could
ctly and effectively served by a SNF.

otherwise be
ed to accessing a provider on a timely basis

Example: Focus group participants also reported difficulty in connecting with their
doctors on an immediate basis, potentially resulting in unnecessary trips to the
emergency department.

Connecticut has some experience with care enhancement initiatives to address access and coordination
issues associated with primary care, they have operated in relative isolation with other providers, and
have been unabte to overcome the fragmentation that is inherent in the way in which services are
currently organized and deiivered. Today, no system of providers in any part of the state can measure




the value they provide to MMEs. And no system of praviders can tell whether they are providing better
overall value over time.

Connecticut proposes to overcome these barriers by comparing two key models, which are described in
Section C.

» Model 1 primarily addresses the need for more coordination in providing
services and supports, through such means as data integration, Intensive Care
Management (ICM) and electronic tools to enable communication and use of
data.

» Model 2 incorporates ail of the buildin ks of Maodel 1 and enhances them
by creating dynamic, innovative, per

: ,,_:_red local systems of care and
support that are rewarded for prowdmg better value over time.

ii. Detailed description of population

Overall Individuals receiving Individuals receiving
LTSS in institutional LTSS in HCBS settings
Overall total 57,568 15,661
Individuais age 65+ 32,583 8,709
Individuals under age . .| 24,985 6,952
65
Individuals with sericus | 22,158 3,329
mental iilness s
5,877

|.0f.63,630 full eftt MMEs residing in Connecticut during state fiscal year (SFY)
2010. Of those, 9. 5% were enrolled |n a Medicare Advantage plan, and the remaining 90.5% received
their services on a fee-fo rvice ’b.'_a_lsls. All Medicaid services were provided on a fee-for-service basis
for these MMEs. Given that: ‘,eﬁ’ﬂonstration will exclude those MMEs who are enrolled in a Medicare
Advantage plan, the figures below include only those MMEs who would be eligible for the

demonstration.

Connecticut is made up of both urban and rural counties. The majority (74% to 78%} of MMEs reside in
the urban counties of New Haven, Hartford and Fairfield, consistent with the general population centers
in Connecticut. Fairfield, Hartford and New Haven have a higher proportion of eiderly MMEs while the
rest of the counties experience a more even mix of MMEs as between the elderly and blind individuals
and those with disabilities.




The population mix by county has been fairly stable over the past three fiscal years with an overall
annual average population growth of 1% for blind individuals and those with disabilities and -1% for the
eiderly.

The average age of MMEs is 67 years old. 57% are blind or have a disability, and 43% are elderly. The
majority of the elderly are over the age of 85 while the majority of blind individuals and those with
disabilities are between the ages of 45-54. Very few MMEs are under the age of 21.

Roughly 88% of the elderly MME population has at least one chronic disease, with 42% having three or
more chronic diseases, accounting for 55% of the total expenditures. The distribution of MMEs by
number of chronic diseases is more evenly spread for blind indiyiduaf‘s and those with disabilities where
58% of the population has at least one chronic disease, accounting for 63% of the total expenditures.

38% of the MMEs have a serious mental iilness. A gre proportion {51%} of blind individuals and
those with disabilities has a serious mental illness as o] ared to 29% of the elderly MMEs. In addition,
31% of biind individuais and those with dlsablllties'have an intellectual disability, compared to 5% of the
elderly. In contrast, 53% of the elderly MMEs have a n isability, including some form of
Alzheimer’'s disease and/or dementia. o

When examining the enrollment by Iong—term care status, 72% of:the elderly and 38% of blind
individuals and individuals with disabilities are at nursing home Iev care, either receiving home- and
commumty based waiver ser\nces or long term residents of nursmg f:ac ies. Of those elderly MMEs

re; 63% are living in an tnstltutlon Blind MMEs and those with

the community, with 26% of those who are nursing home level of

/ j_l_fdltures for the full benefit MMEs {excluding those
enrolled in a Medicare Advantage an) were $3.1. llion in SFY 2010. As shown in Chart QO, Medicaid
pays the majority (69%) of the annual co: s for MMES. The total annual Medicare and Medicaid cost is
stightly higher for the elderly versus blin ividuals and those with disabilities {556,100 vs. $50,200).
The difference is largely driven by the Meditaﬁé expenditures. Medicaid pays a larger portion of the
costs for blind individuals and those with disabilities (73%) compared to the elderly (66%). This
difference is primarily driven by the predominance of beneficiaries with intellectual disabilities.

The average per-member-per-month (PMPM) Medicaid expenditures have heen fairly stable over the
past three fiscal years, with an overall annual average expenditure growth of -1.3% for blind individuals
and those with disabilities and .3% for the elderly. Medicare expenditures have increased an average of
4.4% per year.

When examining the PMPM costs in SFY 2010 by eligibility group, blind individuals and those with
disabilities’ Medicaid and Medicare claims were $3,067 PMPM and $1,114 PMPM, respectively, and
elderly individuals’ Medicaid and Medicare claims were $3,097 PMPM and $1,580 PMPM, respectively,




The majority of the Medicare and Medicaid claims are for long term services and supports. Of the 5$3.1
billion in combined claims for MMEs, roughly $2.2 hillion, or 72%, are related to long term services and
supports (LTSS).

It the elderly popuiation, the top service category is nursing home, which accounts for 46% of the total
cost, while waiver services are the top service category for blind individuals and those with disabilities,
which accounts for 38% of the total cost.

PMPM costs vary by disease category with those with inteilectuat disabilities having the highest PMPM

costs and those with neurological disabilities having the second highest costs.

C. Care Model Overview

i. Proposed delivery system mode!

Overview

?‘.

All other MMEs (with the exception of those who are rofted in a Medicare Advantage (MA) Plan, or
are alighed wit Comprehensive Primary Care nitia __i}e; (CPCI) or an Accountable Care Organization
9012), will remain attributed to Model 1. Both models will be informed by the
applied'pggc;ice of person-centeredness. Please see below for an overview and comparison of the

dels 1 and 2.

features of

ASO Services and Supports (Models 1 and 2)

Member on and assistance including benefit information, referrals to
Services specialists and adjunct supports, resolution of complaints and grievances.
PCMH providers and HNs may have a greater role in supporting referrals to

specialists and adjunct supports.

Primary Care ; Quarterly attribution and distribution of MME rosters to all participating
Support primary care and PCMH providers

PCMH Medical ASO wilt support expansion of PCMH provider network and
associated attribution and performance measurement,
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Quality
Management

ASOs will include MMEs in all quality management and quality improvement
initiatives focused on such areas as chronic pain management, connection to
aftercare, COPD and congestive heart faiture, dementia, and diabetes.

Performance
Incentives

ASOs will receive performance payments aligned with overall performance
goals of the Demonstration and HN specific performance measures.

Data

* Integrated Medicare and Medicaid predictive modeling data will be used
to identify high-risk MMEs who could benefit from ICM services

* Real-time transmission of inpatient hospital and emergency department
data will be used to support timely outreach.and care coordination

* PCMH providers and HNs provided access to data analytic tools to support

population health management and quéj'ii_ty:;_miprovement

Model 1

Model 2

ICM

ICM will be delivered by the ASOs -
| accountable multid Eipiinarv teams
i that include the MME ar__;_f_i;_his or her
“preferred_ ;epresentative'; a. Lead Care

using an electronic care plan

instrument and communication -
tools specifically adapted for this
purpose

ICM will be delivered through local,

Manager who has been selected by the
MME, and the full range of providers,
using an electronic care plan

strument and communication tools

lly adapted for this purpose

Care
Coordination

-and supports

Care coordination will include
connections with local sources of

“¢are management {e.g. waiver care
managers} and the fee-for-service -

netwo"r'k.pr;o__\(iders that are
providing the care plan services

Care coordination will include all HN

providers that are supporting the MME

j("e?:g. primary care, specialists, waiver
“staff, LTSS) and will feature a team-

based approach that aims to address
the totality of the MME’s needs

Supplemental
Benefits

- chronic Hiness self-management
education

- fall prevention

- nutrition counseling

- medication therapy management

- case management (e.g., housing
assistance, linkage to vocations
services)

- additional supports (e.g. financial
assistance with out-of-pocket
prescription drug co-payments)

Performance

Integrated data will be used to

Integrated data will be used to support
HN performance measurement,
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Measurement | support statewide performance reporting, and performance payments
measurement and reporting

Structural Context

Two recently implemented structurai features of the Connecticut Medicaid program will support the
aims of the Demonstration: transition of medical services to an Administrative Services Organization
{ASO) and implementation of the PCMH initiative.

Recognizing opportunities to achieve better health outcomes and streamline administrative costs,
Connecticut has in recent years shifted management of its Medicaid behavioral health, dental and non-
emergency medical transportation (NEMT) services to Administrative Services Organizations {ASOs). On
January 1, 2012, Medicaid medical services were transitioned from a managed care infrastructure that
included three capitated heaith plans and a small Prlmary Care Case Management {PCCM) pilotto a
medical ASO. This extended state of art managed c: rvices to the entire Medicaid and CHIP
population. The medical and behavioral health (BH)ASOS provide a broad range of services, including:
member support, ICM, predictive modeling based Ohl’_'l\_l}edicaid data, statewide and provider specific
performance measurement and profiling, utilization mahagement,;and member grievances and appeals.
The medical and BH ASOs will comprise Model 1. Howe n above, the ASOs will also provide
critical infrastructure to support Model 2.

