COMPLEX CARE EXECUTIVE COMMITTEE CONF. CALL--12/191/2013
Nancy Naveretta, Sheldon Toubman, Coleen Harrington, Bill Halsey, Rep. Susan Johnson, Quincy Abbott, Kate McEvoy, Vicki Veltri (guest), Olivia Puckett, Sheila Amdur
For Friday regular meeting.
1) report on CMMI Duals
2) Margaret Murphy re Medicare now covering maintenance care
3) Future topics/SIM--Vicki give overview. State must submit an Innovation Plan to CMMI, a framework where the state as a whole is going including private sector.  Sometime in 2014, CMMI will issue FOA to potentially cover parts of the Plan.  CT would have to apply for what they want and probably no funds until Oct., 2014, with implementation in 2015. Have to develop quality metrics, and work of a new Equity and Access Council to develop under-service measures.  Will have consumer access involvement in each of these areas.  Goal is to have private and public payers using same measures of under-service before they institute any "upside" risk.
MAPOC-- what role will they reply re SIM development--DSS will be reporting to MAPOC-- and how actively involved will MAPOC and its committees be in how this planning impacts Medicaid?  How much does CCC get involved in under-service issue? 
Other topics:
· People in Observation status--require hospitals to notify people of their status--Duals applications asks CMS to waive that rule--Susan Johnson will bring this up tomorrow (NY law addresses this).
· Contextual issues:
· Review of the most expensive patients--initiatives underway to address these issues--who are highest cost patients--what are their characteristics and issues.  Should we be tracking 'super-user' report-diagnoses, geography, costs, utilization patterns, environmental factors.  Costs related to housing people vs repetitive ER treatment.
· Quincy noted the multitude of initiatives: MFP/Duals--what is overlap?   Contextual review of various initiatives related to people with most complex health conditions/highest cost.

· "Downside risk"--changing payment model--OPM has agreed to remove this from SIM. State will pursue an "upside" solution.  Vicki Veltri will share this information with CCC.
· Under-Service:  How do you measure this, how to manage it, how to protect against it.  If providers have financial stake in care, how does one assure that under service does not take place because of pressures to reduce costs. Kate pointed out stakeholder process at CCC re under-service measures in SIM--Equity and Access Council will develop this. SHOULD CCC RECONSTITUTE QUALITY COMMITTEE?  
· Kate said that DSS has found that our Duals population is 55% higher in cost than national average.  Need discussion and overview of changes in payment models.  Sheila indicated that we need to measure quality and assure that these are valid measures while at the same time we monitor savings in terms of any indications of under-service.
· Kate said that CHCS gave measures of access, but not once they are in service, what are measures of under-service.
· Natl. Quality Forum--put out quality measures for Duals. KATE ALSO WILL BRING CHCS RESPONSE TO MEETING.
EXCERPTS FROM SIM PLANNING (http://www.healthreform.ct.gov/ohri/site/default.asp). Please note that "bold" sections were my edits.
”MEDICAID ROLE IN SIM:

Medicaid will align with other payers to the extent of implementing an upside only shared savings program for the general population. The Department will, based on the early experience of other payers with this approach, assess the need for protections for Medicaid beneficiaries and on this basis will determine when during the test grant period to implement. 
Prior to implementation of the Innovation Plan, DSS is proposing to limit its use of a shared savings approach in Medicaid to the activities proposed under the Demonstration to Integrate Care for Medicare-Medicaid Enrollees (“duals demonstration”). DSS is proposing to implement the duals demonstration at a point in time in 2014 to be determined by the pace of settling a Memorandum of Understanding with the Centers for Medicare and Medicaid Innovation (CMMI)

Medicaid will plan to align its PCMH standards and quality/utilization metrics with other payers. Medicaid proposes both to retain its current recognition of PCMH practices that have achieved NCQA recognition and Joint Commission accreditation and additionally to recognize providers that have achieved AMH status. The specific details of this model and how the AMH standards will compare to current PCMH standards are still to be completely clarified. Medicaid will seek to: 
expand scope of support for patients within medical homes to more fully include measures related to social determinants of health, behavioral health, oral health; 
enable fuller adherence to the National Culturally and Linguistically Appropriate Services (CLAS) Standards; 
more fully incorporate data collection and analytics in support of a population health-based approach; 
and expand the disciplinary range of the care team, both within and affiliated with the medical home. 
To the extent above not included in the core AMH standard set, DSS may establish additional standards applicable to Medicaid. 
	
Risk of under-service in shared savings programs 

	A number of respondents raised concerns that shared savings Payment methods will incentivize providers to withhold necessary care. They asked what safeguards SIM will put into place to prevent this from happening. Some proposed the development of methods for monitoring under-service and an explicit principle that practitioners will be disqualified from receiving shared savings if they demonstrate under-service. 

