CCC—09/19/2014:	 

Attendance: Rep. Johnson, Sheila Amdur, Molly Rees Gavin, Maureen McCarthy, Nancy Navarretta, Jill Benson, Margaret Murphy, Marie Smith, Ellen Andrews, Karyl Lee Hall, Sheldon Toubman, Matthew Katz, Neysa Guerino, Steven Moore, Mag Morelli, Steven Hotchkiss, Bill Halsey 

Matt Katz reported that subcommittee is looking at stepwise approach to Underservice measures.  Ellen reported that group reviewed draft Underservice measures, CHN has come back with infor on what is measurable and what is not, what can be reported through provider portal.  Some data based on existing sources is not available.  Will do another survey to prioritize metrics.
Bill Halsey said they are committed to putting measures in-do in stages:  What goes into RFP, what is later measured or tested, some will strictly be reporting or collecting, how to add additional measures that make sense.  Matt said important to put into application what neighborhoods are measuring; Sheila noted we need clarification on what will be RFP’d for what entities.  Whatever is decided will relate to budget and staffing.  
CMS MOU:  MOU has been sent for final clearance review.  MOU is launching pad for project.  After execution of MOU, there is then negotiation on implementation budget.  State can’t issue RFP until that happens.  DSS is working on RFP already, plus other implementation steps, such as integrated data set from Jenn Associates.
· Jenn Associates will do data integration—will need amendment or new contract
· Who will be downstream users of data—very time consuming
· DSS looking into RFQ.  DSS would embed in RFQ all aspects of neighborhood—person centered planning, ICM, etc.
Matt asked re budget re lead care management agencies with neighborhoods.  Working with Mercer to develop PMPM for lead care/risk stratified and/or blended PMPM, so providers can trust a steady revenue.  Would risk stratify every six months based on caseloads.  Do not want to create perverse incentives to risk stratify higher.  Blended rate might work better.
Sheila requested that we review the Care Management rates and the shared savings methodology in advance of RFQ.  Mercer has redone ICM rates based on past feedback.  Matt wondered about blended rate and funding not “following the patient.”  
Bill thinks DSS could share these models with CCC by next meeting.  Jill raised concern that blended rate looks like capitation.  Ellen said if rate encourages people to take higher risk patients, then this is favorable.  Rate must be favorable so that high risk patients aren’t steered elsewhere.  Bill said could blended rate be lead agency specific?  So if agency has higher risk, would get higher rates.  
Rep. Johnson asked if rates would be adjusted based on geography.  Bill said that has not been discussed.  Matt asked if lead agency could have services in multiple locations, which would be likely, so geographic adjustments might not make much sense.
Molly Gavin said that of concern is that in her experience with DSS there is concretization of rates and they don’t change over time.  Care management at CCCI have not been increased in 7 years.  
Sheila asked if PMPM logic can be brought and implementation schedule as well, so we can go through this in detail.  
Molly raised whether we will have enough population of duals given the ACOs penetration in this market.  Molly also lost 14 staff last year that went to ACOs or medical groups and Hospitals associated with them.  Molly’s concern is that we will be setting up a two-tiered system that devalues the Medicaid system with some of the most difficult patients.  Rep. Johnson asked if formulas will take into account the complexities of population being dealt with.  Bill said that rate methodology will be included in presentation to Council.   Ellen asked if there will be any “market analysis” in terms of impact.  Bill said that has not been mentioned in the evaluation of the model.  
Sheldon said that we must also talk about absolute funding, not just methodology.  Sheldon noted minutes from SIM Equity and Access Council, that MD said that system wide reduction of services are occurring in his ACO.  Matt noted that CSMS has launched ACO—only 10% success rate in meeting shared savings targets—25% rate nationally.  Will be about 20 ACOS in Connecticut as of next year.
Sheila noted concerns that then the perverse incentives would be to ratchet down tests, etc., some of which may not be justified.  Also to push out duals who are most expensive.  Marketplace is turbulent, and need for adjustment of rates during pilot is very important.  DSS will do a total cost of care analysis, sliced by neighborhood and provider.  Ellen suggested looking at impact of services of added services.  DSS is looking at how to capture that information.
Bill Halsey said that one of key convening information variables is who is in their geographical area, cluster analysis demographically in their area.  Rep. Johnson said in her district have one of the highest representation of Medicaid and Medicare recipients.  Rates aren’t enough to support care.  Bill said that PMPM will be risk stratified.  CHN will do attribution once they get list from JENN and then do risk stratification initially and every six months.   
Jill asked for one page sheet on where we are with all of these issues.  What is happening to form Health Neighborhood, what is role of Care Management agency?  Will DSS need Health Neighborhood to submit what Medicaid providers are in that Neighborhood?  Then different lead care agencies will submit who wants to be a Lead with the requirements for this.  Who is behavioral health lead in this Neighborhood?  CHN will take this and create file. What mechanism will pull the Health Neighborhood together?
 DSS will contract with an entity to convene Neighborhood.  Sheila raised that in the original model there wasn’t enough funding for anyone to organize this Neighborhood, and that DSS had indicated that this model would change.  Matt said that it appeared that agency(ies) would be asked to act as an ACO but can’t among disparate groups monitor quality and outcomes without a legal structure.  Bill said they would show a crosswalk between Admin. Lead Agency and CHN, convening entity, and what might be missing.  
CLRP:  Expressed concern because of impact on clients, difficult to break contracts. How will we deal with the uncertainties and yet assure quality.  Providers must focus on value and meet quality outcomes to get any shared savings.  Clients can change at any time.  She is worried about actual people participating and denial of services.  
Marie question raised about ICM and supplemental services—these are still integral to model. 
Maureen McCarthy asked if we had a problem relating to losing clients because of backup of MAGI system.  Bill said we are doing this retroactively, but going forward may be issue.  Sheldon said this is about HUSKY C, so should not be an issue.  
Matt raised that CHN is giving more functions re HNs.  ALA is supposed to hold HN together contractually.  Who will really do this?  Bill said that HN providers would have to contract with Department who would be held accountable.  Matt said this is subnetwork for DSS but really not a “Neighborhood”. There would be regional Care Manager from CHN devoted to each of these neighborhoods to hold them together.  
Ellen said this was supposed to align incentives, but really this is more about providing care management, not about these incentives.  Bill said that for each patient, the lead care management agency is responsible for that activity.  Ellen said if there is incentive for neighborhood then broader responsibility is taken.  
Next full meeting November 7 and then December 19.  Executive Committee will meet in October with DSS re outline and methodologies of Duals initiative.  DSS will send last iteration of Health Neighborhood to compare the new iteration to.  CMS wants to see this launched, but this will be determined how quickly.
Sheldon raised concerns that SIM Equity and Access Committee is developing underservice measures with almost no one on it who deals with Medicaid.  Recommendation made to MAPOC PCMH (Care Management) Committee to work with CCC.  SIM starting with ACO quality measures, which don’t apply to children and families.  Populations are distinct in Medicaid also.
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