The ASOs are provided with annual performance payments contingent on meeting access and quality
standards. Historically, the Department has achieved its best results"w en ASO and provider
performance goals are in alignment For this reason, performance targets and payments for both ASOs
will be aligned with the ¢ era'll peffo'mance goals of the Demonstration and with the performance goals
of the HNs. ; ;

The Department implemented i plemented its PCMH initiative on January 1, 2012. The
Department is investing 5|gn|f|cant esource' th financial and technical, to help primary care practices
obtain NCQA PCMH recoghnition. Key features 6f"bi‘é"i:tlce transformation that support the goals of the
Demonstration include embedding Ilmlted care coordination functions within primary care practices,
capacity for non face-to-face and after houfs support for patients, and use of interoperable electronic
health records. All PCMH practices will receive:performance payments in return for meeting care
experience and quality targets. The Demonstration will extend the PCMH program and associated
participation and performance payments to MMEs. The enhanced capabdlities afforded by PCMH
recognition will support the work of the ASOs, as direct service providers, and the HNs, as members of
their networks. -

Intensive Care Management {(ICM)/Care Coordination

A key feature of both models will be assessment, coordination and monitoring of the care needs of
MMEs. For purposes of the Demonstration, Intensive Care Management (ICM} wiil be directed at
individuals in highest need of support; care coordination will serve those at moderate and low risk. Both
ICM and care coordination will be provided through precepts of person-centeredness, which will he
defined for purposes of the Demonstration as an approach that:
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s provides the MME with needed information, education and support required to make fully
informed decisions about his or her care options and, to actively part:upate in his or her seff-
care and care planning; :

+ supports the MME, and any representative(s) whom he or she has chosen, in working together
with his or her non-medical, medical and behavioral health providers and care manager(s} to
obtain necessary supports and services; and

o reflects care coordination under the direction of and in partnership with the MME and his/her
representative(s); that is consistent with his or her personal preferences, choices and strengths;
and that is implemented in the most integrated setting.

as in high need of support will

MMEs who are identified through predictive modeling or other mea
fined as including the following

receive ICM. For purposes of the Demonstration, ICM will be defir
elements:

» acomprehensive face-to-face assessment of an MME’s needs, addressing a broad range of
domains; L

» development of a plan of care that incorporates:

1. the range of services and supports that is indicated by the assessment and to which the

MME consents;
short and long-range goals;

tatives and providers who will play a role in

needed, receive care coordination. For
ration, care coordination reflec ctivities conducted by telephone or in

person. that, re desng support the needs of:

. moderate risk individu; [ with such tasks as transition planning assistance between settings,
{(e.g acute caretoa nurswig home or home}, transfer to a. new PCP or other key provider,
support ir esolvmg a healthcrisis (e.g. broken hip); and

e low-risk indl\giduals with stichitasks as referrals to a specialist, and information on service
options.

Individuals who are enrolled i an HN will have the opportunity to select a lead care manager of choice
from among the network of partlapatmg HN providers. Individuals who do not participate in an HN and
who are identified as in need of ICM will receive that service from an ASO nurse care manager.

An important element of operationalizing the ICM and care coordination features of Models 1 and 2 will
be to link to, but not supplant, care management that is otherwise available to MMEs through existing
systems. Examples of this include:

s care coordination and nursing oversight by Community Living Arrangement {CLA} staff of the
Department of Developmental Services (DDS);

13




» recovery plans overseen by Value Options or Local Mental Health Agencies {LMHAs);

¢ home and community-based waiver care plans managed by waiver care managers (e.g.
Connecticut Home Care Program for Elders, elder waiver; Perscnal Care Assistant, waiver for
individuals with physical disabilities); and

s transition coordinators affiliated with the Money Follows the Person program.

Maodel 2: Health Neighhorhood (HN)
While the Department believes that Model 1 will bring value to MMEs, it is afso convinced that

enhancements to this mode! will best marry the interest in achieving improve-d health outcomes and

care experience for MMEs with iocal accountability for means and‘ osts of care. This is the key premise
of Mode! 2, which will build upon the features of Model 1 by con : ng MMEs with a neighborhood of
their providers.

Model 2 reflects key aspects of what MME members of Demonstration focus roups reported as being
of value and concern to them: :

¢ that communication between doctors and other providers {e.g. social seMcé‘ providers of
durable medical equipment) is, lm ortant and does not regularly enough ocel i

s that there are many sources off mal‘and informal support (e.g. family, Resident Services
Coordinators, visiting nurses) that help t connect them with services and supports;

¢ that contmu:ty of care is key, a!though' his is frequently described as belng a problem

supplemental b'enefits

HN supplemental benefits willinclude the following:

* Fall prevention intervention will be provided to those MMEs identified by the BN through the
comprehensive assessment as likely to benefit from such activities for reasons including, but not
limited to, environmental/access concerns, poly-pharmacy, cognitive impairment, and physical
health conditiens affecting gait and balance.
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e Nutrition counseling will be provided to those MMEs identified by the HN through the
comprehensive assessment as likely to benefit from such activities for reasons including, but not
limited to, chronic conditions, obesity/overweight/underweight, and social isolation. Nutrition
counseling will be a contracted service of the HN, and could take such forms as education and
counseling provided by the Cooperative Extension services of the University of Connecticut,

" individual sessions with a registered dietician, and/or incident to referral for home-delivered or
congregate meals funded by the Older Americans Act.

¢ Medication therapy management {MTM} will be provided by pharmacists to those MMEs
identified by the HN through the comprehensive assessment, self-referral and data mining
activities that indicate poly-pharmacy or non-compliance with a prescribed medication regimen
as well as co-morbid physical and behavioral health conditions. Medication therapy
management will be a contracted service of the HN and will focus upon enhancing MMEs’
understanding of medication compliance, inc ,' Sing adherence, and preventing complications,
conflicts and interactions. A potential means:of providing this service is to purchase service
from a collaborative operated by the University of Connecticut School of Pharmacy and the
Connecticut Pharmacy Providers Association.

ncourage HNs to usea portlon of their: share of net savings to underwrite
the costs of certain phar haring obligations that MMEs have |dent1f|ed through focus groups
as barriers to accessing and affordi needed pharmacy services. The Department believes that
ensuring medication cdmphance throuéh increased access and decreased financiai barriers could resuit

Further, the Department wi

in significant improvements |__ri\.tqgah,t:y nd.cost-effectiveness.
What will this mean in practice?

An older adult with COPD who lives alone and who has experienced multiple unexplained fails and
associated hospitalizations within the past six months will be able to work with her Access Agency care
manager and a team of providers (e.g. primary care physician, cardiologist, pharmacist, home health
nurse and OT) to examine the reasons for the falls and implement interventions that will reduce or
eliminate the risk of falling need for hospitalization.

A younger individual with diabetes and bipolar disorder will be able to enlist his Local Mental Health
Agency (LMHA) care manager and a multi-disciplinary team to work on strategies for understanding his
conditions and effectively managing them.
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Providers that have historically had few opportunities and tools to do so will have means and
opportunity to be in direct contact and to collaborate. Examples of this could include:

e connections between home care staff and pharmacist to address medication adherence on
behalf of an MME who lives at home alone;

¢ connections bétween primary care physician offices, hospital discharge planners, Access Agency
staff and providers of home and community-based long-term services and supports (LTSS}
(home health, adult day care) in suppert of an MME who! has been repeatedly hospitalized for
breathing difficulties and is about to be discharged to “'e: khome, and

¢ connections between behavioral health providers and social se_'
a rental subsidy that stabilizes an MME’s housing and prevents t
effective management of a chronic condition.

ces staff to help gain access to
ansiency that inhibits

The Department, in partnership with its sistef-agencies DDS and_:DMHAS, plans to deveft;p standards for
and procure 3-5 HNs. Each HN will idenfffy ne or'more Lead Agencies (e.g. medical, behavioral health
providers}, that will serve functions mc[ud:ng? dmlnlstra ive oversight, performance monitoring,
is:through which ICM and care

depicted in the graphic below, HNs
¥ practaces ehavioral health providers, LTSS
yviders, and pharmacists.

coordination of provider members, |dent1flcatlo\n_:of the

coordination will be provided, and distribution of:sh
will be comprised of primary care and physician sp
providers, hospitais, nursing facilities, home health

Department of Social Services (DSS) /\}

Integrated

Contra Data

‘Health Neighborhood (HN) Administrative Lead* ™,

iy

Qp&clallstsi» - Hcma“‘? armacist 3
- Behavlorau - — 1 Health/ /—/
Dy, Health T nuesing 7 00 o —Hospice

Home Caordinalgr

e Erm A

l\ Care 3
actitionen"

* Health Neighbaorhoaod Administrative lead TBD; may vary from nefighborhood to neighborhood

+ Speclalists will vary based on the needs of the MME.

**+ PTC Care Coordinator must have a high degree of knowledge of, and access to, the full range of LTC Support services
including, but not limited to: chore, hamemaker, Personal Care Attendant, Persunal Emergancy Response System {PERS)
and all additifonal waiver services. R
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Geographic Service Area
As previously stated, Model 1 will operate statewide. Madel 2 will be introduced in 3-5 geographic
areas, and may be expanded in the future.

Provider Networks

A broad array of providers has participated in the planning phase of the MME Integrated Care
Demonstration. For the first time, medical, behavioral and non-medical providers wiil under the
Demonstration have not only motivation but financial incentives to partner in support of improved
health ocutcomes and consumer satisfaction among MMEs,

During conversion to the Medical ASO, which necessitated centralizing administrative oversight and
melding reimhursement rates, the Department was attentive to thé need to engage with providers to
retain its existing F-F-S network and to promote participz on by new prdviders. Elements of these
activities included streamlining the provider contractihg'process making significantly more frequent on-
site visits with providers, and issuing provider buile ns'deS|gned to clarify roles and responsibilities. The
ASO also compiles access related compiaints for use :m: ntifying network gaps and targeting provider
outreach activities. Under the Demonstration, the ASO will: nd this function to include complaints
from all participating MMEs. Launch of the PCMH initiative has also involved extensive outreach to
providers to solicit applications for participation, and_technica]"assistance by the ASO for practices aiong
the “glide path” toward NCQA recognition.

The Department recogniﬁz{: : :will also be necessary to provude techmcal support to providers as
they come together to for Health Neighborhoods. This support will include development of clear
procurement standards concerning provider participation; use of Medicare and Medicaid data to
identify naturally eccurring ¢ ust yi_qe( that se'r_ve MMEs in common; template contracts and
care coordination agreements; liday

communication tools.

e on anti-trust implications; and electronic

A fulcrum point of both the Enhanced ASO arj\ HN models is a provider network that has the range and
depth of capacities necessary to respond to the totality of an MME’s needs. Provider networks will be
supported ongoing through the above activities, as well as through a “learning collaborative” approach
that will enhance the capacity of providers to overcome historical “silos” of expertise and emphasis and
recognize the applied value of a multi-disciplinary approach.