The Innovation Plan notes that it is important to establish program integrity functions that focus on these issues of risk avoidance and under-service, and that such functions should be separate and apart from quality measurement and continuous quality improvement activities. To this end, the Innovation Plan proposes to establish a separate Equity and Access Council comprised of consumer advocates, payer-based experts in audits and advanced analytics, and clinical experts and researchers from the state’s academic health centers. The task of this Council will be to review the need for and recommend audit strategies and methods, both retrospective and concurrent, to help guard against these risks and to encourage payers to adopt such methods as they implement shared savings program arrangements. The state anticipates that payers will establish audit processes consistent with the recommendations of this Council. 
Several payers noted that under-service has been of relatively limited concern in their early payment reform efforts because they have been engaged with physicians who are self-selected and thus might be considered high performers. They are believed to be among the most advanced and focused on quality. In many cases, they have independently pursued medical home recognition. The NCQA PCMH recognition process reportedly requires that medical homes have methods for monitoring physician behavior and at least one payer reported that this is a requirement of their SSP contracts. We will examine the NCQA PCMH requirements as well. 
Several payers acknowledged that as cost accountable payment reforms such as shared savings programs become the default payment mechanism, methods for monitoring under-service may be of increasing importance. 
Payers also noted that NCQA health plan accreditation has required monitoring for under-service and over-service. We are in the process of soliciting more information about these NCQA required processes to determine whether they are consistent with the intent of the Council. One payer noted that these NCQA requirements have been phased out in favor of a portfolio of requirements that proactively address quality, safety, continuity, coordination, and gaps in care. 
Most payers expressed a willingness to engage on this topic through the Equity and Access Council. CMMI is also interested in this issue and is making efforts to provide for Medicare’s participation. One payer suggested that we involve the NQF as well. 

Several of the payers were willing to consider contractual methods for disqualifying practitioners from receiving shared savings if they are found to be engaging in systematic efforts to under-serve or to select or de-select patients based on quality or cost risks. However, there is at present insufficient 
consensus on this point to include it as a core principle. Consensus may emerge from further examination of this issue in the context of the Council including evaluation of the extent to which under-service might be an issue, and through the testing of various audit methods by payers. We intend to include providers and consumer advocates in this important area of inquiry. 

Medicaid expects that the SIM-associated process for selection of methods for monitoring of under-service and/or patient selection will, among payers, pose and settle the question of whether documentation of this type of behavior will be a disqualifying factor in assessment of eligibility for shared savings. DSS will participate in the Equity and Access Council and will not implement shared savings arrangements under the general Medicaid program until reasonable and necessary methods for monitoring under-services are in place. Whether documented under-service would disqualify providers under the Demonstration to Integrate Care for Medicare-Medicaid Enrollees would need to be determined in consultation with the Complex Care Committee .

MEDICAID ALIGNMENT WITH SIM GOALS:
	 


Medicaid will align with other payers during the Innovation Plan test grant period by implementing an upside shared savings program for the general Medicaid population. Consideration of subjecting Medicaid providers to downside risk later in the test grant period will be informed by experience of other payers that have implemented downside risk and by metrics associated with patient access to care, experience of care and health outcomes. DSS will, based on the early experience of other payers with this approach, assess the need for protections for Medicaid beneficiaries and on this basis will determine how and when during the test grant period to implement downside risk. The rationale for this staged process is to avoid negative quality outcomes for program participants and unintended contraction of the Medicaid provider network. 
Prior to implementation of the Innovation Plan, DSS is proposing to limit its use of a shared savings approach in Medicaid to the activities proposed under the Demonstration to Integrate Care for Medicare-Medicaid Enrollees (“duals demonstration”). DSS is proposing to implement the duals demonstration at a point in time in 2014 to be determined by the pace of settling a Memorandum of Understanding with the Centers for Medicare and Medicaid Innovation (CMMI). 
Medicaid will plan to align its PCMH standards and quality/utilization metrics with other payers. Medicaid proposes both to retain its current recognition of PCMH practices that have achieved NCQA recognition and Joint Commission accreditation and additionally to recognize providers that have achieved AMH status. Although there has been much discussion of the basic concepts of AMH, the specific details of this model and how the AMH standards will compare to current PCMH standards are still to be completely clarified. At a minimum, Medicaid will be seeking to include the following in the AMH standards: 
1. expand the scope of support for patients within medical homes to more fully include measures to identify and address social determinants of health, behavioral health, oral health; 
2. enable fuller adherence to the National Culturally and Linguistically Appropriate Services (CLAS) Standards in Health and Health Care; 
3. more fully incorporate data collection and analytics in support of a population health-based approach; and 
4. expand the disciplinary range of the care team, both within and affiliated with the medical home. 
To the extent that the above are not included in the core AMH standard set, DSS may establish these as additional standards applicable to providers that serve Medicaid. ”
Notes provided by,

Sheila Amdur
