COMPLEX CARE COMMITTEE—JANUARY 31, 2014
[bookmark: _GoBack]Kate McEvoy reported on discussions with CMMI and broad interdisciplinary group.  Consolidated MOU that addresses both ASO and HN involvement.  ASO will not receive performance payments; HNs will but overall performance will be evaluated. CHN has already demonstrated better outcomes and this should be reinforced.
· DSS has had concern about some of the performance payments issues as outlined in Appendix 6 of WA state MOU, with two year look back of expenditures and then a projection of growth rate, with then comparison of actual experience.  Shared savings arrangement is with state and state decides how to share with providers.
· Medicare savings must be offset by any increase in Medicaid expenditures.
· Must demonstrate that state exceeds a MSR (Minimum Savings Rate). (Does state receive shared savings only above this amount?   60% of savings relates to meeting standards, with 40% to exceeding those standards.)  Minimum threshold for Medicare savings is 2% which must be reached before any savings with state.
· Medicaid Significance Standard—if state exceeds this, then state’s share of Medicare reduced (does state receive any federal shared savings related to Medicaid? Is there any way to develop rough estimates of potential savings?  DSS will look at this.  STATE SHARES 50% OF ALL NET FEDERAL MEDICARE AND MEDICAID SAVINGS.)
· The cap for shared savings is 6%.
· State has asked for lower minimum threshold rate for Medicare and reduced Medicaid Significance Standard, with cap removed.
· CMS has said that all states, whether fee for service or for managed care, have the same financial standard.
· Matt Katz asked if care coordination payments would be counted against shared savings. –These are out of Demonstration grant funds and do not count against Medicaid Significance.
· Also the concern that our population will be smaller and therefore with fewer pilots, we will have higher minimum standard.  Should we then shoot for higher number of pilots?—DSS will know better when we see number of ACOs and their enrollment.
· DMHAS grant funding does not count against savings.
· Will CMS recognize acuity of our population compared to all duals—the potential for higher need clients in the demonstration is significant.  Ellen raised the issue of risk adjustment.
· Kate has raised the issue with OPM of including some care coordination payments in budget.
· Methodology for distribution of payments within state has not been finalized.  This is state’s responsibility, not CMS.
· Bill Halsey reported that the two populations not included are Medicare Advantage, for whom state receives report of enrollment.  For ACO enrollment, it is more fluid.  At start of demonstration there is  “true list” of people who are not enrolled in either.  Once in demonstration, they will NOT be enrolled in an ACO and will be enrolled in HN. Individuals can disenroll from ACO and enroll in HN. State does not know at this point how many will be eligible for HN—monthly feed to DSS.  Molly Gavin is concerned that there will be “chaos”.  For project she is involved in with hospitals, patients in this project were not to be enrolled in ACO.  However, at consumer level there is great confusion.  Matt Katz believes there will be much confusion also at provider level. ACOs are increasing physician networks.  Individual MD can have patients in ACO and HN, but patient can only be in one.  
· How will ACOs know which patients are “off limits?!”  DSS asked this question of CMS, but with no response. DSS can’t share HN enrollees with ACOs.  CMS has not worked out the mechanics of this, nor does it appear they have sent guidance to ACOs.  May lead to “fights” over patients to get minimum numbers in respective initiative, and patients turn to providers for advice.  Deb Polun raised that provider education is crucial.  Sheila raised concern about down the road of high cost dual eligible patients being “gently” encouraged to leave ACO because of negative impact on shared savings.  Molly raised concern about HNs succeeding in this environment.
· Person can disenrollment with HN, but still remains in the demonstration under the ASO.
· CHN can detail Medicare/Medicaid cost experience for providers in HNs.
· Mag Morelli raised the issue of how we coordinate with ACOs rather than “compete.”
· Matt said so far only 25% of ACOs in US have been able to achieve shared savings.  So savings that HNs will have to achieve to meet minimum thresholds may be major.
· Dawn Lambert rose outlining for consumers benefits of HN and/or ACO.  HN application to CMS does outline this for HNs.  ACOs use retrospective attribution—it is not an affirmative enrollment process but really alignment based on their provider experience.  In both scenarios, attribution made based on where patient has gone to the doctor. Karyl Lee said that we need to keep focus on consumer perspective and the need for provider and consumer education
The Executive Committee of the CCC met to talk about issues that we should consider addressing in this calendar year.  The CCC charge is to focus on people on Medicaid with complex health care conditions.