DDS and DMHAS, as well as other partners, will provide expert support in development of curriculum for
and facilitating learning collaborative sessions. Examples of this include:

o benefitting from DDS’, DMHAS’ and Money Follows the Person Program’s extensive
experience with the applied practice of person-centeredness;

¢ on behalf of individuals with intellectual disabilities:
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o  exploring practice protocols for delivery of behavioral health services that do not
immediately default to use of medication as compared to other strategies;

o identifying means of increasing access to and effective utilization of dental services;

s on behalf of individuals with SM|, training for providers in communicating with, understanding
the capabilities and legal rights of, and effectively serving the needs of individuals with SMI.

if.  Proposed benefit design
The MME Initiative will encompass a benefit array that includes se es covered by Medicare Parts A, B,
and D, the Connecticut Medicaid State Plan and 1915(i) services; he 1915(c) home and community-
based waivers for which Connecticut has been approved. Thé?A:SQ s will support the alignment of
henefits under both models by using integrated data to res _f»)b'l’popgt'llé_lffion and diagnosis-related trends;
transmitting utilization and cost data to inform the practice of the fee-fo ‘é_e__rvic'e providers and HNs
who are supporting MMEs; and use of “learning colia:borétives” to educate‘and.connect clinicians and
providers regarding the disconnects between Medica're and Medicaid. In additic \
HN model will support focal alignment of benefits through team-based interdisciplir___iﬁ'ry care
coordination. The Department intends to:contract with a vendor to perform data integration services
for the purposes of supporting alignménﬁt
Medicare and Medicaid claims data to de er
frorn Demonstration interventions. -

{0 these activities, the

efits. Specifically, this will permit examination of
ich MMEs are at high risk and could most benefit

iii.  Description of new supplemental benefi

acqunred braln injuries {ABI).” T se waiver services expand upon and complement the Medicaid-
covered home: health services (' nursing visits, home heatth, skilled therapies).

Connecticut’s waiver.

services vary:by population and include in-home supports, community-based
services, self-directed per: '

issistance, and residential and family supports. Specific services
available to individuals with $M under the mental health waiver include: assertive community
treatment {ACT), community " pont program (CSP), peer support, recovery assistant, short-term crisis
stabilization, supported employment, transitional case management, non-medical transportation,
specialized medical equipment, and home accessibility adaptations. Services that support the needs of
individuals with intellectual disabilities include: licensed residential services (community living
arrangements, community training homes, assisted living), residential and family supports {supported
living, personal support, aduit companion, respite, personal emergency response systems, home and
vehicle modifications), vocational and day services (supported employment, group day activities,
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individualized day activities), speciaiized and support services {behavior and nutritional consultation,
specialized equipment and supplies, interpreters, transportation, family consultation and support).

In addition to continuing to provide waiver services for the above populations, the Department has
submitted a 1915(i) State Plan Amendment to extend the full compiement of elder waiver services to a
group of financiaily eligible individuals age 65 and older who do not meet nursing home level of care
requirements,

iv. Evidence-based practice B
The foundation of Connecticut’s approach to enhancing its FFS system |
based coordinated care. Three key elements of this approach inc

r MMEs is delivery of evidence-

e use of evidence-based data analytic methods to |dentify hig MMEs who can benefit from

care coordination activities;

e use of chronic iliness self-management training strategies that are supp,__'rted by clinical
evidence for MMEs with chronic conditions; and

ssess provider performance (please see A”p’ﬁendix F for

o use of evidence-based measures t
examples).

eredness in care coordination will require
ed ThIS may mean adapting evidence-
ust be prepared to support consumers
r s preferred course of action diverges from

The Department also recogmzes however, that person 7
flexibitity and individual tailoring of the approa' hes that
based practice in a manner that furthers outcom
with complex needs in situations in which the cons
established guidelines. This will involve applied aspects.of person-centeredness {e.g. sharing clinical
information in a manner that can be heard and understo' ! by the consumer). Ultimately, consumers
will be informed regarding their options for care deiwery and will work with providers to drive ail
decision- makmg regarding their care.

v.  Context of other Medicaid initiatives and health care reform
We anticipate that the Demonstration will be one of several initiatives that include MMEs with the goal
of improving care experience, quality and cost. The other two initiatives include Medicare’s ACO
program and CPCl. The Department recognizes that a sub-set of the MME demonstration population
could be attributed through the means described in the Shared Savings Program ACO Rule to
Accountable Care Organizations (ACOs). While several Connecticut groups are in the process of ACO
formation, none are likely to qualify as ACOs as of the start of the Demonstration. Accordingly, the
Department’s preference is that MMEs who have been attributed to the Demonstration remain
attributed to the Demonstration throughout its three year term, even if such individuals receive their
primary care from practices that become ACOs. If Connecticut is selected to be a participating market
under CPCI, the Department expects that MMEs who have received their primary care services from one
of the 75+ practices will be attributed to those practices. The Department will seek assistance from CMS
to confirm whether MMEs have been attributed to CPCI practices so that overlap of beneficiary
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participation does not occur. Further, the Department will identify and exclude any MMEs who are or
become enrolled with MA plans at any time during the Demonstration.

The Demcnstration will also enable the Department to include participating MMEs in its PCMH initiative.
The Department will use an attribution model to align MMEs with participating PCMH practices in order
to make advanced payments and performance payments on their behalf. Finally, as noted previously,
the Demonstration will also enable highest and best use of 1915{c) HCBS and 1915(i} state plan
amendment extension services for MMEs who meet functional participation criteria.

D. Stakeholder Engagement and Beneficiary Protecfidns

i. Stakeholder engagement during the deg_igh p'hase
9.--i"obust stakeholder engagement process that
embers and providers and has yielded

Over the last eight months, Connecticut has undertake
has included legislators, consumers, advocates, fq_::: Y
substantive and actionable input on the design of:th_e_:_pemonstration. Stakeholder input has and will
continue to be essential to the success of the Demoné"tr;ft‘i_g‘n.

a. Stakeholder meetings and activ web site
Key means of having engaged stakeholders include the following

¢ The Department has made three forrﬁa_i presentations to and nsulted ongoing with the
Connecticut’s Medic ssi?tance Program__Oversight Council.(MA'P}OC). The MAPOC was
originally enaétq to advise t e Department on its Medicaid Managed Care program, but 2010
legislation expa'ﬁ i t authority to éncompass the entire Connecticut Medicaid
program. MAPOC iétﬁ“mpos f legislators, representatives of state agencies, and appointed
individuals who regﬂecf abroad range’é-"off~ consumer and provider interests. Minutes of meetings
and materials presented to OCare mem?i_[iaiized on its web site:
www.cga.ct.gov/ph/medicaid. ,I\' e see App'endix C for a list of the MAPOC membership.

¢ The Department has worked regu!élefEnd directly with the MAPOC subcommittee of
cognizance: the Complex Care Committee (CCC). MAPOC leadership charged CCC with oversight
of the Department’s planning process for the Demonstration. The CCC meets monthily, and
provided advice, expert support and comment on each of the design features of the
Demonstration. See Appendix D for a schedule of CCC meetings and topics covered.

* The Department also worked regularly and directly with three key work groups of the CCC (see
Appendix D for a scheduie of work group meetings):

o The Model Design Work Group was charged with developing the overall Demonstration
design including the responsibilities of contracted entities, infrastructure,
reimbursement, enroliment, and relationship to other initiatives. Key points of concern
for this work group included the methods of enrolling MMEs in HNs and sharing savings
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with HNs. The Department sought to respond to these concerns by engaging Mercer to
make two technical presentations {a webinar and an in-person meeting) on these topics.

o The Performance Measurement Work Group was charged with identifying performance
measurement goals and cbjectives; developing a set of criteria to assess measures;
reviewing a compendium of measures prepared by the University of Connecticut Health
Center’'s (UCHC) Center on Aging; reviewing key issues and options for the selection of
performance measures; and reviewing the results of surveys that were conducted with
members of the CCC, Model Design Group and other.stakeholders to prioritize
measures. This Work Group was supported by a_n*" jﬂ'ﬁct group of experts in
performance measurement, which included tw practicing clinicians. The Department
presented a technical assistance webinar on erformance measurement for

stakeholders.

b. Additionai Consumer input
Consumers and consumer advocates who are members of the CCC and its work groups provided
valuable feedback on every aspect of the planmng phase for the Demonstration. Addltlonally, the
Department conducted 13 focus groups:to:gain additional !earnmg on key topics from MMESs and their
family members. These included:

s 5 focus groups with 45 partlupants addressmg the ne ds of younger mdivaduals with disabilities

assisted in identifying b%_rticipant : ey themes of responses to focus group questions are noted
d.also summarized in Appendix E.

throughout this application

¢. Public Comment
Prior to the formal comment period in Connecticut, the Department shared the document with over 125
stakeholders to solicit comment. The Department held a meeting with the CCC on April 12th and the
MAPOC on April 13" to discuss comments and incorporate stakeholder input prior to the issuance of the
formal thirty-day comment period.

