COMPLEX CARE COMMITTEE—December 20, 2013

Kate McEvoy presented that more detail will be available on requirements on Administrative Lead agencies.  Review of communication to CMMI dated 12/13/2013:

1. Still need to finalize set of performance measures
2.  CMS provided 3 options for the HNs: Demonstration as a unified calculation of shared savings. Shared savings would be UNIQUE to HNs and would not be shared with ASO.
3.  Want to have broadest involvement of Duals in HNs as possible.
4.  How to define HNs—use cluster analysis in terms of PCPs and sharing with specialists, and not a geographic basis which has less relevance in CT.  Zero in on where there are actual interrelationships of providers.
5.  Goal directed, person centered, health equity, again reinforcing as a unified program with ASO.  Patient participation is still voluntary and can opt out of “shared savings” model, and remain in “traditional” Medicaid program with ASO management.
6.  Sheldon asked about PCMH who are getting enhanced payments related to the quality measures.  PCMH separate from this can, get additive payment for care management and/or shared savings under initiative.
7.  LOOK AT WASHINGTON STATE MOU RE SHARED SAVINGS:  Concern is that CMS threshholds much too high. CT will push for lower threshholds.
Medicare Minimum Savings Ratio—MSR—must be achieved (2 to 5%)
Medicaid Significance Factor (MSF)—must show that you are not achieving a higher Medicaid spending rate.  State wants to remove this and also remove the total cap of 6% of shared savings.
· CMS considers shared savings to be with state and it is state’s decision about how they share it.  CMS will share 50% of their savings that are above their threshholds.  It is not clear if state gets federal share of savings that would have been spent if Medicaid spending was higher.
· DSS will resend the WA MOU and committee members are urged to review the financial sections.
8.  Not yet clear how CMS will identify individuals enrolled in an ACO.  CMS technical division will be asked how this will occur.  Not a fixed population and can be rolling enrollment based on choice.
9.  Care Transitions Initiative—Molly Gavin said that CCCI one of 100 participants in U.S.—biggest barrier is how to work with ACOs.  Clear relationships with hospitals, but each ACO is different.  Each ACO is fighting to keep all people enrolled and do their own work.  ACOs are indicating to patients that they can’t participate in Care Transitions because they are concerned that this will interfere with their shared savings calculation.  CMS has not indicated this in policy.  This was not a problem until “shared savings” went into effect.  Sheila asked how this would work on HNs.  Who determines who gets share savings in HNs?
· Built in is that person under waiver continues with that care manager
· Also who are required members under HNs
· Kate indicated that Mercer will develop Shared Savings methodology that will determine how shared savings are distributed.  (MAY RECONVENE PROVIDER GROUP RE CARE COORDINATION AND HOW DIFFERENT GROUPS WORK TOGETHER) , and impact of ACOs.
· Molly asked what experience CHN has in working with ACOs which Kate will follow up.
· Mag Morelli asked if it made sense to postpone Duals and focus on ASO’s intensive care management, especially if most Duals may be enrolled in ACOs.  How confused will beneficiaries be?  Kate said that for beneficiaries, the main issue is who their lead care manager is.  Kate said that the main issue is if there is a critical mass.

Based on Quincy Abbott’s recommendation, DSS was requested to do a “framing” presentation on all the initiatives and how they inter-relate related to people with complex health care conditions, e.g., MFP, re-balancing, waivers, ACOs, Care Transitions.  Also to reengage Care Coordination group about standards across all sectors?

Question also if ACCESS agencies can get a partial APMII payment.

Underservice Measures:  CMS requested measures for this, but Center for Healthcare Strategies who are nationally known for duals measures sent back info on access to care.  Kate will circulate their memo. NQF put out measures overall for duals.  DSS wants to develop one or two measures—related to underservice.  Claudio suggested random audits of care.  DSS has committed to this in terms of retrospective care, but no known concurrent review standards.

Sheldon noted that the assumption is overutilization in fee for service, and so have to address this in terms of shared savings.  That’s why measures are needed.  Ken Ferrucci said that if we talk about prospective measures, then really need education, since there are multiple initiatives.  Ken also suggested “review” instead of audit.  Sheila indicated that state SIM plan talks about developing underservice measures re Equity and Access Council. Sheila suggested that CCC would be logical body under MAPOC to deal with underservice measures both in relationship to Duals and to other people with complex health care conditions under Medicaid.  Follow up with MAPOC regarding this.  Committee agreed by consensus.

Margaret Murphy reported that CMS finally came up with manual related to payment for maintenance care under Medicare.  Medicare has retrained their contractors to allow payments.  It will be a learning curve for providers to demonstrate that care maintains gains.  If people are running into patients not getting care, Center for Medicare Advocacy will be meeting with CMS.  Kate indicated this is “watershed” moment, and can be large savings for Medicaid.  DSS can partner with the Center to do provider transmittals and assure that providers know about this.   Tracy emphasized that providers need clear information on documentation so they can bill appropriately.  Sheldon asked about the interplay between providers, e.g., for duals for medical equipment.  Based on CT legislation, can get DSS prior auth.  Provider can bill Medicare and then knows Medicaid will pay.  Can that model work in Home Health context?  Tracy said they are working on a model that would allow provider to know this in advance.  

Claudio asked if this decision will in any way “soften” observation status rule in hospitals.  Person may have been put on Medicare B not A, and when they go to nursing home, never were admitted and therefore Medicare won’t pay.  There are legislative measures pending sponsored by Rep. Joe Courtney in Congress.  Claudio also asked how much this will cost Medicare.  Margaret said that CMS says this is a “clarification” for Medicare and therefore should have been covered.

[bookmark: _GoBack]Sheila will be developing with executive committee of CCC a topical schedule for meetings in 2014.

Sheldon raised an issue about people who are quadriplegic and are denied motorized wheelchairs by DSS.  He will provide written information on this to inform the CCC.  Kate just noted that there is need for appropriate medical documentation on qualifying for power wheelchairs.

Next meeting will be January 31.
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