COMPLEX CARE COMMITTEE—SEPTEMBER 18, 2013--NOTES
Questions from CMS:  For those individuals newly eligible for M/M, monthly enrollment and then also for all demonstration population, annual review.  At beginning of demonstration, CHN will assign people passively to HN based on locus of care.  Not clear yet if someone drops out of Medicare Advantage—MA recipients have annual election period and then could get into HN.  Enrollment broker will actively contact recipient to see if they want to enroll once they receive attribution file from CHN.
The Initial enrollment period will be 90 to 120 days. This would close with assessment of numbers enrolled in HNs.  CMS wanted clarification about CHN currently using claims to enroll in PCMH.  Also that person can’t be a LCM, must be agency.  Also “common core functional assessment” is being developed for universal use.
Start Up payments:  HNs will be eligible for upfront payments, based on state’s receiving payments, and on HN meeting conditions specified.  CT will also pursue ombudsman for program. Attorney Toubman asked about appeals process with one point of contact and then sent to final arbiter.  Mary Ann Cyr from CHN said currently they investigate any complaint with processes set up for resolution.  However, for appeals, Mary Ann suggested what is appealable when there are very few services requiring prior authorization.  Would there be different processes for HN and enhanced ASO?  Kate has developed draft paper related to combine Medicare/Medicaid appeals which must be reviewed with CCC work group related to this.  Sheldon raised issue of issues related to any “disincentives” to provide care.  Kate said that DSS will apply for funding for ombudsman that will be a third party to this process.  As soon as CMS indicates that application can be submitted, then work group will meet with DSS to review and comment on appeals/ombudsman process.
Medicare will provide who are members of MA or ACOs in advance to the Demonstration so that “critical mass” for HNs can be determined.  Once a person enrolled in a Health Neighborhood they are not eligible for ACO or MA.
APMII payment is payment for LCMs.  Payment for supplemental services is distinct from this and will go through ALA of HN.  Kate reviewed the Medicaid authority for payment under 1915(b)(3) & (4). This specifies authority for payment, for network, and for additional services (supplemental services under Demonstration). DSS is recommending using waiver and not state plan authority because CMS prefers a waiver authority for Demonstration.  When DSS moves to PMPM payment for Health Neighborhoods, DSS will move to PMPM payment for PCMH.  State will use waiver authority for APMI payment. 
Performance measures:  Questions should be addressed in writing to DSS (Bill Halsey and Kate McEvoy) regarding performance measures. CMS has outlined MFFS MEASURE TABLE BY DEMONSTRATION YEAR with a “Care Plan Measure” and “Training Measure” to be proposed by state.  DSS has done extensive literature review with National Quality Forum, the “Starter Set of Measures,” which the Forum concluded were most important, especially measuring across care settings.  Close correspondence between Starter Set and CMS requirements.  How can impact be gauged?  Can this be done through Training Measure?
· Molly Gavin suggested that measurement re care transitions and post discharge planning is important and should align with other state initiatives.  Molly also pointed out that for those over 65; there are multiple age cohorts in terms of needs.  Will goals be medically directed or patient centered?  Are any measures related to measuring “under treatment” or underutilization?  Kate has reviewed literature related to this and asked Committee members to comment on any measures that might address this.  Sheldon Toubman said there really aren’t measures to address this and CT may have to address this.  Kate said the Commonwealth Fund has addressed underserving.  Neysa reinforced that we don’t have measures related to gaps in care.  Karyl Lee noted that consumer surveys are weighted towards positive results and this is why appeals process is so important.  Claudio said that reversals of appeals and types should be reviewed in terms of what the underlying issues.  Jill Benson raised that no health outcomes are being focused on.  Sheldon felt that appeals process is faulty because it won’t measure what consumer is not really even aware of what they can receive.  Molly Gavin said that underutilization does occur because of cost constraints.  What are best practices in terms of particular conditions in relationship to care received?  Sheila raised that the dually eligible population have the most serious health conditions; CT has much higher costs of care related to overutilization of nursing homes, inpatient, unnecessary tests, and underutilization of targeted home health care and patient education.  Measures do not yet address the “two legs of the stool” in terms of health outcomes and consumer experience.  Underutilization in this population leads to higher costs.  There will be funding for Quality Mgt organization which will do population based studies, consumer surveys and experience, etc.  DSS will recirculate that part of the application.  Question rose about early detection of dementia and whether this will be followed.  Medicare has wellness visit but it may not be an extensive visit.  Early detection of dementia does not emerge in any of the measures.  DSS only has control over Care Plan measure and Training measure.  Claudio raised that random audits could potentially be done (no fault); how else could situation be handled?  Tracy said that also trending of ERs and hospital use could also help us target best practice areas that are needed. Sheila noted that the Training measure quite important related to characteristics of this population.
[bookmark: _GoBack]John Lynch of Pro Health asked how post transition planning is done, who does it and how HN requires and monitors.  Will MDs have to abstract outcomes from their charts?  ACOs, e.g., are required of MDs to manually enter particular data.  How can we mitigate barriers to gather data and prevent duplication and burden of effort by MDs?  Kate said that she would like to revive clinical forum to talk about how to implement measures. 
Kate reviewed three themes:  1) measuring underutilization; 2) care coordination across care settings and who is responsible; 3) testing by diverse means experience of care.  How do we reflect in training person-centeredness?  Kate will relate these concerns to CMS and also bring back feedback from their own internal clinical review group.  JEN will integrate Medicare and Medicaid data and CHN will work with data re overview of Demonstration and DSS will share with CCC.
Commissioner Prague said that she wanted clarification that physician makes decision about appropriate treatment.  John Lynch said his concern is that “underutilization” measures should be addressed in any appeal by clinical review about what is best practice.  Sheldon said measures should not relate to appropriate care, but rather denial of care that may be needed.
Timetable is still not clear until MOU is settled.
Sheila asked about data JEN has sent; Bill Halsey will ask JEN to give us an overview and explanation of the data.
Sheila asked about the focus group for October 4.  Trade groups will be asked to get feedback from their members on the presentation.  The presentation will focus on all aspect of the HN and the draft will be sent for distribution and comment by DSS on Sept. 22.  Trade groups should send summary comments to DSS in advance.  The Forum will be 9:30 on October 4.
Submitted by,
Sheila B. Amdur
