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COMPLEX CARE COMMITTEE—JULY 30, 2013

Attendance: Sheila Amdur, Rep. Susan Johnson, Quincy Abbot, Claudio Gualtierie, Molly Rees Gavin, Matthew Katz, Karyl Lee Hall, Tracy Wodatch, Mag Morelli, Michael Taylor, Sheldon Toubman, Colleen Harrington, Neysa Guerino, John Lynch, Doug Arnold, Mary Ann Cyr, Lakisha Hyatt, Marie Smith, Bill Halsey, Kate McEvoy

Kate McEvoy reported that there is a DSS internal multi-disciplinary work group with DSS, ASOs, and XEROX about this initiative.  Draft MOU expected this week.  Draft will be shared with CCC, including question about allow rolling enrollment.  MOU must be signed for any funds to flow to DSS.  

Bill Halsey is meeting with vendors who will be touching the data—HP, XEROX, CHN, etc.—and they will meet on regular basis to assure the data process is seamless..  XEROX does enrollment, and CHN will be the distributor through their provider portals.  Must protect who has access to this data, and is still in development.  Kate said they are translating all the Care Coordination and other documents describing HNs into an RFP.  They are also looking at what contracts need to be with different parties.  Time frames will all be dependent upon signing MOU.  Jan. 1 implementation does not seem feasible.

Kate reviewed draft PowerPoint document starting with overview of the Demonstration, goals, composition of HN, history of project, payment methods, etc.   Dr. Arnold asked if MME is in ACO, can they participate in this Demonstration.  Kate has asked for clarification from CMS, but she believes that clients can’t be counted twice in two shared savings initiatives.  ProHealth has been told that if the person has been in Duals program, then enroll in ProHealth, this patient doesn’t count for ACO until a new enrollment period.  Kate has asked if existing ACO can serve as Lead if the enrollment is distinct, and also if ProHealth MDs can be providers in HN.

Quincy Abbott raised his overall concern about “melding” long term supports and services with Medicare and Medicaid.  The long term supports and services are geared to helping individuals lead satisfying secure life, whereas Medicare and Medicaid are medically focused.  Quincy thinks that it is important to introduce examples throughout slides to indicate what the integration of long term care and medical care would be.  Sheila indicated she thought that Quincy summarized the major issue with addressing culture change in how people with multiple disabilities and major medical issues can have disparate service services work together to meet the goals of the initiative.  Claudio suggested that goals of initiative be stressed upfront.

Matt suggested emphasizing:

Who Qualifies
Where do people get their social services/behavioral health/medical care
How this Demonstration addresses improvements and meeting goals of improved health outcomes and lowering the costs trend.

Do we need examples from other states or examples of what we are not doing in CT?  More examples comparing Health Homes, ACOs, and HNs.   Doug Arnold pointed out that there are 8 Medicare ACOs in CT. The suggestion was to stay focused on CT initiatives.
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PowerPoint also described current initiatives in CT, such as the ASOs for Medicaid, PCMH, and how these interact with HNs.  Kate also clarified that under this year’s state budget, FQHCs cannot receive enhanced PCMH payment.  It was also suggested that the complementary initiatives such as MFP be outlined in relationship to the HN.  Michael Taylor asked that clarification be made up front of how is this initiative different from what already exists, and how does this benefit consumers and providers who serve them? Meg and Tracy said they liked the current outline with specificity about how these other initiatives work and how they interact with HN.  Do a schematic about the “pillars” of the system.  Quincy said there are families who deal with multiple systems of care, depending upon the issues their family confronts.  CHN can “broaden the view” when there are multiple systems involved, and CHN can flag the family so there is no duplication of service.

Dr. Arnold said that new Medicaid rates for primary care should really increase primary care participation in Medicaid.  Sheldon Toubman stressed that the success of this increase must be promoted so feds continue the support for the rates which end in 18 months.

Kate stressed they want HNs to focus on Care Coordination and not become mini-ASOs. CHN will be tracking data and providing provider portal through which care plans can be shared.  All PCMH practices which are entitled for the enhanced APMI will have this rate converted to PMPM for add-on payment.  PCMH practices are serving 205,000 Medicaid patients currently, split about half with pediatric patients and those that serve adults primarily.  PCMH has limited embedded core coordination. DSS has shown scope of care coordination in such initiatives as waiver services, PCMH, and LMHAs and how HN pulls this together.

Up to date data must be provided on cluster analysis from Jen Associates-2011 data.  Sheila suggested that the cluster analysis that is available be shared with providers so that those who may want to be involved as leads or BHP can see what the characteristics of the population are, and what may be needed to serve them.  She again stressed the predominance of MMEs with serious mental illnesses in the urban areas. Matt suggested adding a description of the BHPA.  Kate also clarified that HN is not a new legal structure, but will be a network of care coordination.  ALA will also be contracting for supplemental services as outlined by DSS.

Molly Gavin said that Regional demonstrations will be most critical and challenging given the diversity of the providers who will attend.  Molly suggested testing the presentation with a small group of providers who never attended any of the planning meetings.  Kate asked groups to suggest volunteers for focus groups.  Doug Arnold asked if LCMs had to part of HNs, and they must be part of this.  Kate has had volunteers to sponsor meetings.  Sheila will send out invitation for people to co-lead or introduce meetings.

Peter Lynch of Pro Health suggested that primary care physicians should be consulted by DSS’ internal operations.  Kate agreed that amplifying the ACO model might have worked, but CMS has not allowed this. HN is a laboratory environment that integrates both sources of funding and is broader in is scope in terms of providers and social and environmental supports involved.
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