Connecticut has complied with all CMS requirements related to posting notice of the draft
Demonstration proposal and inviting public comment for a thirty-day period. Connecticut published a
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notice in the Connecticut Law Journai on April announcing the proposal’s public posting and
inviting comment.

ii. Beneficiary protections
The Demonstration will retain and expand upon the existing array of Medicare and Medicaid beneficiary
' protections. Further, the Initiative wili establish customer service standards for the Medical and BH
ASOs, HNs and clinicians/providers that will be providing education to and supporting the needs of
participants. These will be developed in partnership with the Consumer Access Committee of the
MAPOC and tested through consumer focus groups in partnership with DDS, DMHAS and other partners.
Once vetted, the standards will be published in the form of a sta ] ent of beneficiary rights and
responsibilities and also will be incorporated within operatlonal :ﬁirements for both the Medical and
BH ASOs and HNs. Requirements will reflect the Demonstratlon 5 express commitment to person-
centeredness and will outline the means by which it must be apphed in‘p

Beneficiary protections will include 1) strict adherence to existing statutory an_f State Plan requirements
concerning beneficiaries’ right of choice of provider; 2} right to participate in and.to.identify “next
friend(s)” to join in participating in care plannmg, 3) right to receive care that is co!
and preferences; 4) statutory protectmn' ‘cancerning rights of grievance, appeal and (Medacald) fair
hearing; 5) Health Insurance Portahility HIPAA) rights concerning “protected health
information” {PHI); 6) informed consent re _ardm : _"Iease of PH!; ) right of access to health records; 7)
mformed consent regardlng parttmpatmn in Entenswé Ca anagement (ICM); 8) informed consent

Enhancements to these protections willi clude liaising. wnth CMS to assess the viability of establishing a
unified grsevance and appeals system-to streamltn 2 ‘and Universalize the process through which MMEs
address such issues as eligibility determl tions and re":"determlnatlons limitations on or denials of
approval for services and supports and t rmination of eligibility. This wil model Affordable Care Act
mandated changes in the Medicare progra which now require consistent metheds and time frames
for response to gfievances, and have made uniform the leveis of appeal across Parts A, B, C, and D
[redetermination, reconsideration, Administrative Law Judge hearing, Medicare Appeals Council, federal
court]. Ata minimum, this could encompass: identifying a statewide Ombudsman entity through which
grievances could be submitted; and using a standard appeals form that wouid initiate the process of
appeal, irrespective of funding source, which could be internally tracked by the ASO or HN through
either the DSS fair hearing process or Medicare appeals process, as applicable. The Department will
require the ASOs to 1) inventory complaints, grievances and appeals; 2) detail responses/decisions; and
3} identify and address trends through staff training and member services protocois.

Further, the Department will establish clear standards for such customer services aspects as 1)} outreach
and education materials to guide MMEs who are considering whether to remain in an HN; 2) roles of the
ASO and RN, respectively, in responding to MMEs’ care and services-related inquiries and requests for
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information and referral to clinicians or other providers; 3) means of providihg language interpretation
services; and 4) means of accommodating individuals with disabilities {e.g. TTY/TDD, accessible formats).
DDS and DMHAS will partner with the Department to ensure that consumer materials are clear and
accessible for individuals with intellectual disabilities and individuats with SMI.

Finally, the Department wiil implement safeguards to ensure that MMEs receive necessary care in
support of good health outcomes and a high quality of care experience. These safeguards will include 1)
provider standards; 2) provider education through learning collaboratives; 3) population-specific studies
of outcomes; and 4) audits. DDS plans to work with the Department to identify additional means of
ensuring that individuals with intellectual disabilities do not face discrimination or differential
treatment. L

i,  Ongoing stakeholder input
The Department plans to utilize multiple means of o_b'fainirfig continued feedback on the implementation
[ al feedback will be solicited through 1} monthly
MlEs and advocates to introduce the concept of

and ongoing operation of the Demonstration. Fo
meetings of the MAPQC; 2) town hall meetings with:

reports and solicit input from the CCC and |ts Mode! Design, Co mer Protection, and Performance

Measurement workgroups.

E. Financing and.Payment

Section € Fina Eing a

| ents to providers
d creative reimbursement structure to support accountability
Models 1 and 2 have different financing and payment

State level payment I'
Connecticut has designed an mnovatlv
for care experience, quality and cost.
methods to recognize the dlffenng program?re;:c]uirements.

a. Descnptlon of State level payment reforms and provider payment
The Department proposes to reform the traditional fee-for-service reimbursement approach by utilizing
multiple payment streams, expanding upon the successful model developed by Connecticut in
estabtishing its PCMH program. Each stream of payment is designed to reward providers for specific
hehaviors and the ability to address specific program requirements associated with the Demonstration
while collectively offering a reimbursement design that rewards quality and cost-effective care delivery.
Table 1 below outlines the timing of each payment stream and the type of reimbursement:

Table 1: Payment Streams: Timing and Type of Reimbursement
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2.0 Targeted Quarterly. : .Concurrent to support advanced
LR T i':'prlmary care activities. prowded
- by PCMH. prowders and for..
f :;demonstratlon servuces prowded
- by Health Nerghborhoods

: '--Admlmstrator

: -:-'Rétrospectwe-for certain quaEIty S Models 1 and 2 CMH Performance
--and outcome targets as descnbed

by'PCMH Perform 'ance"

and HN Performance Paymen

Programs (HN)

* Only Health Neighborhoods meeting pre-established criteria will be efigible for Start-Up payments

Consistent with a managed’ fee for-service environment, the main reimbursement mechanism will be
fee-for-service payments based on the established Medicare and Medicaid payment methods for both
Model 1 and Model 2. To address program requirements for PCMH and Health Neighborhood
providers, the Demonstration will also make per member payments — APM | and APM 1l — for those
members attributed to them. DSS will pay the APM | directly to the PCMH providers and APM 1l directly
to the Health Neighborhood Lead Administrator, which will then be responsible for distributing the APM
Il to the “lead” Care Manager selected by the MME in the Neighborhood, less a percentage of the total
fee for administration. Table 2 below provides the source of funding for, and a more detaited

description of, each payment stream:
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Table 2: Payment Streams: Source and Description

2_a.-_.Ap_N_||: R

undmguState/Federal
PrOJected Savmgs

e Connecttcut is currently admmtstenng a PCMH_ program. PCMH quahfled .
.practlces recelve a combination of enhanced FFS and PMPM performance

o enhanced FFS to advanced bundled payments (APM1). ThIS will be

' Department erI mtroduce APM Iand erI extend the PCMH program to
1 the MM Es that participate in the Demonstratlon ThlS will be done for aII
= 'quallfted PCMH practices. and all rnembers ahgned wrth these practlces =
e whether or r not they are part:ctpatlng with a HN. >

2b RISkAdeStedAPM tl ;

i T.hIS_ payment.wdl bundle reimbursement for intensive care manage_ment_,
undmguState/FederaI-;;-; : ' ; P

-PrOJECtEd Savmgs e chronac disease self—management educatlon APM Il wdl be paid to HNs

. for MMEs allgned wrth the HNs Extensmn to aII MEs is under

incentives. Connectlcut ant|c1pates convertmg thrs program from

Connectlcut wril mtroduce rrsk—ad;usted APM 1l under the Demonstratlon

nutritionist consultation, pharmacist consultation, case management and -

con5|deratzon

4a _CMH Performance
::Payment Program e

3 undlng
: Pro;ected Savmgs

:;4b.; l-IN Performance
Payment Progra n

' undmg? 'State/FederaIf
-ActualSavmgs _

i fDemonstratlon partlupants The program W|II reward prowders for prowdmg

il the hlghest qualrty carein the most effrcrent and effectlve settmgs The - :
.'payments willbe: based on. PCMH—specmc performance against. benchmarks
1(performance incentive payment) and tmprovement (performance EREE SN
| improvement payment) over time, - - \

State/Federal__'- L

:The State erI establlsh a Performance Payment Pool for each HN that wnll be
i)omtly funded by a W|thhold from the targeted per. ‘member } per quarter APM
: :EI and from savmgs determined based on the’ HN’s actuarlally determmed e
.1 savings target Distributions from the Performance Payment Poof will, be

e _rlncenttve payment) and improvement (performance |rnprovement payment)

made based on HN—specmc performance agamst benchmarks (performance :- 3--
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Shared savmgs wlll be calcutated by comparing nsk'ad;usted PMPM o
: 'amounts to actuarlaily sou _d PMPM benchmark targets for a comparab!e

' :populatlon Enciuded in. the cafcufatlon ofthe actuarlally sound PMPM '
targets W|II be Medlcal Cost Trend Program Changes, Admmlstratlon

Expenses as weII as any offsets as a result of advanced payment

Table 3 below is a summary showing the Departmq
Demonstration:

Table 3: Demonstration Reimbursement Structure Summary

proposed payment approach in the

MM:E.Demonstratlon
Payment:Streams

i IR e e R e
g.;q-_-z_ z._.g;v: SAETI ETR) L

PREA W TR
B ba i o
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it
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Model 1 - ASO and PCMH Moaodel 2 — Health Neighborhood and PCMH
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F. Expected Outcomes

i.  Key metrics reiated to the Demonstration’s quality and cost outcomes
Through the Demonstration, the Department and its stakeholders seek to: improve the health of
individual MMEs and the health of MMEs as a population; improve MMES’ care experience; and control
increases in {and where feasible, reduce) the costs of care. The Department seeks to improve quality of
care and care experience both on a system-wide and individual provider level.

Specially, the Department intends to:

* use measures that are associated with identified domains to assess the impact of the Health
Neighborhood (HN} and ASC model on MMEs as individuals and as a population;

¢ identify key strategies (provider array, care coordination, communication tools, etc.) that help to
achieve person-centered, integrated care within; o) ”}nd the HNs ; and,

s identify the factors that support success and determine means by which the Health Neighborhood
model can he expanded within Connecticut or other states.

The Department’s plan for quality improvement will altow: _,tp"ﬂ' 'n‘ﬁlyze near-term trends; 2) make
poiicy, program and operational adjustments within the Demo tration period; and 3) understand the
impact of the Demonstration over time. The strategy supporté':'t"ﬁ'é epartment’s overall goal of
achieving measureable value for its purchasing dollar for thls population. This work will augment CMS’s

formal evaluation.

To meet these aims, the Department.will contract with a Performance Measurement vendor to 1)

validate and confirm thét:l"eéfli he identified measures; 2) offer operational guidance on use of
the identified performance mes ke recommendations on an overall strategy to evaluate
Demonstration performance. '

The Department’s will also contract with an evaluator to 1) conduct studies and surveys, including, but

not limited to a goal-oriented patient carestudy', 2} conducting annual focus groups with MMEs; 3)
analyze data from the Connecticut Heaith Information Exchange; and 4) use integrated person-specific
Medicare and Medicaid claims data to make comparisons on population- and diagnosis-specific bases as
well as to identify interrelationships, potential for duplication and occurrence of cost shifting as
between Medicare and Medicaid.

ii. Potential improvement targets

In support of development of the Demonstration, the Department engaged in an extensive stakeholder
process, described in Section D. i., to identify key performance measures to assess ASO and Health
Neighborhood performance. Stakeholders used criteria including relationship to the goals of the
Demonstration, emphasis on quality, and ease of implementation to select measures from among a list
of 122 evidence-based, measures. During the implementation phase of the Demonstration, the
Department will obtain additional input from stakeholders and clinicians, in support of setecting 10 to 12
key quality performance measures from this larger list. Those performance measures that are not
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selected as key will likely be used as required reporting measures. The initial list of selected
performance measures is included as Appendix F.

fli. Expecied impaci on Medicare and Medicaid costs
Under Model 1, the State will use the ASO to better manage care for a targe population of MMEs at the
statewide level. The primary toois for improving management will be data analytics and intensive care
management (ICM). Since hospital and physician services are paid for directly by Medicare and are
exempt from prior authorization, the ASO will be limited in its ability to reduce costs, so it is planned
only as a transitional appreach. .

