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Summary
[bookmark: _GoBack]Attendance: Deb Migneaut, Claudio Guiltieri, Karyl Lee Hall, Jill Benson, Molly Rees Gavin, Maureen McCarthy, Deb Polun, Rep. Susan Johnson, Sheila  Amdur, Commissioner Edith Prague, Matthew Katz, Liz Collins, Neysa Guerino, Marie Smith, Lakisha Hyatt, Colleen Harrington, Kate McEvoy 
Sheila summarized recommendations re regional education meetings re the duals initiative—features of Health Neighborhoods.  Regional groupings would be around DSS regions.
· Who should be invited
· Do we use chart of organization and HN overview?

Molly Gavin said that it is critical that regional education takes place.  Karyl Lee Hall said providers have to be target audience.  What is process for becoming part of HN?  Also advocates have to understand how system works.  Jill said that advantages for participating should be emphasized.  Matt Katz said that providers must understand what networks are and how they can be built.  Sheila noted that number of ACOs in state are growing which begins to limit who can apply to be lead.  Sheila noted that people with SMI are disproportionately represented in urban areas, which are the most likely demonstration areas, based on the number of dually eligibles.  The published structure of the HNs and payment is silent on the BHP payment as part of the administrative costs and it’s very likely BHP will have to have a major role given complexity of population.

Kate indicated when draft MOU is available then will have better projections of time for RFP. DSS can’t go ahead with regional education meetings until MOU is signed.  But can have strategy together and proposed time frame to go ahead.  Deb Polun suggested doing webinar (or possibly videoing) that people can access remotely since many people will be on vacation in August.  Kate wanted to know to whom and how to target for participation.  Molly suggested both face to face and webinar so providers can have interaction at local level.  Molly also said do not schedule meetings until DSS clear on all aspects of model.  Liz Collins said that clinical, admin, finance staff needed. Maureen McCarthy asked that providers be sent info in advance.  What should elements of advance information be?  Neysa Guerino suggested profile of constituents, who will be enrolled, what providers can join and must be in network.  Claudio suggested that all meetings be open to anyone from any area who wants to attend.  Marie Smith asked if in “convenor” role, can lay out targeted regions, networking needed and “speed dating” in the region. DSS can’t really be convenor.   Matt asked if CCC could be convenor.  Molly said that CCC doesn’t have all the answers.  Jill asked if RFI could be put out re providers who might be interested in participating and matching interest in particular regions.  Kate said she will investigate how DSS might do a less formal inquiry process about what groups might want to explore further.  Claudio suggested looking at who self-identifies for network formation for follow up.

Sheila asked when DSS would have process ready to go with tentative dates.  Potentially will do advance communication to identify potential participants, and stress advantages.  Can possibly have structure ready to circulate by week after July 4.  Kate asked about having participants around table as co-presenters who have participated in planning.  Commissioner Prague referred to new website “MyPlace Connecticut”, a long term services and support network site,  as a portal for beneficiaries and providers for finding services, for people looking for jobs.  This hub has connections with duals demo to inform through this site, and enabling connections between and among providers.  Members of committee representing trade organizations and large providers would be willing to participate. Aging would be willing to participate.  Marie said we need also to involve non-traditional providers who form support network for people who are dually eligible.  Karyl Lee Hall indicated advocacy community can indicate impact on beneficiaries.  Kate said it’s very important that providers understand what this does to help beneficiaries.  Rep. Johnson said it is very important to track beneficiary satisfaction.

Kate indicated that ACO has potential for impact on dually eligible, and CMMI has round 2 of Innovations funding and about 15 CT groups have filed LOIs. Kate said CMMI also has new grant available to states with MOUs for ombudsman program—ensuring beneficiaries have information about Duals project, what their experience is, etc.  CCC unanimous that DSS should seek this grant.

Washington State MOU is similar on managed fee for service, but exclusively relying on Health Home authority which CT has not yet implemented.  1905b(3) authority under Medicaid can potentially be used.  1905c waivers allow state to limit who is served and compare expenditures to institutional.  DSS also looking at 1915i.  DSS will send background documentation on all of these.  Under (i) state must serve all who qualify.  DSS has used this for modest expansion of home care for people who didn’t meet institutional care, but functionally met requirements.  For duals, supplemental services are not limited to long term care.  DSS needs to use a Medicaid allowed authority for APMII and supplemental services not now covered under Medicaid state plan.  Need vehicle to gain federal match for these authorities.  1905b(3) allows limiting geography and also limiting to which providers participate, rather than any “willing provider.” Federal law talks about this as “managed care”, but really would allow PMPM for APMII.  

Claudio asked who could receive supplemental services under 1905b(3).  Kate said state can limit, but can expand in future. The 1115 waiver might also apply. Kate said must empirically demonstrate that these services improve health care for people served.  Kate stressed again that beneficiaries can see any willing provider.

Enrollment will be passive participation and opting out.  Kate reviewed sections of MOU that will be in CT’s MOU.  The entire range of services that people now can receive will continue with all duals eligible.  Most of these sections would likely be the same for CT.
 
On pg. 29, set of definitions, appendix 2 is clear about what DSS must comply (particularly apt for advocates). Appendix 6 details performance payments—discusses means and methods, calculation of retrospective payment.  CMMI will permit successive enrollment but this impacts payment model that is not yet defined. Pg. 55 of MOU is on outcomes that will be required.  MOU also defines reporting requirements.  CT has some leeway on other measures.  The Washington state MOU outlines requirements for Health Homes.  This section will be replaced by CT’s requirements.

CMS has not been clear about “readiness review” will be for CT, and Kate said we must be able to tell people what to expect in these reviews.  Washington state may not have any specific requirements re people with SMI.  

Matt asked if CCC would continue to monitor once implemented, and this would be the case.  Kate is capturing aspects of legal requirements and will convene group as soon as possible.

Sheila reviewed going forward what the CCC’s charge is and we will review what additional activity we will undertake.

NEXT MEETING IS TUESDAY, JULY 30 AT 9:30.
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