CCC NOTES NOVEMBER 7, 2014
Kate McEvoy introduced Charles Lassiter and David Parella from Mercer.
Bill Halsey:  Data Analytics is major issue to get Medicare data from CMS to end users.  MOU in final clearance.  DSS wants to be sure that any necessary Medicaid Authority is contained in MOU so project can proceed without further approval.  Then MOU once done must get budget approved before RFP put out.
Reducing scope of ALA role; also proposing to build into PMPM supplemental services in LCMA requirements.  
· For supplemental services would submit this on claim as a modifier to show what supplemental services are provided.
· Payments for supplemental services in PMPM rate.  Sheldon asked how reliable this is.  Bill Halsey wanted to know in real time what is being provided.  If no one providing these services, will review rate structure.
· PMPM will be retrospective based on claims submission.  It’s possible there will be a “jump starting” not yet decided on.
· If LCMA contracts for services, then they pay the contractor from their PMPM.  Jill asked if administrative charge built into this.  Kate said they would check into this.
· Ellen suggested there may be other methods of payment, especially prospective so that people can gear to what is needed.  Ellen is suggesting there should be a diversity of services for the supplemental services to make sure people not being steered and to allow choice.
· Sheila asked how they arrived at building supplemental services into the rate with very little experience on utilization of these services
· Marie Smith asked if ICM was supplemental service.  It is not, and will be shown differently;  Medication Management is being built into contract with CHN so will not be supplemental.  In non-dual population, includes those with depression.  For duals, still considering how medication management will be handled, and Sheila raised that 38% of dually eligible are people with serious mental health issues so questioned who would do medication management as a Medicaid service for this group. 
· In Model 1, CHN provides medication management, chronic disease self-management, nutrition education (but not treatment plan), do assessments for fall preventions and coordinate within the person's benefits what they need.  In Model 2, in chart on HN previously submitted, supplemental services described in more detail.  Kate said supplemental services are not state plan services (NEXT MEETING DISCUSSION).
On PMPM, DSS looking at a 6 month “refresh” of risk stratification to assure that each individual’s risk score is documented.  Karly Lee Hall asked if we could see risk stratification model that CHN is developing.  Mary Ann Cyr that CHN can provide demonstration.  Mary Ann will provide “layman’s” summary, a national model that takes into account multiple conditions and utilization factors. Acuity factor is also used.  (NEXT MEETING DISCUSSION).  For duals using crossover claims,   FOLLOW UP ALSO ON HOMELESSNESS WHOS ARE DUALS.  Ellen suggested we do webinar on this issue.
Shared savings model remains the same with two pools for quality and actual shared savings.  Much more detail to come.
Size of Health Neighborhoods is still under consideration.
· Charles Lassister from Mercer indicated that the PMPM is still a draft.  Used 20,000 enrolled from 60,000 total, with assumptions (number not yet known) of those enrolled in ACOs, in BH homes, or in hospice.  Opt out rate in other states are high but these are managed care models.  Also other factor is Resource Utilization.  Also need to follow attrition of members and movement between Tiers.  Caseloads/ staff, salaries also factors.
· Jill asked for clarification re how risk levels are defined.  She also thought salary levels are low.
· May also have to incorporate additional salaries for supplemental services.  
· Ellen wanted to know how caseload figures are derived.  
· Tracy Wodatch said that caseloads in home health for high risk are 1 to 30.  Difficult to know if these are care coordinators who are then working with hands on care providers.
· Charles Lassiter will provide more specifics on how they arrived at these caseloads from national information.
· Deb Polun raised community health workers as inclusion, but Sheila said they could not be credentialed but LCMA could use them in some capacity.
· Sheldon said 50 to 1 seemed very high.  Can Mercer provide their clinical assumptions for severity for caseloads.  Will break out their assumptions.
· Ellen said concern is how many hours/service per risk level are derived and also echoed concern about clinical assumptions.  Mary Ann noted that people who are highest risk do not often change that risk quickly and that one wants to work on maintaining.  It is the lesser risk groups who will often show improvement more quickly.
· Jill asked if there is a blended rate that will be paid.  Mercer said that this allows stability in payment adjusted every six months.  
· Karyl Lee questioned any assumption that people at highest risk level would not show improvement and wouldn’t this be a disincentive to providers to take these patients?  Mary Ann gave example of someone at end stage renal with accompanying serious conditions that the care management is aiming at the person not getting worse.  May be preventing ED and Inpatient admissions.  Karyl Lee said that her concern is someone with SPMI who may have other medical conditions.  Mary Ann Cyr said the same factors re risk and utilization would apply.  Sheila asked that we track carefully the 38% with serious behavioral health issues so that we see what interventions work and what kinds of health care services have been underutilized.
· Bill Halsey stressed that we are looking for better health outcomes for members, even if their risk level goes down.
· Maureen asked if there could be a relook at clients who are at higher risk scores.  
· Jill raised example of 100 clients and as risk levels changed in six months, how would payment change.  Mercer said that blended rate would change over time based on risk stratification and caseload mix.
· Mercer clarified that decision has to be made whether a blended rate or individual rate.

CHN has to provide risk stratification. Mercer has to provide clinical assumptions.  (For Newxt Meeting) Salaries noted as low.  Bill suggested a sample caseload.  Mercer has to know when rates are will be refreshed.  Mercer need to demonstrate how they decided caseload numbers at each level.  Sheila asked if ACCESS agencies, DDS, DMHAS could work on caseload assumptions and SUGGESTED A WORK GROUP ON THIS.

One change is “Health Care Coordinator” for ALA.  Who will put proposal together with HN providers, as convenor, and as communicator with all HN providers.  Took out monitoring and quality components and moved to CHN who will be tracking this data.  Organize Provider Advisory Committee with BHP .  All providers in HN must sign Care Coordination agreement, and ALA responsible for maintaining and notifying CHN about updating providers in HN.

Original start-up $ were $250,000. Will this cover the cost?  Provider work group-reconvene Model Design?  Kate said this is two stage:  First, cluster information will be released with associated provider list, so this will inform where there are naturally occurring Health Neighborhoods.  Also would use an external organization to help convene and provide education to groups of providers who may want to form a Neighborhood.  Second stage is issuance of RFP and then decision on ALA and possible prospective payments for LCMAs.  

Sheila said Model Design Work Group will be reconvened to examine structure, function, payment levels, risk stratification, caseloads, etc. while at the same time DSS will be negotiating  the budget with CMS.  Bob Smanik said that cluster analysis would be very helpful—target is December 1.

Kate said regarding budget negotiations with CMS, CMS changed the rules and established a pool of $95 million for all states doing Duals initiative.  This also includes evaluation costs.  However, CMS grant does not include supplemental services which will be in Medicaid rate.

CHN will provide webinar on risk stratification.
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