Through Model 2, the State believes that there will be greater incentives to reduce waste {e.g., reduced
incentive to order unnecessary tests or procedures) and duplic'éiti'on (e.g., reduced incentive to order
duplicative tests) and efficiencies {e.g., phone/e-mail communlcatron with patient or caregiver in lieu of
office visits). ’

intervention include: 1) reduced hospita!
rates for potentially preventable

The identified savings generated from four key areas
inpatient readmission rates; 2) reduced inpatient hosp
hospitalizations; 3) reduced unnecessary emergency dep
community based care.

3| admission'r
tment (ED} use; and 4) re-balancing to more

1) Hospital readmissions are frequent and cdstly events, partict ilarly to Medicare. Recent
Dartmouth Atlas statistics show that “roughly one in six Medlcare pataents wind up back in the
hospital within a month after being discharged for a medical condition.” The issue is even more
pronounced for MMEs. In Connecticut, almost 29% of MMEs (aged and disabled) in the state
fiscal year 2010, were re-hospitalized within 30 days following a discharge, and almost 10% were

re-hos italized within 7 days following a discharge. Most prevalent diagnoses for the

expected to result. red 4ed frequency of potentially preventable hospitalizations. A CMS
Policy Insight Repo%é' M‘,ljbal Eligibles and Potentially Avoidable Hospital Conditions, {June 2011)
showed that 26% of hospital admissions for MMEs were for potentially preventable conditions.
Connecticut results were consistent with the national results of the CMS study, with over 27% of
duals having an acute care episcde being the result of potentially preventable conditions.
Common conditions included asthma, congestive heart failure, bacterial pneumonia, urina'ry
tract infection, and dehydration. We estimate that a 3.7% reduction in hospitaf re-admissions is
achievable in SFY13 increasing to 8.25% in SFY10 and would represent S100M in total SFY13-15
savings.
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3} Research has also shown that PCMH models and increased care management results in jower
use of emergency care as high frequency emergency department (ED) patients are targeted for
interventions and patients without a medical home seek low acuity non-emergency care in the
physician’s office rather than the ED. For example, in Connecticut, the average number of
outpatient ED encounters for MMEs with chronic conditions is 3.7 per year for individuals with
disabilities and 2.3 for the elderly population. We estimate that hospital savings of 15% in SFY13
increasing to 24% in SFY15 could be achieved through managing the number of emergency visits,
resulting in cumulative savings from SFY14-SFY15 of $6.5M.

4) MMEs in Connecticut are more likely to be Institutionalized compared to most other states.
There is historical evidence of this in a Direct Care A née"Pollcy Briefing (April 2010} that
reported Connecticut’s percentage of long term care Medicaid recipients in HCBS in 2006 to be
25%, which was more than 20% below the average of all states. h‘necticut believes there is a
significant opportunity for savings through re-balancing of the perce tage of nursing home
certifiable (NHC) MMEs that are institutionalized. Connecticut currently. has 52% of its NHC
MME population in the institutional setting, based on SFY 2010 data. This i |s__ stimated to reduce
by 4% over the next three years:This 4% shift in settmg for this subset of MMES Would represent
S180M in total savings between SEY13

In total, estimated annual savings related to'the activitie
other activities that are less impactful from a savi
6.8%. '

ribed above, as well as savings related to

generate" ical savings throu" h_‘_reductlon in poly-pharmacy use, offset by an improvement in medical
adherence which:could decrease"hospltallzatlons and acute care expenditures under Medicare.

The current lack of lntegratlon between Medicare and Medicaid fosters cost-shifting and
underinvestment. The'lac ofallgn' ent between Medicare and Medicaid coverage rules creates
i ts by transferring patients from one service or setting to another. For

incentives for providers to:
example, in Connecticut, elde y MMEs receiving home and community based services are more costly
to Medicare ($2,086 PMPM) than their counterparts residing in an institution {51,709 PMPM). This may
create an incentive to promote institutionalization of elderly MMEs in order to reduce Medicare costs.
In addition to not serving members in the best way possible, this shifting increases both state and
federal spending over time, The effects are an underinvestment in these important cost-effective.
services, missed savings potential and missed opportunities to better coordinate care and improve

health outcomes for members.
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G. Infrastructure and impliementation

i.  State infrastructure/capacity to implement and oversee the Demonstration
In partnership with its sister agencies DDS and DMHAS, Department will have primary accountability for
implementation and oversight of the Demonstration. Key areas of internai support include the Division

of Medical Care Administration (MCA), the Division of Financial Management & Anaiysis (DFMA), the
Office of Legal Counsel, Regulations and Administrative Hearings {(OLCRAH), and the Office of
Organizational Skill & Development (OSD). Further, contractors that are currently in piace will support
the initiative with administrative and consulting functions including claims processing (HP}; data
integration (JEN); actuarial analysis and consultation on Emplementatibn (Mercer}, and consultation on
implementation {Optumas). Additionally, the Department will utilize and build upon the existing
capacities of its Medical (CHN-CT) and {in partnership with DMHAS) Behavioral Health {Value Options}

ASOs, develop its nascent partnership with the Conne

t Health Information Exchange (HIE), and

work with academic partners and other partners including the University of Connecticut to refine

proposed methods of performance measurement.
additional services in support of the Initiative, including 1 nroll
participants of Health Neighborhoods (HNs); and 2) deve
evaluation protocol that will complement 'i‘ep_or_t__ing of data o
of evaluating success {e.g. targeted surveys, focus groups).

The Department has receive

ally, the Department intends to contract for
t-related services in support of

: d implementation of a project
uality measures with additional means

‘Medicare data from CMS and through co tractor JEN has completed initial

integration of the sam 'Wi;h' Medicaid data in support of producing a data profile of Connecticut MMEs.

The Department intends.t¢
activities that will be req

the Initiative. .

ontract with Jen for the more extensive data integration

Entity

DSS -

Cu rrentﬁﬂ_Rale._ -

Anticipated/Enhanced Role

MCA

Director, Associate
Directors, Medical -
Director, Director of
Medical Care .
Management, ="
Pianning Specialist,
Heaith Program
Associate

A has directed the

rall application
development, coordinated
state agency involvement,
and convened and
facilitated the process by
which a broad array of
stakeholders has
contributed to development
of model design and shared
savings method.

MCA will:

provide overall
administrative oversight
draft RFP standards and
qualifications for HNs
establish contract scope and
deliverables for ASOs and
HNs

procure HNs and administer
HN contracts

oversee evaluation of the
Initiative

oversee implementation of
value-based purchasing
strategy including provider
reimbursement and
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performance measurement.

DFMA

Director
Financial & Contract
Support Services Unit

DFMA has assisted in the
preparatory process by
modeling fiscal impact and
providing oversight of
budget development and
actuarial work,

DFMA will provide oversight of
actuarial work in support of
shared savings calcuiations.

OLCRAH

Director
Staff Attorneys

OLCRAH is instrumental in
supporting MCA with SPAs
and waivers, and is
accountable for oversight of
MME grievance and appeal
processes. S

OLCRAH will support MCAin 1)
drafting and submission of any
required waivers of Medicaid
rules; 2} drafting of MME rights
and responsibilities materials; 3)
in conjunction with the entity
designated as Ombudsman,
development of uniform
grievance and appeals form; and
4} ongoing administration of
MME grievance and appeal
processes.

0sb

Director
Production and media
staff

ISD.supports MCA

materials. -

0OSD will support MCA in
drafting and focus group festing
of consumer education

“materiais regarding 1) rights and
“responsibilities; 2) participation

in an HN; and 3) grievances and
appeals.

Administrative
Contractors/
Consuitants

HP is responsible for
processing of Medicaid
claims.

Same.

Mercer is contracted to
perform a range of actuarial
services functions for the
Department. Mercer has
undertaken all of the data
analytic work to support the
application. Additional key
areas of focus have included
review of shared savings
methods used by other
integrated care initiatives
and technical support to the
Complex Care Committee in
reviewing the Department’s
proposed method.

Mercer will be responsible for

¢ actuarial work to support
establishment of risk-
adjusted ASQ and HN
budget targets and
associated savings
calculations hased on actual
expenditures;

s development of APMs for
both PCMH and HN
participants; and

¢ calculation of performance
incentives.
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Mercer

Optumas

Health Policy Matters
UCONN

JEN Associates

Mercer, Optumas, Health
Policy Matters, UCONN and
JEN Associates are
contracted to support
application development
and associated projects
including focus groups,
stakeholder input,
performance measurement,
data integration, data .
analysis, and overall mods
design. '

Consultants will provide support
to the Department on varicus
aspects of implementation,
including:

* development of protocols in
support of administrative
structure/roles and
responsibilities of
Department/ASQO/
HNs/providers

technical specifications for
performance measurement
data integration

CT HIE The CT HIE expects to - 1 The Department intends to

' become cperational in May, pafmpr with the CT HIE to
2012. Staff has been nnect the ASOs and the HNs
advising the Department on | to the HIE’s communication
best practices for linkage of | tools and d ta capabifities.

_ASOs and HNs to the HIE.
ASQOs :
CHN-CT/ The ASOs will continue to

Value Options

f'un'cti(')'ns. Th

*| also collects data to support

PCMH performance
measurement and
payments

provide all listed functions.
Further, the ASOs will be asked:

¢ to expand their capacity to
provide ICM by contracting
for sufficient additional
nurse care managers to
support the incidence of
MMEs identified through
predictive modeling as at
high risk;

+ to modify an existing
electronic care planning tool
to reflect a person-centered
approach

e to utilize the identified
electronic care coordination
tool and associated
provider/member alert
function to further
communication and to
support mutuality in
development of care plans;

s to collect data to support
evaluation of statewide ASO
model participants on HN
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performance measures; and

e to collect data from HNs and
evaluate HN perfarmance
on identified Demonstration
measures.

