			COMPLEX CARE MEETING—JUNE 25, 2014

Attending:  Rep. Susan Johnson, Nancy Navaretta, Deb Polun, Quincy Abbot, Matt Katz, Sheldon Toubman, Ellen Andrews, Kate McEvoy, Olivia Puckett, Margaret Murphy (on phone).
Kate McEvoy presented context.
· Timing—State in multi-stakeholder process under State Innovation Model (SIM), yielding plan re care delivery to enhance practice transformation under primary care, to advanced medical home standard.  Pathway with shared savings under payment reform and other methods with integration with HIE.  Uncertainty at that time in terms of future HIE strategies.  Schema that would require significantly more “discourse.”  Now moving to detail.  CMS application delayed and then departed significantly from last year’s “test grant.”  Key difference is the participation by Medicaid.
· Originally Medicaid thought they had no experience with shared savings and proposed only at later point possible shared savings, if at all.  
· OPM and DSS have vetted this as have executive leadership
· Application due July 21.  SIM grant goes to SIM Steering Committee on June 26.  This is not last opportunity for project. 
Sheldon asked that if this means that SIM will develop pathway to capitation.  Kate could not comment.  December plan was specific that no shared savings will be in place until underservice measures are in place and methodology validated.  This is Medicaid’s position that Kate affirmed.
Ellen indicated that state is being driven by getting a SIM grant, but this is very fast and why do we take a risk on unvetted method. 
Rep. Johnson asked if national Medicaid directors discussed this.  No discussion at national meetings—CMS was not forthcoming about its intent.  No advance guidance that Medicaid would figure more prominently in SIM.  Has CMS put into place any requirements re underservice?  This will be unique to Medicaid in CT. Rep. Johnson said because of failure of capitated care, we have placed our Medicaid under a fee for services, administrative services model.
215,000 single eligible in all Medicaid HUSKY categories targeted under this SIM application.  Stakeholder process will identify emphases. Matt Katz said that All Claims Payer Database is not integrated with Medicaid, so really could not compare to private care.  SIM is separate process.  Why are we spending funds on different processes rather than integrating so we can compare and contrast?  Kate said that Medicaid has federal requirements re whether it is in interest of Medicaid beneficiaries to share information and can’t do this with organization that is not part of Medicaid.   Medicaid has good data through CHN, and they would be central to this process.
MAJOR CONCERN EXPRESSED ABOUT LACK OF INVOLVEMENT OF PUBLIC, OF MAPOC, AND NO KNOWLEDGE OF WHAT GRANT STATES.  Matt Katz raised that the description is vague and without seeing actual detailed grant.
Draft that we will receive may not reflect total consistency with outline Kate submitted.  How do we continue to build on access to primary care with FQHCs as major providers, and how to incorporate social determinants of health.  How to build on current PCMH, using national accrediting, glide path.  How to knit together other supports which are inhibiting beneficiaries’ health care.  FQHCs have had primary role, but all don’t have integrated care or HIT tools they need.  This all requires resources and inter-connectedness to community supports.  DSS would design request for proposals (with possible expansion of CCC stakeholders re all single eligibles) with CCC input.  Other advanced networks could participate.  Many design components have not been finalized.  
· January 2016 is target implementation with attribution model
· Must engage 80% of state’s population so this would include 1/3 of Medicaid population
Matt raised that certain geographical areas should not be specified but specify criteria by which areas will be chosen.  There may also be criteria related to condition specific and special needs population.  Does this shift away from duals planning to a more managed care approach?  “Oregon model” referenced—what is this?  Health savings accounts referenced for this population, and how would that tie into shared savings and also how can this be used with traditional Medicaid population?  Kate said these examples are illustrative only.  Matt raised that rather than forecasting, let’s give as examples.  (KATE WILL CIRCULATE POPULATION HEALTH FOCUSED OREGON 1115 WAIVER, used to pay for supports not covered under state plan, e.g, broadly defined community health workers, air conditioner, etc.)   Illinois currently using HSAs.  Kate agreed this will be among inventory of options.
Nancy Navaretta asked Kate if there would be any impact on the auto enrollment process in Behavioral Health Homes.  Kate said there would be no impact.
Quincy suggested common procedures across all projects.  
Nancy asked if people who are auto enrolled in Health Homes will still be auto-enrolled. Encounter rate for FQHCs has not been discussed with them or any entity.  This would have to be negotiated.  Deb will send list of questions around to CCC exec.  Enhanced fee for service payments—add on to current rate is preliminary thought.
Kate made reference to Clifford Beers CMS integration grant re trauma informed care and will build piece under SIM grant.  Will also look at non-clinician patient navigators for payment.  Potentially use 1115 waiver.  Sheila raised issues about people with serious mental illnesses and addiction problems, as well as those who are homeless, whose primary support systems are through LMHAs and homeless and other community support providers. Sheila expressed that FQHCs do not have experience with the community support and comprehensive behavioral health needs.  The outline presented is silent on integration with Health Homes or with the key providers now providing support and comprehensive behavioral health, and essentially is promoting a new model of care for people who have the highest need with behavioral health conditions.
Sheldon expressed concern that payment methods aren’t definite.  Sheldon also concerned that incentives cause people to practice in a certain way.  If total cost of care must be reduced, then one’s practice becomes influenced in that way.  Also medical practices are becoming more consolidated under a corporate structure so pressure increases to reduce care, sometimes to the good and sometimes to the bad. Also Sheldon said payment model in PCMH has to change to promote people going into care, eg, PMPM.  He expressed concern about “back tracking” on progress that has been made.
Sheila asked what recommendations we can make without more information.  Dr. Schaefer’s memo said many states lead with Medicaid (not all) that integrate state employee health care and private care.  Staff person from SIM said CMS has not told CT must explicitly do this. 
Questions to MAPOC EXEC: (Note that no recommendations are being made by the CCC executive committee.  The full CCC has not met and considered any of the issues raised.)
1.  Why has state moved off its original intention to focus on experience of duals project?
2. (Post meeting a question came up about clarifying what Medicaid populations are being targeted?)
3. Other states experience is not relevant to CT since they are managed care models.  CT has to propose “fee for service” alternative.  State has to figure out pathway that is “sensible”.
4. Why can’t other models be used, e.g., health neighborhoods, bundled payments, with 1115 waiver that encompasses these? Matt also said that this must be person centered, not model centered, with social determinants as lead.  
5. Under current PCMH, primary care doctor doesn’t have incentive to limit care.  Under shared savings, based on how it is implemented, could “destroy neutral arbiter” role of primary care practitioner. 
6. Inform MAPOC exec that we have serious concerns with very little knowledge of intent.  Ask for special meetings with background draft application provided along with what CMS has asked for.  CCC exec should be informed to attend MAPOC exec.  
Deb Polun believes that proposal does focus on PCMH, with shared savings and performance measures.
Kate clarified that this framework would be fleshed out by state stakeholder process.
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