CCC EXECUTIVE COMMITTEE--4/16/14
Attending:  Julia Evans Starr, Margaret Murphy, Matt Katz, Sheldon Toubman, Ellen Andrews, and  by phone, Kate McEvoy, Bill Halsey, Siobbhan Morgan, Nancy Navaretta, Colleen Harrington, Quincy Abbott.
MOU—CMS has mandatory measures for all participating states, which were distributed in the vall to the CCC.
For certain categories state must choose measures.  DSS also distributed to the CCC from National Quality Forum—core measure set for dually eligibles one of elective measures must be long term services and supports.
Bill Halsey reviewed —Care plan measure, training measure, LTSS (have not yet developed a validated measure—e.g.,  should all care managers have a certain set of core competencies, such as motivational interviewing).  Brief by Commonwealth Foundation on this issue (on Underservice committee site on CCC website).  DSS will bring these to next meeting.  DSS has asked Center for Healthcare Strategies for recommendations re training measures.
DSS will come to next CCC meeting re recommendations on these 3 areas.  Potential bifurcated process.  Need these 3 measures to move MOU. Could add underservice measures to state’s quality measures—1st shared savings is CMS to state, then 2nd is state to providers.  State at its liberty can choose a set of metrics. The state has the flexibility to add other requirements not in MOU to its payment formulas (e.g., underservice mesures).  Also what measures are assigned to value pool and shared savings pool can be different.
Ellen will put together a survey monkey to have people consider what might be good measures to consider.
What remains to be done—for next meeting:
Three new measures—Required state specific measures
Structure for Model 2—shared savings methodology—vary high threshold “Medicaid significance” factor—asked for more liberal terms since we are not managed care state.  CMMI has given the state a firm no.  CMMI had pulled back on their contribution, so starting out with high threshold re savings and less contribution by CMMI.  One area of concern is administrative lead agency structure, both for funding on on-going basis, and also allowing compensation appropriate to effort.  Provider feedback is that these reimbursements are inadequate.  Discussion with Commissioner and the OPM to allow ASO to do data analytics, and use Qualidigm to bring networks together, and just make care management payments directly to providers.
Ellen—this gets it back to person centered medical home concept, and all care managers being paid in the same way.  Ellen suggesting contracting with a locally based group that can be support for care managers.  Kate said that Qualidigm would form networks.  They would not be used to evaluate quality in the HNs.  They are working on projects related to care transitions.  Sheila asked if there might be aconvenor who was community based with Qualidigm being the organizer.  Bill Halsey said that CHN could be convenor.  Any provider who wants shared savings would have to sign an agreement to participate in order to receive payments.  
Ellen suggested that RFP could be put out that might allow local response.  DSS has already built in convening entity in CMMI grant. Would sign MOU and then frame for committee.  
All functions of ALA would reside with CHN, handling all data analytics and provider portal, convening learning collaboratives (CCC can have work group on this).  No “legacy” for ALA.  Bill Halsey said that DSS would want to maintain behavioral health component in some manner, and have CHN/VO have presence in each neighborhood.  There would be direct contractual relationships with providers for care management.   Ellen asked if there could be a set-aside fund for non-Medicaid reimbursable expenses that however could enhance health, e.g., health care.  Oregon does this.  Ellen suggested a possible set aside fund could be developed out of state’s share of savings.
[bookmark: _GoBack]Margaret said her concern is that Qualidigm does have focus on saving money, so is there a conflict.  Qualidigm would only be focused on establishing network, but this could be done restrictively.  Kate said they will identify role re network formation and that this could be ANY entity that does not have any   role in shared savings.  Shared savings would also go directly to providers based on CHN’s data analytics re savings by provider.  This is currently being done for PCMH, with CHN analyzing data.  Will payment be risk adjusted?  How will the non-direct MD providers receive shared savings payments, eg., home health and behavioral health?  Ellen suggested that some of this could be decided at health neighborhood level.  NEED CLARIFICATION OF NEW MANAGEMENT MODEL AND OF PAYMENT MODEL.  
Looking to resolve main issues with MOU as quickly as possible although no outside time frame set.  CMMI would entertain changes.
Matt said if these changes are made, then other educational sessions are needed so that providers are aware of how this will work.  Discussion also around issue that care management rates need to be high enough to allow the complex on-going care management and coordination to occur.
Model 1 is the ASO.  Are there “savings” from this model that go into a pool?  Clarify the payment structures for Model 1 and Model 2. Also clarify what areas of the state? Will this be the entire state for people not enrolled in ACOs or the Duals Demonstrations?
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