Contractors

Data integration

The Department has
received Medicare data

The Department intends to
continue to contract with JEN to

JEN from CMS and has through perform data integration
an initial data integration | services in support of the ASOs
process produced a data - | and the HNs.
profile of MMEs’ service

Enroliment The Department intends to

counseling/payment
of APM i

ACS

contract with a neutral vendor
{ACS) to provide counseling to
MMEs who are assigned through
a passive enrollment process to
an HN. This counseling process

"will outfine MMES’ option to

--d"éj_cline to participate in an HN.
Further, ACS will make APM I
payments to HNs.

_protocoi

Project evaluation

nitial preparatory steps in
pport of project
aluation have included

m,_adevetop'me' ht_"bf selection
1 criteria for and refinement

t of measures of
qual'ifi'} that will be
associated with
performance incentives.
This has been conducted by
tUConn, a group of expert
stakeholders, and a work
group of the Complex Care
Committee.

The Department intends to
contract with a vendor to
outline a protoco! for project
evaluation that will complement
reporting of data on quality
measures with additional means
of evaluating success, such as:

e cost measures; and

¢ means of evaluating
consumer satisfaction
{e.g. CAHPS survey,
focus groups).
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i, Meed for waivers
Connecticut will continue to administer the service array for which it has been approved under State
Plan authority as well as authority related to the 1915{c) waivers. It will seek a 1915(i) state plan
amendment to provide LTSS for individuals over age 65 years who do not meet institutional level of care
criteria. The Depariment will continue to work with CMS to identify any additional authority necessary
to implement its proposal to administer APM |l payments to HNs and to share savings with HNs.

iii. Plans to expand io other populations and/or service areas
The Demonstration will serve MMEs age 18 to 65, and age 65 and oider. The populations served will
include individuals with Serious and Persistent Menta! lliness (SPMI) and individuals with Developmental
Disabilities. Participation of MMEs in the ASO model will be statewnde Participation of MMEs in HNs
will be limited service areas of the HNs,

HNs will be jaunched on a pilot basis and tested against performance and savings measures. The
Department then plans to use the knowledge gained in this pilot period to expand the initiative to serve
additional MMEs and also potentially to expand the model to serve single-eligible individuals {MEs).

iv.  Overali implementation strategy and anticipaied timeline
The Department will in partnership with a DNIHAS employ an |mplementat|on strategy that

Implementation steps associ ith enhancing the current ASO model include 1) establishing an
applied definition of ICM; 2) defining standards for beneficiary protections and customer service; and 3)
evaluating and establishing role definition for data analytics and electronic communication tools as
between the ASOs, HNs and the HIE. Correspondingly, implementation steps associated with procuring
the HNs include 1) continued community outreach and engagement to facilitate partnerships among
providers; 2) education concerning the model; 3) drafting and issuance of an RFP that defines such
features as scope, rote of and standards for Lead Agencies, participation standards, reporting,
performance metrics, and shared savings mechanism; 3) issuance of the RFP and procurement process;
4) selection of HNs and contracting; and 5} technical support for HN implementation. Further, the
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Department plans to draft and disseminate consumer education and rights and responsibilities
materials, as well as to draft and issue notices to MMEs and providers regarding the Initiative. Principles
of person-centeredness will inform every stage of implementation of the Demonstration, and the
Department will use diverse means (stakeholder comment, participant focus groups, provider learning
cotlaboratives) to inform the operations plan.

H. Feasibility and Sustainability

i.  Potential barriers, chalienges and/or future Stat ";';i'zﬁons that could affect

impiementation

The Department has identified, and is proactively managin ential'barriers and chailenges that could

affect timely implementation. Specific potential barriers and challenges inciude the following: 1)

resource constraints; 2) consumer partnupatnon in Hea[th Nelghborhoods (H‘

_'ﬁ3) provider participation

Consumer Participation in HNs. In order to méa
change, the Department esttmates that each He

Provider Partic p&fion in HN's. Related to the above concern, each HN must have robust participation

by the fuil array of medical, behaviora! and non-medical providers. Providers may struggle to
understand where they fit in across a landscape that will include ACOs and CPCI practices. The
Department intends to addr !)ese concerns and to promote participation by: 1) pubiishing provider
standards as an element of its RFP to procure HNs; 2) provider transmittals; and 3) meetings with
provider associations.

Lack of Linkages Among Providers. In order to form an HN, providers must develop care coordination
and shared savings agreements with providers across the spectrum of medical, behavioral and non-
medical providers. Historically, there have bheen few 'opportunities to enter into muiti-disciplinary care
coordination arrangements. Further, shared savings is a new concept in Connecticut. The Department
intends to address this issue by: 1) publishing standards for provider agreements regarding care
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coordination and shared savings in its RFP to procure HNs; and 2) hosting learning collaboratives
designed to help develop relationships across the continuum.

ii.  State statutory and/or reguiatory changes needed to move forward with

implementation ,
The Department does not anticipate that any statutory or regulatory changes will be needed to
impiement the Demonstration. in 2011 the Department was authorized by the Connecticut legisiature
to implement the Demonstration. Section 110 of P.A. 11-44 provided, in relevant part:

{b) The commissioner may implement policies and procedures necessary to . . . (2} pursue optional

initiatives authorized pursuant to the Patient Protection and Affordable Care Act, P. L. 111-148, and
the Health Care and Education Reconciliation Act of 2010, relating to: ... (F) the establishment of a
dual eligible demonstration program.

iil.  State funding commitments or con ing processes necéssary before fuli

impiementation

al MMEs and also Medicaid Eligible individuals. Key structural

A nclude use of one predictive modeling tool for all participants that
incorporates Medicare Medicaid claims data, a universal care plan document, electronic health
record and communication tafils, and:flexibility to expand the network of provider participants.

The Department anti'cipa'tes that both.its overallvalue-based purchasing strategy and ASO and HN
model design will be replicable and of rest to other states as an alternative to a managed system of
care. Connecticut’s value-based strate nclude 1) administrative integration; 2) the use of local care
delivery arrangements to integrate all Demdﬁ’,{,tration services and supports and to improve the MME's
care experience; and 4} use of HN performance payments to promote quality of and improved

experience of care.

v. Letters of support
Please find letters of support attached in Appendix B.

I. CMS Implementation Support — Budget Request
Please find budget request attached in Appendix
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§. Additional Documentation {as applicable)
Connecticut will provide additional documentation at CMS's request.

K. Interaction with Other HHS/CMS Initiatives
By improving care coordination and appropriate follow up care during care transitions, the Partnership
for Patients seeks to reduce hospital readmissions. In Connecticut, almost 29% of the duals population
{aged and disabled) in the state fiscal year 2010, were re-hospitalized within 30 days following a
discharge, and almost 10% were re-hospitalized within 7 days foilo__wiﬁg__a discharge. The ASO/HN model
of care wil direct primary care providers to: (1) improve commun'i'éé"t'ié'n with inpatient providers in
order to be informed when their patients are admitted to an, mpatlent setting; {2} communicate with the
_inpatient provider about the patient’s care and discharge; and (3 fd'l ow.up in a timely manner post-
discharge; and (4) deveiop and implement a patient- -centered care pla* “Through these practice reforms,
Connecticut expects to improve patient care and reduce hospital readmissio

Building on recent efforts by the Department of Pub|IC Heatth's Office of Multicult _\""’al Health to

] es in the state, Connectlcut plans to reduce. .dlsparstles in line
Ethnic Health DIsparities Connecticut has leveraged a grant
OJI.C. to engage policy makers in Equity Learning

jcipation by minority populations and improving

comprehensively evaiuate health dispa
with HHS’ Action Plan to Reduce Racial
from the National Academy of State Heélt
Collaboratives, with a focus of max:miZlng\M dicaid-pal
the transition to PCMHSs. In.2011, the Connec icul :
grant to integrate racial and ethnic health dlsp
planning and implementation process.

community and social’
programs such as iQuit.
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Appendix A. Workplan and Timeline

Timeframe

Key Activities/Milestones

April, 2012 — May, 2012

Solicit comments on proposal

e obtain key stakeholder comment on draft proposal {Medical
Assistance Program Oversight Council, Compiex Care Committee)

¢ conduct formai public comment period

* incorporate comments prior to submission to CMS on May 29,
2012

May, 2012 - June, 2012

Develop and implement operational standards for ASO model

e outline member support erwces

¢ define and develop: tocols for person- centered Intensive Care
Management (ICM}

¢ establish data collection;:anz
establish protocols for collect

a"reporting requirements
performance data from HNs

May, 2012 - June, 2012

Develop and implement operational standards for HN model

¢ outline roles and responsibilities regarding enrollment {ASO, HN,
_enrollment counseling contractor)
-and develop standards for multl dlSClpImary ICM and
prowder\commumcatlon

ldentlfy reporting responsibilities

June, 2012 - August
2012

:Deve!op and mptement operatlonal standards for exchange of

e define ar_ld establish protocols for required waivers,
protection: of privacy and opt-out
establish incremental plan to enhance interoperability of EHR

May, 2012 — July, 2012 .