1.   Continue to oversee the Duals initiative--focus in February on the financing model and MOU with CMS with review of Washington State MOU.
2.  DSS will provide a "framing session" on all Medicaid initiatives that cross populations or are population specific, eg, waivers, planned Health Homes, MFP, rebalancing, etc.  How will the interface among and between these initiatives work with the Duals Initiative?  This discussion may include ACOs in the state and their interrelationship with these Medicaid initiatives that involve people dually eligible for Medicare and Medicaid.--March meeting
3.  Changing payment models as they impact the highest cost, highest need users, including how to measure and prevent underservice.
4.  Rep. Johnson recommended a joint meeting with the Behavioral Health Partnership to discuss collaborative healthcare care management for people with complex healthcare conditions including behavioral health disorders. 
Ombudsman proposal:  CMS only made these proposals available to states that received planning funds, and will only be released when MOU signed.  DSS looked at designating an entity to be ombudsman and chose the Office of the Healthcare Advocate.  Built in training aspect with Center for Medicare Advocacy and UConn Center on Aging.  In addition, stakeholders are identified and would be subcommittee of CCC—Ombudsman group—and group can recommend further training.  UConn would have additional focus groups.  Complaints can include issues re quality.  How does consumer know where to appeal?  This must be identified in protocols so it is clear to consumers.
· Margaret Murphy noted that there is much that needs to be done to define appeals process and overlapping grievance procedures.
· Kate noted that there will be a six month planning process and funds built in for partner agencies
· Deb Polun asked about independence of OHA given that Healthcare Advocate notes that she reports to the Lt. Governor.  Kate will seek clarification about this, since OHA in statute reports to an independent board.
· HN Budget does include funds for evaluation and for additional funds for ASO. Ombudsman budget related to what OHA projected for numbers of appeals based on their current experiences.
· Matt said there must be outreach and education of physicians.
· Karyl Lee raised concerns about OHA being overseen by DSS and how that impacts their independent role. ( Should there be a contracted external body that is independent?) CMS required that DSS be the applicant and must be involved.  Kate indicated that safeguards can be discussed during six month planning process.
· Deb asked why Xerox and Access Health are included.  Kate said Xerox is enrollment broker and must be involved in how to protect consumer rights.  Xerox would be ad hoc.
· Sheldon indicated part of the reason for independent ombudsman is that state does have an interest in saving money, and ombudsman should have no interest in this and should be looking at system issues.  Sheldon raised whether OHA is truly independent, and is free from conflicts of interests, since part of its work reports directly to the Lt. Governor.  SIM project is in OHA and is controversial.  So is Ombudsman “truly” independent from conflict issues?
· Matt Katz raised issue on Org chart.  The Complex Care Committee is part of an oversight function as mandated by the Legislature, and the Org chart does not show any connection.  Kate indicated that this is formatting issue and should show “dotted” line relationship to Duals project and to Ombudsman.
· Kate will report back to the committee in February re independence issues. 
· Molly Gavin clarified that CT Department of Social Services has had the vision to recognize other organizations as core partners in regional Aging and Disability Resource Centers (ADRC).  Connecticut Community Care, Inc. (CCCI) is a core partner in the Eastern and North Central CT ADRC.  

Sheila reported that a subcommittee will be set up to focus on issues of underservice, first focusing on duals and then on broader Medicaid populations.  The subcommittee will be co-chaired by Ellen Andrews and Claudio Gualitieri, and members will predominantly be advocates and consumers with provider trade associations represented.  The subcommittee will work cooperatively with the SIM initiative.  Kate reported that she met with NCQA re this issue.  They pointed to their person centered medical home measures, and then doing studies re patient experience. Kate noted that there has been very little done about this issue nationally.  CHN has used the NCQA tool and allows a powerful view into patient’s relationship and experience with their physician.  

Kate added that state’s request to waive 3 day hospital inpatient stay for skilled nursing care has been included in the NY MOU.
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