Develop and implement reimbursement methodology

e conduct actuarial analysis of and calculate prospective
~infrastructure support (if any), advance payment
methodology, shared savings methodoiogy
* select risk adjustment methodology
identify roles and responsibilities for maklng payments
{Department, ASO, ACS)

May, 2012 - June, 2012

Conduct HN procurement

¢ develop and issue procurement
s evaluate procurement responses and select successful HNs
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contract for HN services based on the procurement
requirements

conduct Health Neighborhood readiness review
imptement Health Neighborhoods

May, 2012 — July, 2012

Develop and implement overall performance evaluation plan

work with expert and stakeholder groups to refine initial

selections of metrics

work with contractor to define measures, expected outcomes
and targets for each metric
implement varipus element
strategy, including reportin

pe_}rfbrmance evaluation
eys, consumer focus groups

July, 2012 — August,
2012

ASO participation -~
HN participation :
Opt-out of HN participation, information sh
Grievances and appeals B

July, 2012 — August,

2012

Develop and.implement member communication plan

establlsh s:
counseling
draft and seel
(ICM) materials (e g ‘are plan, me'mber rights and
responsibilities, di management and self-care materials)

- translate materials into.primary languages of origin

raft and implement provider engagement plan

conduct educational sessions across the provider continuum
present “learning collaborative” sessions

September, 2012 =
December, 2012

e with CMS to develop and finalize the Demonstration

elop comparison group methodology

identify any waivers that are needed

negotiate terms of the proposal with CMS

~ enter Memorandum of Understanding {(MOU) with CMS by

early September
enter Final Agreement with CMS by mid-October

December 1, 2012

| Launch Demonstration
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Appendix B. Cluster Maps

Connecticut’s Largest 7 Health Neighborhoods {non ACO PCPs)

North Central--A (St Francis Hospital, Cluster #16)

4]




South West (Bridgeport Hospital, Hartford Hospital, St Vincent’s Hospital,
Masonic Home and Hospitals, Cluster # 20)
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South Central {St Mary’sHospital, Cluster # 27)

Haven Hospitals, Cluster # 13)

North West (Charlotte Hungerford Hospital, Bristol Hospital, Hartford Hospita!,'CIuster # 33)
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Appendix C. Stakeholder Participation

Com unlty e

Price, Meryl

Health Policy Matters

McEvoy, Kate

Depariment of Social Services

Fiocchetta, Bill

Community Health Network

Harringtoen, Colleen

DMHAS

Polun, Debra

Community Health Care Association of CT

Frayne, Stephen CHIME
Holcomb, Claude Consumer Advocate
Gualtieri, Claudio AARP

Robinson, Julie

UCHC - Center on Aging

Smith, Karen

Rathier, Margaret

Smith, Marie

Borton, Mark

Schaefer, Mark

Cyr, Mary Ann

Barrett, Matthew

McCarthy, Maureen

Chat Health Care

Tikoo, Minakshi- . .. UCONN
Cole, Molly DSS
Gavin, Molly Rees

DSS

Puckett, Olivia LOB - Council on Medical Assistance Program
Love, Peter tJCONN

Fortinsky, Rick UCONN

Amdur, Sheila Co-Chair

Meehan, Tom MD Qualidigm
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Price.ﬂ Mery

Heaith Policy Matters

McEvoy, Kate

Department of Social Services

Abbot, Quincy The ARC CT

Becker, Alevin CT Mirror

Allen, Marie SW CT Agency on Aging
Amdur, Sheila Co-Chair

Andrews, Ellen

CT Health Policy

Ayers, Neil

OFA

Barreit, Matt

CAHCF

Fiocchetta, Bill

Community Health Network

Bissell, Michele

Apt Foundation

Bloom,Michael

RSL. Lobbyist

Bohnet, Carol

Allied Community:Resources

Borion, Mark

Equity Health Parinars

Bruni, Kathy . ...

Depaﬂmg' of:So

Bustow, Sheldon

Hospital for Special Care

Chin, Alyse DMHAS 2

Cole, Molly Department.o! _S_ocia! Sérv es
Collins, Efizabeth YNHH & BHP oC

Cournoyer, Brian CHA

Cyr, Mary Ann CHNCT

Demers, Kathleen Day Kimball

Denny, Marilyn GHLA

DiLeo, Paul DMHAS

Dinwoodie, Jennifer R AmeriChoice

Dufore, Marcia NCRMHB
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it i
ARC of CT

Duval, Deborah CDS
Eccleston, Susan Dss
Edelstein, Teri CCPA

Elwell, Alice Qualidigm
Atalla, Erica Wellcare
Erlingheuser, John AARP

Fay, Janine VNA CH Care
Fecteau, Jojn DMHAS
Felton-Reid, Hilary R&C
Ferrucei, Ken CSMsS

Foley, Anne OPM
Gallagher, Jennifer MedOptions
Gailagher, Sarah CSH. St

Gamelin, Yvonne

Afl About You HC

Gates, Heather

CHR

CT Community Care

South:Gentral AAA

Goodman,‘En‘ca"

Wellcare

Gridley, Elizabeth

AAYCT

Gualtieri, Claudio

AARP

Guerino, Neysa

AOA artnerships

Hall, Karyl Lee

CLRP~

Halpin, Susan

Robinson & Cole

Holcomb, Claude

Consumer Advocate
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Hoyl, Deborah

CAHCH

Hutchinson, Jennifer

DMHAS

Jacoh, Annie

Department of Social Services

Benson, Jill

Community Health Resources

Kelley, Brenda AARP
Krause, David OPM
Krodel, Nancy AARP

Lambert, Dawn

Depariment of Social Services

Langton, Mary Ann

CT Council on Development Disabilities

Larcen, Stephen

Natchaug

Leonard, Nancy

New England Home Care

Lipschutz, David

Medicare Advocacy

McGrath, Doreen

DDS

MeNichof, Jane

Meehan, Thoma

Meliso, Pamela

Moore, Steven - -

Morelli, Mag

Morgan, Siobhan

Hage, Christina

Murtha Law -

Mystrom, Kimberly

New England Home Care

Oldham, Jean

AAY Home Care

Ostrout, Sherry

CT. Community Care Inc.

Paek, Hyung

Optimus HC

Polun, Debra

CHACT

Reese-Gavin, Molly

CT Community Care
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Villano, Peter

Robinson, Julie

UCHC-Genter on Aging

Schaefer, Mark

Department of Social Services

Schwalbe, Katherine SEIU
Shepard, Emily | OFA
Shugrue, Noreen UCHC
Small, Henrietia CMHACC
Smith, Carol DMHAS
Smith, Marie UCONN

Soucey, Debra

Athena Health Care

Slein, Judy

Medicare Advocacy

Szczygiel, Lori

Value Options

Teed, Hillary

Toubman, Sheldon

Trapp, Carol

Turi, Sue

Vantassel, Jan

CLRP

Vinikas, Matt

CHC, Inc.

Watson, Deborah

Bridgeport Hosp. Fou’nd?ﬂio_n

Weekes, Brad

Kowalski Group

Woeiser, Rivka Depariment of Social Services
White, J. D. Wellcare fn

Williams, Holly OFA

Wodalch, Tracy CAHCH

Wojnarowicz, Randy Wellcare
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Woodsby, Alicia

PCS Housing“

Zavoski, Robert

Depariment of Social Services

Zito, Cathy

Mageilan Health

Fiocchetta, Bill

Community Health Network

Harrington, Colleen

DMHAS

Polun, Debra

Community Health Care Association of CT

Atalla, Erica

Wellcare

Evans-Starr, Julia

Commission on Aging

Sprague, Kim

CHIME

Den'ny‘ Marilyn

GLHA

O'Neil, Mary Ann

CT Community Providers Association

Towers, Mike

ACS

Rockwell, Patricia

Senior Care Centers

Frayne, Stephen

CHIME

Moore, Steven

VO

Ganesan, Uma

Department of Soclal Services
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ce, Meryl

Health Policy Matters

McEvoy, Kate

Department of Social Services

Amdur, Sheila

Co-Chair

Andrews, Ellen

CT Health Policy

Fiocchetta, Bill

Chin, Alyse

Cole, Molly

‘ Disabilities

Demers, Kathleen

Gavin, Molly

Ferrucci, Ken

Morelli, Mag

l.eading Age CT

Reese-Gavin, Molly

CT Community Care

Schaefer,

Department of Social Services ~ '

Toubman, Sheldon

NH Legal Aid

Teed, Hillary
Weiser, Rivka Depér't}n ﬁt'gf Social Services
Jepartment of Social Services

| Zavoski, MD

Harrington, Colleen

DMHAS

Poiun, Debra Community Health Care Association of CT
Towers, Mike ACS
Frayne, Stephen CHIME

Ganesan, Uma

Department of Social Services
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Appendix D. Stakeholder Engagement

Committee Name Meeting Date Topics Covered

“Complex Care Committes | January 25, 2011 Overview of State Demonstrations to Integrate Care

| discussion.

Complék Care Commiltee February 4, 2011 Overview of Federal Initiatives {medical homes; '
health homes, community health teams, Integrated

Care Organization for Dual Eligibles) and discussion

" Complex Care Committee -+

'Co'mplex Care Commlttée Apr.il 29, .2“011

August 26,2011

September 14, -

Performance Measures Model design, overview of measurement
Workgroup '
ocus group plan, performance measurement work
“'group, Dual Eligibles Overview, key analysis
questions, review of model characteristics

Complex Care Committee

Performance Measures: December 23, Discussion of measures

Expert Group — conference 2011

call

Madel Design Workgroup January 9, 2012 Model design, population served, shared savings
options,

Performance Measures: January 17, 2012 Discussion of compendium

Expert Group

- Model Design Workgroup - January 24, 20
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Performance Measures February 2, 2012 Discussion of guiding principles, domain definitions
Workgroup

Model Design Workgroup February 7, 2012 Health Neighborhood structure, services, care
teams; Introduction to Shared Savings models

Performance Measures: February 10, 2012 Discussion of compendium
Expert Group - conference

calt

Performance Measures: February 14, 2012  Discussion of compeﬁﬁiﬁm
Expert Group — conference

call

Performance Measures February 21, 2012
Workgroup

Corhplex Care Committee

Person-centered defimtlo'r'\;' Perforniénce '
.. Measurement update; Shared Savings and Incentive
" Payments; Enrollment options

Committes . March 12, 201

'Performance Measurement
Workgroup

Definition of Person-Centeredness, Selection of
Measures for Recommendation to the CCC and
Evatuation Design

CCC Executive Committee April 9, 2012 Review of Draft Demonstration Application
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Appendix E. Key Focus Group Themes

Focus Group

Key Themes: Focus Groups with Older

Key Themes: Focus Groups with Individuals

Questions Adults Age 65+ with Disabilities 18-64
. Current Experience With the Health Care System
What happens Most participants consistently see an *  Muitiple providers are the norm
when you go to office-based PCP and have between *+ Widespread access problems; hard to find
the doctor? one and four specialists in different providers who accept Medicare/Medicaid
practices and/or locations . M_ajor issue with dental care; some young
Some change doctors due to rotation adults have not seen a dentist in 3-5 years
of newer/younger docs + Individuals with DD and individuals with
Many reported issues with distance to SPMI may present differently; it is
their practitioner and transportati especially hard to find providers who
issues understand the needs of these
Where alternatives to using the ER populations \A_)E_th special needs
exist, participants are willing to us ediatric to adult care: difficult to find
them ‘ competent provideré to treat people with
disabilities
‘Most want to visit the same doctor or
at is aware of their medical history,
! ‘ 1:is typicaily complex
If you stayed in Mar':}\';"dé'écrib dé}ibsitive transitions BUT | « -Many described positive transitions from
a ne noted insufficient services at ~ hospitals to home
hospital/nursing i ' «  Providers who serve individuals with DD
home in the noted resistance by hospital staff to

past year, how
did your

providers help: e

you prepare to

those transitioning from a nursing home
were noted ‘

engage in discharge planning

Miajor issues with transition planning from
hospital to group home for individuals
with DD

go home? s

What happens Most doctors explain the basics {e.g. » Similar to older adults, most doctors
when your dosage) - explain the basics and most participants
doctor Most rely on pharmacists for any rely on pharmacists for questions
presc:"rib.?s a medication guestions « Parents of individuals with DD mentioned
medication?

Visiting nurses help educate consumers
re: medications '

A few had interpretation issues due to
language barriers

lack of communication between providers
and specialists, and concern about
contraindications

Nurses educate staff and families for 24-

hour group home, BUT those with iess
than 24-hour support receive insufficient
education and help
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i. Care Coordination Questions

Do you think Doctors do communicate -- via fax or EHR . N/A
your doctors Communication between physicians and
tatk to one other healthcare providers is very important
another re: yaur important for a relative to be invelved (but
care? {Asked of not necessarily to be invoived themselves)
individuals 65 Doctors generally do not communicate with
years of age homecare providers (except with visiting
only) nurses)
Have you seen a Confusion as to what a care plan was; s . N/A
written plan for participants reported seeing docu 'S re: '
your medical homecare; medications, sched her
care.and other medical records
services? {Asked . L
of individuals 65 Opinions on who should be involve
years of age designing a care pian varied from not ™
only) wanting anyone other than the consume
involved to wanting at least one relative
involved - o
Caregivers want to be involved in their -
relatives” care plan o
Who do you rely Fami : . N/A
on most for day-
to-day help? * Visiting Nurse, cc
(Asked of " Living (ADL)/In
individuals 65 and housekeeping:
years of age Persons 'o"r'x”CT_ Home Care Program for
only) _ Elders had more help at home, including
~Long-term Services and Sljgi:)/ports {LTSS),
ffé'n_sportati_on, medical issues and
emergency services
Participants noted that “Gatekeepers”
{family, RSCs, care managers} can be both
helpers and obstacles to care and supports
If you wanted to Yes, (with many participants indicating they | » N/A

see a doctor
about your
mental health,
would you know
where to go?

use services) consumers know where to go
for mental health care

Most people go to their primary care doctor,
social worker, or resident services
coordinator for a referral
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{Asked of Some consumers did not know who to
individuals 65 approach for emotional care and some
years of age experienced problems accessing mental
only) healt‘h care, e.g., ph\(sicians not taking
Medicare or Medicaid
Do multiple N/A General Feedback
people « Extensive need expressed for care
coordinate your coordination among multiple providers,
care & do you but desired coordination is frequently
understand ﬁbor or nonexistent
their roles? ~ People with all doctors in one practice
{Asked of 18-64 ind DD population with 24-hour
year old "S‘Ordination have far fewer issues.
individuals with lssues--‘régarding insufficient care
disabilities only) coordihéi{'lq“ .
* Poor me tion management
e - Finding providers.who accept coverage
S + Lack of provider understanding exists
" regarding issues that individuals with
-..DD and SPM face
Pediatric to adult care transition
Discharge planning to group homes
Who would you N/A elf or family member {especially
fike to parents of individuals with DD)

coordinate your

vith
disabilities only,

+ Group home nurse or house manager
« Behavioral Health care manager or
clinician

Would you mind

if doctors could
look at records
of all your
services to give
you better care?

{Asked of 18-64

yvear old
individuals with
disabilities anly)

* Answers overwhelmingly positive

+ Strong need expressed for making
relevaint information available to all
doctors

+ Small minority would insist on
individual consent each time

Would you
rather have the

N/A

Overall responses:
* Substantial differences of opinion
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current system
or health
neighborhood
coordinate your
care? (Asked of
18-64 year old
individuals with
disabilities only)

+ Individuals with SPMI strongly favor
health neighbarhood, in concept, for
better coordination of care

* Health neighborhood appealing to
many only if current docs participate

Significant reservations from individuals

with DD were expressed; '

+ Fear of losing long-term docs (some

_out-of-state)

«... Providers would need to develop

sensitivity to individuals with DD and
would need to be trained

ion

Do you know
the complaint
process for
problems with
care and patient
rights?

complain
Some would taik to their-health care
provider directly; others mentioned specifi
people they would ask for help:

How to make a complaint

Additional people to ask for help:
social workers, psychiatrists, office
manager i

Compilete provider satisfaction surveys

- Patient rights

:Same variety of experiences as for
older adults

Are you able to
choose your
doctors? -

providers, and denial of requests to change
A significant number had been turned away
by providers who don’t accept Medicare or
Medicaid - -

* Doctors change often, not by patients’
choice

+ Doctors must be setected from limited
tists; many don’t take
Medicare/Medicaid

»  Difficult to find providers with needed
expertise e.g., psychiatry, dentistry or
specific disability diagnoses

* Daoctors who take Medicaid cancel
appointments when their DSS
reimbursement is late

« Case managers help clients find
specialists

Do you think
some health
care providers
treat people
differently?

Many reported no problem with
discrimination

Others had perceived discrimination based
on: Race/ethnicity; Age; use of Medicaid {or
Medicare)

Others reported poor treatment, with no

« Providers treat people differently
based on a mental health diagnosis or
disability

* Individuals with DD stated that some
provider accommodate behavioral
issues and others refuse to provide
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clear cause

A few participants felt they receive better
treatment due to their age

service

Parents of individuals with DD
negative attitudes toward themselves
as parents

IV. Ideal Health Care and Service Program Question

How would you
describe an
ideal health care
and service
program for
vou?

Most agreed that they want more doctors to
accept Medicaid and Medicare patients

A holistic approach to health care with their
primary care and specialists located in one
town, or in one location

Access to a navigator or health care
advocate o
A streamlined, easy process for submitting
medical/prescription claims to' DSS
Better information about why SO
have to pay co-pays is needed to avoid.
confusion regarding this issue

Similar responses to 65+ population
More providers shouid accept

Medicare/Medicaid
‘Better care coordination needed,

especially among medical, social
services and durable equipment
providers

Value ability to choose one’s own PCP
and specialists

More information — provide list of
providers that accept
Medicare/Medicaid and their
backgrounds

or those who need anesthesia for
utine procedures, e.g. dental and

OBfGYN, allow at the same time
* Simplify or eliminate Medicaid spend-

down; causes considerable confusion
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Appendix F. Performance Measures

Domain Measure
Evidence of client receiving timely care, appointments, and information
Evidence of client and family choice and involvement in care plan design to desired extent
Person centered care planning questionnaire .

Person- More than 10 percent of all unique patients seen by-the'practttloner are provided patient-

Centered Care

specific education resources

Evidence client and family treated with respect'an'd' ignity

Clinical summaries provided to patients for more than 50 percent of all office visits within 3
business days

Transition Record Transmitted to Health care Professional {fr

inpatient facility to
community provider within 24 hours) ;

Evidence of adequate primary care/specialty care integration

Care Percentage of envollees reporting service coordinators help them get what they need
Transitions Evidence of adequate medical care and long-term services and supports integration
Maintain an up-to-date prc st.of current and active diagnoses. More than 80 percent
of all unique patients seen hay e at _st one entry or an indicaticn that no probtems are
known for the patient recorded as structured.data
Percentage with evidence of medication rec =c:hat on at the time of discharge
Medication Evidence of counseling about medlcattons - ‘
Management Percentage with evidence of annual monatonng of Iong term medications
Percentage with evidence of medication reconciliation at the time of SNF discharge
centage receiving mental health assessment
Prevention Percentage with:blood pressure measurement in preceding 2 years
fall risk assessment
cognitive status assessment
) Follow-Up After Hospitalization for Mental lliness within 7 days of discharge
Behavioral
Health Ability to access behavioral services quickly
Rate of readmission to psychiatric hospitals within 30 days and 180 days
Social connectedness to and support from others in the community such as family, friends,
co-workers, and classmates
Clinical Care Percentage with diabetes who receive the foliowing: HbA1C test, Dilated eye exam, Lipid
Measures profile, Monitoring for neuropathy, Foot exam

Percentage of diabetics with elevated BMI with counseling for diet / exercise
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For more than 50 percent of all unique patients height, weight, and blood pressure are
recorded as structured data for {A) Height, (B} Weight , {C) Blood pressure , (D) Calculate
and display body mass index (BMI}, and (E) Plot and display growth charts for the
population including BMI

Percentage with blood pressure within normal range

Diabetes composite: blood pressure <140/90

Heart failure: Beta blocker therapy for left ventricular systolic dysfunction (LVSD)

Percentage with osteoarthritis of hip and/or knee with pain assessments

Access to Care

Evidence of transportation availahility assessment

Evidence of financial assessment to determine any barriers to needed heaith and social care

Evidence of assessment of home environment for barriers to full mobility

Functionai
Status
Measures

Substantial decline in 3 or more activities of dally living (bathing, dressing, eating,
transferring, toileting)

Percentage with evidence of functional status assessment

Percentage who develop pressure ulge

Percentage stabilized in transferring in‘and out of bed

Quality of Life

Psychological health

Physical heaith

Environment

Social relationships

Claims-based
measures
suggested by
performance
measurement
expert group

Colorectal cancer screening

Mammography.screening

All-cause h_f):':_sp._l.talzfé?id_mission within 30 days
Ambulatory-Sensitive Conditions Admissions-COPD

Ambulatory Sensitive Conditions Admissions-Congestive Heart Failure

All-cause emergency department (ED) use

. Three (3) or more. ED'wsnts in six:(6) months
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